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Agenda 

 Background – where we’ve been 

 Best Practices – where we want to go 

 Implementation and Planning - how are we going to get there 

 Roles of Prenatal Care Providers, Primary Care Physicians, Discharge 

Planners, Insurance Care Coordinators and other professionals.   

 Plan of Care Portal and Forms 

 More Best Practices 

 Resources  



A Collaboration of Stakeholders  

 Medicaid managed care organizations 

 Advocacy Groups  

 NM CYFD  

 NM Department of Health  

 NM Human Services Department 

 Hospitals 

 Other Medical Providers 

 Indian Health Services 

 The Brindle Foundation 

 Families 

 

CARA Work Group 
 

The CARA Work Group is co-chaired by 

Cynthia Chavers (CYFD) and Dr. Andy Hsi 

(UNM). The group, consisting of 

approximately 160 public- and private-

sector stakeholders, has been working 

since 2017 to bring the State of New 

Mexico into compliance with federal law 

regarding substance-exposed newborns 

and their families.  

 



Opioid Use in Pregnancy 

The estimated cost of the 

epidemic nationwide between 

2001 and 2017 exceeded $1 

trillion from lost productivity and 

increased spending on health 

care, social services, education, 

and criminal justice.  

 

 1 in 12 pregnant women used an illicit 

drug in 2017  

 

 Opioids contribute to 10-20% of all 

maternal deaths during pregnancy 

nationally 

 

 In NM, multidrug use is common 

 



NAS in 

NM 



More than opioids… 



State Responses 
Tennessee- 

“Fetal Assault Law” 

 

Alabama- 

“Chemical Endangerment Law” 

 

Driving Forces: Racism, Discrimination, Emphasis 

on criminalization and punishment over public 

health 

 

Result? Barriers to accessing care; erosion of trust.   

TENNESSEE –  

“FETAL ASSAULT LAW” 

 

ALABAMA –  

“CHEMICAL ENDANGERMENT LAW” 

 

DRIVING FORCES:  RACISM, DISCRIMINATION, EMPHASIS ON 
CRIMINALIZATION AND PUNISHMENT OVER PUBLIC HEALTH 

 

RESULT? BARRIERS TO ACCESSING CARE; EROSION OF TRUST 



Result of Punitive policies 

Barriers to 
accessing care 

Erosion of trust 
between 

patients and 
providers 

Increased rates 
of NAS (JAMA, 

Nov. 2019) 



Best 
Practices:  
Public 
Health 
Approach 



Best Practices: 
Collaborative, 
Nonjudgmental Approach  

 A coordinated, multisystem approach best serves the needs of 
pregnant women with opioid use disorders and their infants. 

 Substance abuse is viewed as a medical condition with social, 
economic, and cultural roots. Favor behavioral health service 
providers who have demonstrated a nonjudgmental approach.  

 Support client/patient efforts at harm reduction. 

 Interventions should be provided in ways that prevent 
stigmatization, discrimination, criminalization, and marginalization 
of women seeking treatment.  

 Prevention and treatment should promote and facilitate family, 
community and social support as well as social inclusion by 
fostering strong links with available childcare, economic supports, 
education, housing, and relevant services.  

 

 



Innovative Strategies 

Individualized, comprehensive and multidisciplinary 
treatment is needed since no single agency has the 
resources or the information base to address the full 
range of needs of all substance-exposed infants and 

their families. 

 

“The consequences of prenatal drug exposure and 
significant adversity early in life REQUIRE innovative 

strategies to reