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RESUMEN

ABSTRACT

Effecting a paradigm shift from “reproductive health” to “reproductive justice’” within
the perinatal field requires changes simultaneously at the levels of the individual
healthcare provider and the system of care. The Infant-Parent Program at the Uni-
versity of California, San Francisco (UCSF) has extended its pioneering infant and
early childhood mental health consultation to perinatal service systems applying an
infant mental health approach to programs caring for expecting and new parents. In
partnership with two nursing programs, UCSF consultants direct their efforts at sup-
porting reflective practice capacities and use-of-self in patient—provider relationships.
Both nursing programs serve vulnerable groups of expectant and new parents who
grapple with challenges to health and well-being stemming from structural racism. As
reflective capacities are supported within the consultation case conferences, providers
spontaneously identify the need for tools to effectively address issues of race, class,
and culture and to combat structural racism throughout the healthcare system. Policies
and procedures that uphold structural racism cease to be tolerable to providers who
bring their full selves to the work that they are trained to do. Using these nurse con-
sultation partnerships as organizational case studies, this article describes a range of
challenges that arise for providers and delineates steps to effective engagement toward

reproductive justice.
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Llevar a cabo un cambio de paradigma de “salud reproductiva” a “justicia reproductiva” dentro del campo perinatal requiere

cambios simultineamente al nivel individual del proveedor de cuidados de salud y el sistema de cuidado. El Programa Infante-

Progenitor de la Universidad de California en San Francisco (UCSF) ha extendido su pionera consulta de salud mental

infantil y la primera infancia a sistemas de servicio perinatal con la aplicacién de un acercamiento de salud mental infantil a

programas que les sirven a progenitores nuevos y que esperan un nifio. En colaboracién con dos programas de enfermeria, los
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consultores de UCSF dirigen sus esfuerzos al apoyo de las capacidades de la préctica con reflexion y el uso de si mismo en
las relaciones entre proveedor y paciente. Ambos programas de enfermeria les sirven a grupos vulnerables de padres nuevos
y que esperan los cuales luchan con retos a la salud y el bienestar provenientes del racismo estructural. A medida que las
capacidades de reflexion son apoyadas dentro de las conversaciones de casos consultados, los proveedores espontaneamente
identifican la necesidad de herramientas para hablar con efectividad de asuntos de raza, clase social y cultura y combatir el
racismo estructural dentro del sistema de cuidado de salud. Politicas y procedimientos que sostienen el racismo estructural
dejan de ser tolerables para proveedores que se dan por completo al trabajo para el cual han sido entrenados. Por medio
de usar estas colaboraciones de consulta con enfermeras como casos de estudio organizacionales, este articulo describe
una gama de retos que surgen para los proveedores y delinean los pasos para un involucramiento eficaz hacia la justicia

reproductiva.

PALABRAS CLAVES

consulta de salud mental, justicia reproductiva, capacidad de reflexion, conciencia de si mismo

RESUME

Procéder a un déplacement de paradigme d’une “santé reproductive” vers une “justice reproductive” dans le domaine péri-
natal exige des changements a la fois au niveau du service de soin individuel et et du systeme de soins. Le programme
Nourisson-Parent de 1’Université de Californie a San Francisco (abrégée avec ses initiales UCSF) aux Etats-Unis a élargi
sa consultation pioniere de santé mentale du nourrisson et de la petite enfance aux systemes de soins périnatals en appli-
quant une approche de santé mentale du nourrissons a des programmes s’occupant de parents attendant un enfant ou a de
nouveaux parents. En partenatia avec deux programmes de soins infirmieres, les consultants de I"UCSF dirigent leurs efforts
vers le soutien de capacités de réflection sur la pratique et 1’utilisation de soi dans la relation patient/prestataire. Ces deux
programmes de soins infirmiers servent des groupes vulnérables de parents attentant un enfant ou de nouveaux parents qui
rencontrent des difficultés et des défis a leur santé et bien-tre du fait d’un racisme structural. Puisque les capacités de
réflexion sont soutenues au sein des conférences discutant les cas de consultation, les prestataires identifient spontanément
le besoin d’outils afin d’aborder de maniere efficace les problemes de race, de classe et de culture et afin de combattre le
racisme structurel au sein du systéme de soins médicaux. Les mesures et les procédures qui maintiennent le racisme struc-
turel cesse d’étre tolérable pour les prestataires qui amenent au travail pour lequel ils ont été éduqués leur étre tout entier. En
utilisant ces partenariat de consultation avec les infirmieres en tant qu’études de cas organisationnelles, cet article décrit un
éventail de défis qui se posent aux prestataires et présente les étapes nécessaires pour un engagement efficace vers la justice

reproductive.

MOTS CLES

consultation de santé mentale, justice reproductive, capacité de réflexion, conscience de soi

ZUSAMMENFASSUNG

Um einen Paradigmenwechsel von der “reproduktiven Gesundheit” zur “reproduktiven Gerechtigkeit” innerhalb des perina-
talen Bereichs zu vollziehen, bedarf es gleichzeitig Verdnderungen auf der Ebene des einzelnen Leistungserbringers und des
Versorgungssystems. Das Programm fiir Sduglinge und Eltern von der UCSF hat seine wegweisende Beratung zur psychis-
chen Gesundheit von Sduglingen und Kleinkindern auf perinatale Servicesysteme ausgeweitet, die einen Ansatz zur psychis-
chen Gesundheit von Sauglingen auf Programme anwenden, die sich um werdende und neue Eltern kiimmern. In Koopera-
tion mit zwei Pflegeprogrammen richten die UCSF-Berater ihre Bestrebungen darauf aus, reflektierende Praxisfihigkeiten

zu unterstiitzen und selbst in den Beziehungen zwischen Patient und Anbieter zu nutzen. Beide Pflegeprogramme dienen
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vulnerablen Gruppen von werdenden und neuen Eltern, die sich aufgrund von strukturellem Rassismus mit Herausforderun-
gen fiir Gesundheit und Wohlbefinden auseinandersetzen miissen. Da die Reflexionsfihigkeiten im Rahmen der Fallkon-
ferenzen unterstiitzt werden, identifizieren die Anbieter spontan den Bedarf an Hilfsmitteln, um Fragen der Rasse, Schicht
und Kultur effektiv anzugehen und strukturellen Rassismus im gesamten Gesundheitssystem zu bekdmpfen. Richtlinien und
Verfahren, die den strukturellen Rassismus aufrechterhalten, sind fiir Anbieter, die sich voll und ganz der Arbeit widmen, fiir
die sie ausgebildet wurden, nicht mehr tolerierbar. Unter Nutzung dieser Pflegeberatungspartnerschaften als organisatorische
Fallstudien beschreibt dieser Artikel eine Reihe von Herausforderungen, die sich fiir Anbieter ergeben und skizziert Schritte

hin zu einem effektiven Engagement fiir reproduktive Gerechtigkeit.

STICHWORTER
Beratung zur psychischen Gesundheit, reproduktive Gerechtigkeit, Reflexionsfahigkeit, Selbstwahrnehmung
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1 | INTRODUCTION

Nurses and midwives working in community settings are on
the forefront of supporting the most marginalized women and
young children and therefore can be influential in addressing
reproductive justice. As medical providers, they have long
recognized the importance of their personal relationships
with patients in providing optimal care. With the focus on the
relationship between nurse and midwife and patient as part of
what helps and heals, a natural partnership for collaboration
with mental health professionals trained in the use-of-self
and in addressing issues of reproductive oppression and
justice arises. Dewane (2006) defined the use-of-self as
the combining of knowledge, values, and skills with aspects
of one’s personal self, including personality traits, belief
systems, life experiences, and cultural heritage. Although
the importance of the therapeutic alliance between nurse
and patient has been a long-standing part of training, nurses
receiving consultation have endorsed the modeling that the
consultant provides as critical to translating theory into
practice, helping them to bring their full, authentic selves to
the forefront of healing relationships.

Through an extension of our pioneering infant and early
childhood mental health consultation approach, the Infant-
Parent Program (IPP) at the University of California, San
Francisco (UCSF) brings an infant mental health lens, which
has the provider—patient relationship as central, to a nursing
and midwifery program. This article explores the impact of
both case-specific and programmatic consultation on devel-
oping reflective practice capacities and use-of-self in the
patient—provider relationship in programs serving vulnerable
groups of expectant and new parents. As reflective capaci-
ties are supported through consultation, the provider’s capac-
ity to address trauma, mental health, and substance use is
strengthened. It is through the nurse’s capacity to reflect on
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her own personal and professional experiences that she comes
to more fully understand the intersecting oppressions facing
her patients, thus applying the work of reproductive justice.
Heightened sensitivity to the sociopolitical factors contribut-
ing to these issues leads providers to spontaneously iden-
tify the need for tools to effectively address issues of race,
class, and culture and to combat multiple levels of oppression
such as structural racism, sexism, and reproductive oppression
throughout the healthcare system.

Mental health consultation aims to increase capacity within
providers and programs. It also focuses on impacting the
larger systems in hopes of reducing reproductive oppression
and creating community systems functioning from a premise
of reproductive justice, be it access to healthcare, choice in
labor and delivery, the intersection with criminal justice, and
the child welfare system. “Reproductive justice is the com-
plete physical, mental, spiritual, political and economic well-
being of women and girls, based on the full achievement and
protection of women’s human rights” (Asian Communities for
Reproductive Justice, 2005). This framework is nested in the
struggle for social justice and human rights as it identifies how
reproductive oppression is the result of the intersections of
multiple oppressions (Ross, n.d.). Age, class, race, religion,
and sexual orientation are all considered in the reproductive
framework as interconnected issues that affect how a woman
has or does not have control of her reproductive health and
rights (Mahoney, n.d.).

2 | FINDING EACH OTHER: HOW IT
BEGAN

2.1 | The IPP: Who we are and what we do

In existence since 1979, UCSF’s IPP is San Francisco’s
pioneering mental health organization specializing in treating
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children birth to 3 years of age. The IPP has a strong and
distinguished commitment to underserved, vulnerable, and at-
risk populations. The program provides important services to
this population, including infant-parent psychotherapy, ther-
apeutic shadowing, developmental therapeutic playgroups,
and hospital-based perinatal mental health services. It also
provides vital consultation to childcare programs, domestic
violence and homeless shelters, family resource centers, and
residential substance-abuse programs, thereby influencing
the development of over 3,000 multiethnic young children
impacted by poverty. Through our already established consul-
tation work with vulnerable pregnant mothers and babies in
the hospital and community programs, extending our consul-
tative work to the Nurse-Family Partnership (NFP) nurses and
the hospital’s midwives was a natural outgrowth. However,
establishing the structure of consultation, developing the
relationships in which collaboration is embedded, and secur-
ing funding took time to mature into the models presented
here.

IPP’s approach to consultation focuses on supporting the
provider’s ability to deliver care that takes into account the
needs of both the parent and child and enhancing coordina-
tion among all of the service providers involved with a family,
including the network of hospital providers serving children
and their families and the wider community agencies such as
Child Protective Services (CPS). Consultation also focuses on
addressing the providers’ personal experiences working with
their patients. By exploring and addressing the complex and
often strong emotions that providers experience when work-
ing with highly stressed, often traumatized and very vulner-
able families and their infants, the consultant helps providers
“metabolize” and process their experiences so that those expe-
riences are less likely to interfere with providing optimal care.
The self-reflection required to comprehend and address these
strong emotions fits within Hildegard Peplau’s (2004) pio-
neering theory of nursing, which posits that the extent to
which a nurse understands her own functioning will determine
the extent to which she comes to understand the situation con-
fronting her patient.

Most of the women who give birth at this hospital struggle
with multiple and serious stressors, including mental health
and substance-use issues, isolation and limited social supports
(which may arise from immigration, homelessness, involve-
ment with the criminal justice system, bias, and/or racism),
and current and historical trauma. To ameliorate these dif-
ficulties, medical providers first need to be able to identify
them. A provider’s ability to identify these problems can be
obscured by a lack of knowledge about the patient and her
personal history; however, providers may fail to comprehend
their patients’ suffering as a self-protective mechanism which
inhibits the transfer of important information. Consultation
addresses both the provider’s lack of knowledge and the inher-
ent desire to protect oneself from the emotional trauma that

patients suffer by helping providers tolerate pain, relinquish
judgment, and challenge defenses.

In addition to a pattern of disrespect and abuse toward preg-
nant and birthing women, including forced surgery (Diaz-
Tello, 2016), reproductive oppression occurs in the sub-
tly demeaning, dismissive ways that providers treat women
regarding pregnancy, childbirth, and parenting. Providers
are often unaware of how they are behaving and how
their behaviors impact the feelings of their patients. As the
capacity for self-reflection deepens, nurses have reported
noticing more examples of the subtly demeaning ways that
their patients are treated within the various systems. Numer-
ous groups (e.g., United Nations, feminist ethicists, repro-
ductive justice scholars, public health advocates, and human
rights groups) have considered larger scale structural and
systemic oppression to be a form of gender-based violence,
which can be played out in provider—patient relationships.
Mental health consultation is an effective intervention for
interrupting these patterns, as it provides a safe place for
providers to reflect on and explore feelings, reactions, and
behaviors toward their patients. As providers’ self-awareness
and understanding of interpersonal dynamics increase, they
are better able to build therapeutic alliances with patients in
ways that are respectful and empowering. Further, providers
who receive mental health consultation are increasingly apt
to engage in advocacy, as they become more able to recog-
nize reproductive oppression. Maintaining consistent meet-
ings over time, consultation affords providers opportunities to
refine their skills in addressing challenging situations by pro-
viding language to use with patients and other professionals
as well as ideas about how to address difficult issues.

2.2 | Consultation to the midwives

The Nurse-Midwives are the longest standing hospital-based
midwifery practice in San Francisco. In 1975, midwives from
the community and obstetric faculty joined to bring midwifery
care into the obstetric practice at the hospital. From the begin-
ning, they served a diverse and predominantly low-income
population of women and families. Since then, the practice
has grown in proportion of patients served and influence of the
midwifery model of care on all perinatal services at the hospi-
tal. Currently, midwives provide prenatal care at the hospital’s
Women’s Health Center, a community clinic and in partner-
ship with a community agency.

In 2008, leadership of the IPP and the midwives began
talking about how they might join forces to bring support
for those providing care for the pregnant patients collabora-
tively served. The IPP and the midwives obtained collabora-
tive grant funding to support this project and began building
the formal relationship between these two programs.

A second grant funded IPP to provide direct consulta-
tion work with the midwives, something that has continued
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because it has proven to be so valuable. In the current model,
the consultant joins the midwifery monthly staff meeting to
discuss particular cases and to explore use-of-self in the car-
ing relationship. The consultant provides both individual and
group formats and addresses systemic as well as case-specific
needs, with particular focus on caring for immigrant fam-
ilies and patients with mental health difficulties, including
substance use, and expanding the focus on the baby through-
out prenatal care.

2.3 | Consultation to the NFP program

San Francisco public health nurses attended a pivotal training
in Spring 2013, where they encountered IPP mental health
practitioners/educators and began envisioning greater oppor-
tunities for incorporating mental health interventions and con-
sultation into Maternal Child Health home-visiting programs
such as the NFP. The NFP program pairs a registered nurse
with first-time, low-income mothers, prior to 28 weeks’ ges-
tation, and continues with home visits until the child’s second
birthday. The model builds on the client’s own strengths and
desires for a healthy, happy baby and supports the mother’s
goal setting to achieve greater opportunities for herself as well
as for her baby. The opportunity to establish a sustainable,
formally supported structure for collaboration arose when the
foundation funding the IPP’s existing midwives’ consulta-
tion efforts invited the IPP to extend consultation services
to other medical providers. After careful consideration, IPP
clinicians and NFP leadership mutually decided that the con-
sultant would join the bimonthly NFP case conference. The
consultant’s role was to offer reflective practice that under-
scores the use-of-self in the patient—provider relationship in
addition to expanding nurses’ understanding of infant devel-
opment, infant mental health, and the infant—parent relation-
ship.

3 | ELEMENTS OF CONSULTATION

Although the work of the midwives differs dramatically
from the work of NFP nurses, their experiences of mental
health consultation and its profound effects on their work
are similar. For both nursing groups, having dedicated, pre-
dictable, and protected time with the consultant provides a
regular opportunity for reflection. Within the safety of the
consultation relationship developed over time, nurses and
midwives feel more able to explore thoughts, feelings, and
actions that arise within the context of the helping rela-
tionship. Self-reflection within the context of their relation-
ships with patients is a newer experience for many of these
providers, one that shifts the frame with the patient—provider
relationship becoming central. Both midwives and nurses
have long-term relationships with their patients that serve

WiILEY—-

as the foundation for using the relationship as a transfor-
mative process. Their training, however, does not primar-
ily focus on the skills necessary to use their relationships
with patients as the central therapeutic intervention. Often-
times, especially in hospital and clinic settings, the demand
for productivity interferes with the wish to have more time
to really connect with patients. Evidence has demonstrated,
however, that the more present, attentive, and empathic
a medical provider can be with the patient, the higher
the satisfaction reported by patients (Kim, Kaplowitz, &
Johnston, 2004).

The reflection on the provider’s work encompasses dif-
ferent levels important in the care and support provided to
women and their young families. These levels include attend-
ing to the nurse/midwife and patient, parent and baby, and
coworker and collaborative partner. Another level addresses
influences on the larger system, including hospital, child wel-
fare, criminal justice, housing, and so on. The consultant holds
these various levels in mind regardless of which one may
be overtly discussed in the moment because justice for the
patients served can only truly come when all these levels are
touched by the light of awareness.

3.1 | Impact of consultation on interpersonal
relationships in nursing practice

The power of hope for the future and the desire to provide
a better life for her firstborn child is an incredible catalyst
for building and strengthening the relationship between the
nurse and the mother-to-be, and later with the mother and her
firstborn child. Whereas the nurse focuses on improving preg-
nancy outcomes, enhancing child health, and development
and guiding the parental life course, mental health consulta-
tion is increasingly needed to help the nurse home visitors fur-
ther develop the capacity for self-awareness and reflection that
they need to be effective in this delicate work.

Mothers participating in the NFP often suffer maternal
depression, anxiety, addiction, and other mental health prob-
lems. Due to the long-term relationship, clients are more
inclined to share the challenges and traumatic experiences
sustained throughout much of their life. Sadly, the trust that
is established between the client and her nurse may be the
first trusting relationship the client has experienced and is
a hallmark of the program. As a result, nurses are highly
likely to be exposed to their clients’ problematic mental health
issues, and consultation helps them deal with the emotional
impact of those issues. While NFP nurses receive training
in motivational interviewing techniques and reflective prac-
tice skills, consultation with the mental health practitioner
is extremely beneficial in translating the training into prac-
tice. This is particularly true when nurses feel conflicted,
triggered, or challenged by repeated exposure to traumatic
stories.
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3.2 | Being versus doing

When consultation first began, nurses wanted trainings on
specific topics and answers to questions. Supervisors com-
mented that the nurses were initially resistant to engage in
self-reflection, preferring a “quick fix” to the dilemmas they
faced. The preference for a quick fix was understandable given
their large caseloads and the intense needs of the families.
Through the consultative stance of wondering rather than
knowing and attending to the subjective experience of all par-
ticipants (Johnston & Brinamen, 2006), the nurses embraced
reflection and exploration rather than feeling pressured to
solve the problem. Taking time in case conference to con-
sider the diverse experiences of the nurse, the adult client,
and the fetus/baby fosters the ability to understand the feel-
ings and thoughts of the other, leading to greater empathy and
engendering a culture of curiosity about reasons for behav-
ior (Johnston & Brinamen, 2012). From a transactional per-
spective, successful consultation depends on the quality of
the consultative relationship as well as the consultant’s way
of being (Johnston & Brinamen, 2005, 2006, 2009). The con-
sultant’s way of being with nurses has an effect on the way
nurses respond to their clients, thereby utilizing the parallel
process as a transformative experience (Brinamen, Taranta,
& Johnston, 2012).

The three NFP nurses responsible for providing reflective
supervision articulated the many benefits they receive from
consultation. Of critical importance, they report increased
patience with dilemmas presented by supervisees and
expanded comfort sitting with silence. Nurses and nursing
supervisors, like many other healthcare professionals, are
trained problem solvers, and silence can seem antithetical to
their training. However, the capacity to sit with silence allows
space to open up for exploration and understanding, leading
to more effective action.

Supervisors find that this practice in patience and will-
ingness to explore results in their supervisees demonstrating
the same skills in their relationships with the families they
serve. The families feel a deeper sense of being heard and are
helped to develop their own reflective and problem-solving
abilities in the face of many obstacles and struggles. Through
the consultant’s practice of returning again and again to the
relationship with mom and baby, supervisors are reminded of
the importance of coming back to the relationship between the
dyad, both in pregnancy and postpartum. It is easy to imagine
how the focus on the relationship can be overtaken by the myr-
iad of needs that families have that feel both immediate and
insurmountable to the nurses. Understandably, by the nature
of their roles and training, nurses frequently feel pulled to act
and fix. While there are times when doing takes precedence
over reflecting, reflection helps inform action. Through con-
sultation, the nurses come to recognize that how they are in
the relationship is as important as what they do (Pawl & St.
John, 1998).

3.3 | Therapeutic relationship as facilitator of
change

Mental health consultation practices developed at the IPP
rest on the foundation of psychodynamically oriented thera-
peutic skills and interventions utilized in infant-parent psy-
chotherapy. In contrast to the therapeutic alliance taught in
medical training, the therapeutically oriented consultation
efforts aim to optimize early childhood attachment between
infants and their primary caregivers by strengthening rela-
tional and reflective capacities in the nurses and midwives
who provide ongoing care for the families and by transform-
ing policies in the larger systems.

Research has shown that the single most influential driving
force for change in both psychotherapy and consultation is
the relationship between the therapist/consultant and the
client/consultee regardless of the theoretical orientation of the
practitioner (Johnston & Brinamen, 2005, 2006, 2009; Safran,
Muran, & Proskurov, 2009; Horvath & Symonds, 1991;
Martin, Garske, & Davis, 2000). The means through which
change occurs in therapeutic and consultative relationships
between adults is comparable to the ways that secure and
attuned attachment with caregivers shapes the infant’s
socially oriented brain, provides affect regulation, constructs
a sense of self, and supports all domains of development
in the first few years of life (Cozolino, 2010; Johnston
& Brinamen, 2012; Schore, 1994). As the consultant’s
nonjudgmental, curious, reflective stance provides safety
for the providers to reflect on both their clients’ and their
own experiences, intensive and overwhelming emotions
become increasingly tolerable for the nurses. This tolerance
strengthens their capacity to understand these experiences
and to base action on this new understanding. Within the
safety of the consultation relationship, nurses express and
explore their own biases, values, and motivations, which
helps them to see both personal and structural impediments
to reproductive equity. This self-exploration is the work of
reproductive justice. Reproductive justice has its roots in
the Black women’s self-help movement and, as such, has
self-reflection as a part of its theory of change. Allowing the
nurse to feel and explore the full range of emotional responses
to both clients and systemic challenges in the presence of
the consultant allows for greater self-understanding aligned
with the implicit values of reproductive justice, public
health nursing, and maternal care in a community hospital
setting.

On a neurobiological level, relationship translates to the
communication of two social brains that, through attune-
ment, begin to synchronize and mirror one another (Cozolino,
2014). With her regulated presence and the capacity to hold
multiple perspectives and the larger context in mind, the
consultant serves a role similar to the executive function of
the brain that allows regulation and integration of complex
and overwhelming emotional experiences and supports the
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development of similar capacities in the providers to utilize
with their clients.

This coregulation function is especially important in the
context of trauma prevalent in the lives of the families served,
not only on individual levels but also in the context of
intergenerational and ongoing racial and systemic oppres-
sion. Trauma is an overwhelming experience perceived as
threatening to one’s own safety and survival (Ogden, Minton,
& Pain, 2006; Pearlman & Saakvitne, 1995). In an attempt to
cope, the brain limits higher cortical functions and mobilizes
more basic neural structures to initiate a quick response to the
perceived threat. When these physiological reactions fail to
restore safety, caregivers continue to rely on an activated ner-
vous system that has diminished capacities for integration and
regulation. As a result, the ability to provide attuned support
for their infants becomes restricted.

In the same way, intense stress from exposure to the fami-
lies’ traumatic experiences often interferes with the provider’s
ability to pause, reflect, and be curious because these capaci-
ties rely on higher level brain functions that become restricted
under fear. The consultant utilizes the coregulation func-
tion of the attuned relational experience to support the
providers to integrate their own reactions to the families’
often-overwhelming emotions and to find meaning in their
presentation, resulting in greater empathy and understanding.
As the midwives and nurses cultivate these capacities, their
ability to use themselves and their attuned relationship to help
the infant—parent dyads to regulate and develop greater con-
nection increases.

With an increased capacity to use their own selves and the
relationship created with the client, the nurses are better able
to meet a central component of the NFP model—that of devel-
oping a therapeutic relationship. Supervisors commented
that seeing themselves in a therapeutic role is a new concept
for many of the nurses. Although the nurses are not trained
as therapists, they are charged with cultivating therapeutic
relationships. One supervisor commented that just recogniz-
ing this growing edge “gives permission to acknowledge the
therapeutic relationship for what it is and gives permission to
have those hard conversations with clients.” The consultant’s
modeling in case conferences around conversations such as
personal and historical trauma, anxiety, stress, substance use,
race, and bias has proven effective as a tool for supervisors
to replay in supervision and for nurses to call upon in their
home visits. The nurses report avoiding these topics due to
fears that talking about them will harm the mom and/or baby.
However, the consultant’s modeling has made these previ-
ously challenging topics approachable. Consultation helps the
nurses explore their own feelings and attitudes around these
issues. In developing their skill and self-regulatory capacities
around sitting with their own discomfort in the safety of case
conference and supervision, they are more prepared to have
the difficult conversations previously avoided and to provide
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support to their clients in ways that enhance reproductive
justice.

One nurse shared her experience of the impact of consulta-
tion on having difficult conversations:

It has been eye opening to have your voice in
case conferences. I know it has helped me grow
professionally. One, in how I address trauma
with clients, and two, in how I sit with my
own discomfort over a certain topic or issue
during a home visit. I can think personally of
my own case conference where we discussed my
African American client’s misunderstanding of
her son’s milestones, expecting him to crawl at
two months. You opened my eyes to seeing this
not only as an opportunity for education on child
development, but a way for me to tie in her fears
of raising a Black boy in the US, and how her
own trauma as a young girl might impact her
perception of her son’s development. It allowed
me to open a discussion that I might have missed.
She feared that letting me and other services
into her life would result in a CPS call. After
discussing milestones and child development, 1
asked her why she felt it was so important for
her son to develop quickly. She shared that he
needed to be smarter and stronger to avoid the
trauma that she endured. The idea of her son
experiencing time in foster care and being vic-
tim to the trauma that she experienced was the
driver of her fear and expectations. She lacked
confidence in herself as a mother, and felt that if
she and her son were ever separated, he would
need to be strong and smart enough to fight the
trauma that could arise. Her thought processes
were dominated so much by fear. I was able to
really dig into that fear.

As reflected in this nurse’s comments, her comfort in attend-
ing to issues around structural racism and historical trauma
provided an opportunity for this young mother to express and
explore her deep concerns around raising and protecting her
Black son in the United States.

3.4 | Cultivating self-awareness

Self-awareness is essential to reflection, as our attitudes and
values impact the how and the why of what we do (Howaston-
Jones, 2010). Self-awareness includes self-knowledge com-
bined with an awareness of one’s own subjective experience
and the needs of the patient. Self-awareness leads to greater
capacity to manage strong emotions in a thoughtful manner
rather than being overwhelmed by them, resulting in more
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effective responses to clients. Developing self-awareness is
a key component to the capacity for reflection and is a nec-
essary tool for uncovering implicit bias. Supervisors empha-
size the impact of consultation on cultivating self-awareness.
One supervisor noted the change over time in her supervisees’
capacity for self-awareness and reflection on the emotional
experience in the moment:

There is an openness to do more honest work
about how they react in the moment with their
clients. Nurses are getting tools on how to face
the anger and other uncomfortable feelings. The
consultant helps nurses hold their own feelings,
and then we model the practice of reflection on
those feelings. They come to feel more effective
in their conversations with their clients. And, as
a result, the risk of nurse burnout decreases.

It is not only support but also self-awareness that lead to a
greater sense of job satisfaction and thus lowers burnout for
providers (Novack, Epstein, & Paulsen, 1999).

The consultant’s participation in case conference has pro-
vided an in vivo experience around developing therapeutic
relationships, as she reflects with the group through open-
ended questions and a wondering stance, about underlying
thoughts, attitudes, and feelings fueling actions—both in the
nurse and in the parent and baby. As their self-awareness
increases, nurses are less likely to react from a place of judg-
ment or implicit bias and more able to empower and sup-
port the self-determination of their clients. By mirroring what
they learned in case conference, supervisors model newer
ways of interacting with patients. In turn, the nurses are using
more therapeutic communication in their work during home
visits. One supervisor spoke directly about the parallel pro-
cess occurring between the collaboration with the consultant,
within the supervisory relationship, and between the nurse
and client:

The biggest change I've seen is the parallel
process. You [consultant] inquired why nurses
weren’t asking difficult questions related to
interpersonal violence. This gave me the green
light to sit with that concept and apply it to super-
vision. What did it feel like to the nurse in the
moment with the client? It has been important
to have that moment of pause and uncomfort-
able feelings in supervision and to sit with it. It’s
very powerful to have them consider their feel-
ings around these hard issues. Out of consulta-
tion, I decided to go on a home visit with a super-
visee and felt some of the fear in that home. |
heard the nurse talk about safety planning and
the relationship with the unborn child. Having a

shared experience of the fear present in the room
allowed the nurse to be less rigid and more able
to speak even when uncomfortable.

This account not only reflects the parallel process occurring
within consultation, supervision, and the nurse—client rela-
tionship but also highlights the importance of coregulation
within the consultative process and reflective supervision in
helping nurses to be able to metabolize intense feelings and to
respond rather than react out of fear.

3.5 | Vulnerability leads to growth

According to the supervisors, nurses are more vulnerable in
their presentations since the consultant joined the case con-
ference meetings. The consultant’s nonjudgmental and curi-
ous stance provides a sense of safety that allows the nurses
to reflect on their own experiences and that of their clients.
As a result, case conference evolved from problem-solving
and outcomes to discussing the moment-to-moment experi-
ence of the nurse and the dyad. This expanded discussion cre-
ates space for more vulnerability, self-reflection, and a higher
sense of safety among the group. Nurses are better able to sit
with painful feelings without being overwhelmed by them. In
so doing, they can tolerate and hold a fuller understanding of
what the client feels and experiences. In addition, they have
become much more courageous and willing to bring up hard
conversations in supervision. Through reflective supervision
and consultation, the program has been better able to recog-
nize and support the needs of the home-visiting nurses. In one-
on-one supervision, supervisors explore the intimate experi-
ence held by the nurse, thus supporting more vulnerability in
case conference and as a team. One supervisor reflected on
her own experience with vulnerability, as follows:

I learned that being vulnerable is critical and
the only way to push myself to grow. Until 1
allowed vulnerability to happen, my needs were
more superficial as I was holding a lot in. My
guard was up, protecting who I was inside. We
need to face our own bias and experience. Being
able to feel safe and vulnerable is how my prac-
tice changed.

Through the stance of curiosity and compassion in explor-
ing the experiences of the nurses, the consultant is supporting
growth of the whole program as the nurses demonstrate more
vulnerability and courage within other venues. The regular-
ity and consistency of the consultant’s presence in addressing
individual cases allow for wondering and reflection around
broader issues as well. The consultant openly wonders about
issues of race and culture in both individual and case presenta-
tions. Although this has given tacit permission for these issues
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of race, power, privilege, and oppression to surface in super-
vision and other team meetings, challenges have come up in
how this culturally diverse group of nurses enters into conver-
sations on race. Nurses have requested more training on these
topics, especially with the recent shifts in the political climate
leaving clients even more vulnerable and frightened. Expand-
ing capacities to have challenging discussions among them-
selves opens the door to have these conversations with clients.
Further, the willingness to explore, personally and profes-
sionally, these issues of oppression and implicit bias creates
a platform for addressing systemic issues interfering with
reproductive justice. Although research has suggested that
unconscious racial bias does not shift by merely increasing
self-awareness, awareness of the impact of one’s actions is the
first step toward openness to be altered by direct experience
that can lead to a shift in attitudes and behavior.

3.6 | Skill-building

Although all the NFP nurse supervisors have specific train-
ing in reflective supervision, mental health consultation helps
them to translate that training into more effective supervisory
practice. Participating in the case conference with the con-
sultant, the supervisors are repeatedly exposed to a multiplic-
ity of ways to cultivate and deepen reflective capacities. In
addition, they have come to value a fuller exploration of the
nurses’ and clients’ experiences because they see that it leads
to greater effectiveness, increased comfort in the work, and
more connected relationships. Recognizing these gains, con-
versations have shifted from quick problem-solving to more
spacious inquiry. As one supervising nurse stated:

To increase my abilities as a supervisor, I have
to practice patience, pausing and waiting. I dis-
covered that it is more helpful to ask just a few
probing open ending questions, as the consultant
models, to elicit reflection in my supervisee. I'm
able to take this modeling from case conference
into reflective supervision. This process is skill
building at the supervisory level. My hope is that
through the parallel process nurses are incorpo-
rating patience, pausing and waiting in conver-
sations with clients.

Another charge nurse reflected on her own capacity for toler-
ating intense emotions within the supervisory relationship:

Previously, I didn’t know that I had the skill to
support a hard moment in supervision where a
nurse was angry, hurt and emotional. Recently,
a nurse came in angry with a client. I was able
to sit in the silence and then ask one or two
questions. The nurse repeatedly apologized for
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expressing her strong feelings though I was not
upset that she was sharing her anger with me.
Now, it feels positive that nurses are sharing
their feelings in supervision. It’s empowering as
a supervisor, versus three months ago when I felt
like I didn’t know what to say.

Given that these nurse supervisors oversee 231 cases, further
increasing their capacity to hold the emotional experience of
the frontline nurses and to create a space for reflecting and
exploring can have a ripple effect throughout the entire pro-
gram, benefiting not only their supervisees but also the young
mothers and children enrolled in the program.

3.7 | The Consultant’s Reflective Practice

Regular supervision and formal reflective group conversa-
tions with colleagues are essential components in increasing
the consultant’s own self-awareness capacity on ways of being
with consultees. The consultant confronts her own experi-
ence, unconscious bias, and unique cultural and racial posi-
tions in relationship to her consultees and their clients through
the very same process that she provides to her consultees. In
addition to grappling with the practices of social and repro-
ductive justice within the program, consultants at the IPP
attend trainings and seek various forms of consultation focus-
ing on multicultural and racial issues from the mental health
provider’s experience.

4 | IMPACT OF CONSULTATION ON
MULTIPLE LEVELS

4.1 | Individual impact of consultation

Consultation works at multiple levels at the same time. The
most immediate effect is at the individual level. This happens
between the consultant and the providers as well as between
the providers and their clients. Similar to the NFP nurses,
midwives have looked deeper into their feelings and reac-
tions in a nonjudgmental way particularly around patients
with substance-use disorders. This exploration serves as a
role model for approaching difficult conversations with these
patients. Conversations in consultation offer a forum for
exploring strategies for engaging and partnering with preg-
nant women struggling with substance use, resulting in an
increased ability to highlight patient strengths, personal goals,
and self-determination. Midwives find themselves reflecting
on consultation conversations and using those insights to
create better relationships that help their patients to effect
changes in their lives. Similar to how patients feel supported
by their providers’ containing presence, the midwives bene-
fit from the consultant’s recognition of painful experiences as
well as highlighting the small successes. This helps them to
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grow in their practice and to dissipate some of the secondary
trauma encountered in their work.

Through consultation, midwives increase their knowledge
about the developmental impact of trauma and the develop-
mental impact of pregnancy, and how the two intersect with
one another. Weaving a subtle didactic thread throughout
the ongoing consultation conversations results in midwives
developing a better understanding of individuals with
substance-use disorders and other mental health problems.
This knowledge leads to a fuller understanding of their
patients and the development of more empathy, admiration,
and respect for the women they care for. Furthermore, through
modeling by the consultant, midwives have better tools to
help them in their interactions with patients. Midwives
report an increased sense of personal resilience in the face of
trauma, allowing them to be more present with patients and
to truly meet them where they are.

Similar to the experience of the NFP nurses, as self-
awareness grows in the midwives, their ability to recog-
nize, reflect, and address issues around race and reproductive
oppression also grows, leading to deeper and more authen-
tic relationships with patients and more possibility for advo-
cacy on their behalf. In addition, using the safety of the con-
sultation forum to explore unconscious bias and racism within
their own group promotes deeper understanding of each other
and more honest exploration of how race, power, and privilege
are enacted among themselves, with their clients, in the larger
hospital system and at a structural level. This deep exploration
is possible, in part, because this seasoned group of midwives
has been working together for many years and is committed
to exploring these experiences together. One midwife com-
mented on her experience of this progression in consultation:

It is so unusual to make time for this type of
self-reflection. I feel like our natural progression
from concrete and practical ways to work with
patients struggling with substance use issues
morphed into a bigger and more difficult topic
for our service on exploring ways to address
issues of race, class and culture that effect many
of our patient/provider relationships.

4.2 | System impact

Beyond the impact of consultation on midwives’ individual
relationships with their patients, there is clearly an impact on
the larger system due, in part, to the way that consultation
activates midwives to step up as leaders in their healthcare
teams. On a broader level, midwives report increased capac-
ity to be concrete advocates for their patients, especially those
with mental health issues including substance use, within the
system of care. An early example of this was illustrated by a
case brought forward by a midwife at a consultation meeting.

She felt uncomfortable while in the Labor and Delivery Unit
hearing other staff talk about a “difficult patient” in ways that
created a negative story and that were not supportive of this
woman engaging in a therapeutic way. As a result of the work
done in consultation, the midwife observed that the staff was
not in touch with ways that this patient triggered them. Until
providers are able to reflect in the moment on their expe-
riences with patients, they are more likely to respond with
judgment and unconscious bias, making it difficult to pro-
vide empathic and attuned care. Her question for the con-
sultation group was how she might have responded in the
moment to both advocate for the patient and to support staff
to gain insight into their own feelings and how those feel-
ings influenced their behavior. As a result of consultation, she
and others respond in new ways in these situations, model-
ing reflective practices and helping to guide others to new
insights. In addition, deeper understanding cultivated in con-
sultation about the impact of trauma and its tendency to frag-
ment exemplified by this “difficult patient” prompted a new
protocol whereby a provider can call a quick team meeting on
the floor to regroup around these challenging moments. This
protocol was aptly named Code Lavender for its intention to
calm providers, provide a space for reflection, and promote an
integrated understanding of the patient.

4.3 | Structural impact

Another level that consultation aims to impact is the larger
systems of care. Again, this opportunity supports midwives
to emerge as important leaders in efforts to create more sen-
sitive systems of care for women with trauma, substance-use
disorders, and other mental illness within the hospital setting.
Lu et al. (2010) found that fragmentation in service delivery
deters access to care for low-income women with other com-
peting needs. Therefore, consultation efforts emphasize the
importance of integration of obstetric, pediatrics, and mental
health services.

Change initiatives have come directly out of conversa-
tions at consultation meetings (e.g., recent efforts to recon-
sider policies related to urine toxicology screening of preg-
nant women). The policies currently in place, examples of
the intersecting oppressions of racism and sexism, continue
practices of reproductive oppression as they focus on spe-
cific past behaviors frequently associated with women of
color and women living in poverty rather than current indi-
cators of possible substance use. Incarcerated women, young
women in juvenile hall, and women with a mental disabil-
ity including drug addiction are the most likely to be dis-
empowered and disrespected and have to battle for the right
to carry their pregnancies and receive the support that they
need (Oparah & Bonaparte, 2016). The work of attending to
structural racism and bias has primarily focused on these psy-
chosocially higher risk women and on how the system can
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best support them to become healthier during pregnancy and
be prepared for the birth and care of a baby. Examples of
results of these efforts include interprofessional meetings with
CPS leadership, training and guidelines development around
breast-feeding in women with substance-use disorders, and
creation of a patient-centered Family Care Plan (FCP). This
plan provides a high-risk woman (usually a woman suf-
fering with addiction, other mental health issues, and/or is
homelessness) the opportunity to collaborate with her prena-
tal and mental health providers to create a clear record of her
intentions around caring for her new child, thereby enhanc-
ing her self-determination. It clearly outlines the expectations
of how the system will approach and interact with the patient
during the intrapartum and postpartum experiences. The FCP
has been extremely helpful because all the midwives, doc-
tors, nurses, social workers, and pediatricians are expected
to read and understand this document when caring for
a patient.

Anecdotally, the midwives experience a disproportionate
number of women of color having a call made to CPS upon
delivery. This is in line with research that has found differ-
ential treatment at each point in the child welfare decision-
making process (Roberts, 2002). For example, Black women
are much more likely than are White women to be reported
by hospital staff for substance abuse during pregnancy, lead-
ing to removal of their babies by CPS (Roberts, n.d.). The
creation of the FCP was an attempt to bring a fuller picture
of the individual woman from her healthcare team providing
care over time, thus combating the potentially racist practices
in child welfare where a disproportionate number of children
of color are forcibly separated from their families (Roberts,
2002). With this plan in place, the hope is that professionals
unfamiliar with a patient, but charged with making a decision
about reporting to CPS, will be less influenced by structural
racism and better able to make informed decisions, moving
closer to a system of reproductive justice for all women.

S | CASE EXAMPLE

The following case illustrates the impact of consultation on
the different levels discussed in this article. An NFP nurse
reached out for individual consultation on a case involving
a 20-year-old African American woman incarcerated at the
county jail. This is the first time that the San Francisco NFP
program enrolled a pregnant woman while incarcerated. The
nurse expressed her shock and dismay at the limited services
available to pregnant inmates. Although the nurse initially
intended to support the maternal role only upon release, when
she first met her client, she encountered the harsh reality faced
by pregnant women in jail, leading her to be more active dur-
ing the period of incarceration. The nurse expressed her sad-
ness and anger for the little attention paid to the unique experi-
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ence of a pregnant inmate and the few opportunities available
to learn about pregnancy outside of brief encounters with the
jail obstetrics medical provider. Throughout the first visit, the
nurse was horrified that her client remained handcuffed and
had to sign consents with her hands shackled. By sharing her
initial reaction of shock and dismay with the consultant, the
nurse reflected on and metabolized the intensity of her expe-
rience and created space for being curious about the client’s
experience and the possibilities of addressing her needs within
the system. In addition to the nurse finding ways of being in
the challenging environment of the jail, she found important
ways to act on behalf of her client. The nurse advocated for
the handcuffs to be removed in subsequent visits. What she
came to learn was that California Penal Code restricts shack-
ling, requiring handcuffs and chains to be removed for medical
care, delivery, and recovery.

While California has laws on the books protecting rights of
pregnant inmates, there are many states that continue to use
this form of reproductive oppression. According to the Amer-
ican Congress of Obstetricians and Gynecologists (2016),
only 23 states and the District of Columbia have statutes or
policies prohibiting restraints in labor; 37 states and the Dis-
trict of Columbia have statute or policy prohibiting or strictly
limiting the use of restraints during pregnancy, labor, birthing,
and recovery, or a subset of these stages (Saavedra, 2016). In
28 states, pregnant women can be chained as they walk from
their cells to their prenatal appointments or as they deliver
a new life into this world and hold their babies for the first
time. Among these states, nearly half do not have any restric-
tions on the indiscriminate shackling of pregnant women
(Cook, 2016). Even where there are statutes or policies reg-
ulating shackling, the implementation varies widely. To pro-
tect the rights of pregnant inmates is a challenge nationwide.
This case presents one example of how consultation helped
a nurse promote reproductive justice in the experience of
an incarcerated pregnant woman facing systemic racism and
sexism.

There were additional ways in which the system under-
mined this woman’s right to have the pregnancy that she
desired and the opportunity to care for her child once born.
For instance, the NFP work focused on the importance of
her pregnancy and her health, but the mother-to-be missed
many appointments due to lack of transportation. When she
did make it to her appointments at the county hospital, she
waited many hours while other inmates had their appoint-
ments. During this waiting period, she was given a place to
sleep on the floor. Although this seems like stark care to most
people, the client expressed appreciation for her time resting
on the floor as she was given “soft pillows.” This speaks to
the incredibly low expectations that this mother-to-be had for
caring and supportive attention. During the reflection with
the consultant, the nurse formulated a better understanding
of this woman’s internal experience. Feeling into her client’s
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subjective experience helped the nurse relate to her from a
more empathic place and gain understanding of what it must
be like for this woman given her experiences and the struc-
tural racism and sexism that she had already encountered in
her young life. She had no concept of how to advocate for her-
self, and the jail staff did little to help her. As this was the first
case of an incarcerated pregnant woman, the nurse was just
learning about the treatment given to this population. While
the client was appreciative of the soft pillows provided to her,
the fact that she was forced to rest for hours on the floor mobi-
lized the nurse to advocate for better treatment of pregnant
inmates while receiving care at the county hospital. The con-
versations in consultation helped the nurse feel empowered to
attend to this lack of appropriate care for inmates at the hospi-
tal and to further see her work within a reproductive and social
justice framework.

The consultant supported the nurse to gather more informa-
tion about the circumstances around this expectant mother’s
incarceration to better understand her current experience and
needs. As a result, the nurse learned that this young woman
had endured other forms of reproductive oppression while
incarcerated. Due to concern around this client’s potential for
violence when first incarcerated, she spent her entire time in
administrative segregation—meaning that she was locked in
her cell throughout the day. Although there was initial concern
about her behavior, she received psychiatric care early in her
incarceration that greatly improved her symptoms. She did not
have further indicators of dangerous behavior, yet remained
in administrative segregation. This restriction prevented her
from participating in any supplemental programs such as
drug-treatment groups and GED classes, both of which could
have provided her with much-needed skills to change her life
and potentially care for her child. Further, the restrictions pro-
hibited her to get the walking exercise she needed to address
her gestational diabetes. In addition to these restrictions lim-
iting this pregnant woman’s ability to attend to her physical
health, there also was no regard for how her untreated diabetes
impacted the unborn child.

Perhaps one of the most egregious ways in which this preg-
nant woman was caught in a web of bias and racism was the
plan that had been crafted around her delivery and release.
Under this plan at the time of delivery, the newborn would be
removed and placed into foster care while the mother would
go to an adult residential mental health treatment program.
The consultant helped the nurse explore the legal and ethical
ramifications of making a CPS report based on the mother’s
past when the current situation had not yet presented clear risk
or danger to the child. The system was deciding the fate of this
pair without even giving this mother an opportunity to parent
her newborn or considering the impact of a separation on a
newborn baby. The client did not know that there were other
options, and she desperately wanted to get out of jail and thus
agreed to what was initially presented to her.

Motivated by the consultant’s inquiry about how the crucial
decisions in this plan were established, the nurse identified
the decision makers involved and found ways to advocate for
the client’s specific needs while holding the unborn child in
mind. The behavioral health team included a social worker,
attorneys, and a provider from an adult residential program
who devised the plan.

Through the conversations with the consultant over
the past year and the individual consultation around this
particular case, the NFP nurse felt more empowered to advo-
cate for her client within the criminal justice system. Although
it was unclear if this client could, in fact, care for her baby, she
had not yet done anything to warrant a plan for removal of her
child at birth. The consultant’s knowledge of the collaborative
court programs as well as community resources provided
useful information for the nurse regarding how to advocate
for her client. The nurse contacted the professionals involved
in crafting the plan, and included the supervisor from the
Behavioral Health Court. The nurse offered a different possi-
bility, one which would allow her client to have a safe place to
live and support in parenting a newborn to see if she would be
capable of caring for her child. Fortunately, San Francisco has
aresidential program for mothers with mental illness and their
young children. Through the nurse’s advocacy, which grew
out of a sense of responsibility as well as a sense of possibility
conveyed through consultation, she was able to address sys-
temic bias and racism, paving the way for her client and her
newborn son to go from the hospital to this treatment program
together.

Shortly after the pair entered the treatment program, the
NFP nurse presented the case in case conference. For a brief
period of time, worries that this mother had disengaged with
the providers surfaced. In the presentation, the nurse won-
dered if she had made a mistake erring on the side of advo-
cacy while disregarding the numerous concerns about her
client’s history of being in the child welfare system as a young
girl, years of homelessness, substance abuse, and psychiatric
illness. Ultimately, though, the reflection on affording this
mother the opportunity to finish her jail sentence, deliver her
baby, and have a chance at parenting her newborn spoke to
the importance of advocating in a system mired in reproduc-
tive oppression and “multiple levels of social injustice” (Cren-
shaw, 2016). In the case conference, the nurse expressed her
intense feelings around this case and explored her reactions
both to the client and the oppressive system while giving voice
to the worry about this fragile pair.

A few weeks after giving birth, this new mother came to
the conclusion that she needed more support in caring for
her newborn son and asked the nurse to help her call CPS.
Although this was a sad turn of events for mother and baby,
that this mother could make this decision herself rather than
having it forced upon her by the system empowered her to
make an incredibly difficult decision with her child’s needs at
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the forefront of her mind. The nurse reflected on her client’s
decision in individual consultation and was able to see how
this was an example of her young client’s ability to act pro-
tectively for her child. Furthermore, the mother’s ability to
self-refer to CPS to address her child’s needs was influenced
by her experience working with the nurse whose advocacy
provided space for this mother’s voice to be heard.

6 | CONCLUSION

The reproductive justice movement has called alarming atten-
tion to the structural racism and other forms of oppression
prevalent in the healthcare system that further increase the
burden on already-vulnerable women and young children
of color, preventing them from maintaining optimal health,
development, and, most important, a position of choice for
crucial reproductive decisions. Due to their direct service to
marginalized families, nurses and midwives are in an espe-
cially influential position to combat the forces of multiple lev-
els of oppression, yet many of these professionals lack the sup-
port needed to better understand and respond to the families’
experiences.

Mental health consultation to public health nurses and mid-
wives enhances their reflective and relational capacities and
allows them to better support their clients’ self-determination.
Consultation helps the nurses and midwives process their per-
sonal and emotional experiences working with patients so that
they are better able to serve their patients and address sys-
temic problems. Further, it helps them to uncover and counter-
act structural impediments and to promote reproductive jus-
tice. The partnership developed between the IPP and both the
midwives and the NFP program is an example of interdisci-
plinary collaboration in the service of personal and profes-
sional growth, resulting in greater healing and wholeness as
well as advocacy for social change and reproductive justice.

The burden on the medical professionals regarding time
and productivity rarely allows opportunity for regular and
programmatic self-reflection. As represented by the voices
of these two groups, creating space for examining their own
experience and ways of being in relationship with their clients
has been critical to their ability to be aware of and analyze
their judgments, examine their bias, and consider the families’
experiences with compassion and understanding. It is within
the safety of this protected space for self-reflection where the
silent voices of the unborn child and the parent’s marginalized
experience can be heard and incorporated into formulating the
best care and advocacy for their needs. Creating supportive
venues for self-reflection, such as consultation, can lead to an
increased sense of competenc in moment-to-moment interac-
tions with clients as well as empowerment to effect change at
the systemic and structural levels.

The case presented in this article, though just one example,
demonstrates the need for future interdisciplinary collabora-
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tions and research. Utilizing the robust data collected over
the years on the impact of the NFP model, future research is
needed to address the impact of regular mental health con-
sultation on program outcomes, effectiveness of client care,
job satisfaction, and staff retention. Better understanding of
the elements of care provided to vulnerable families could
offer direction to changes in protocol and systemic structures,
thus ensuring social and reproductive justice at all levels of
patient care.
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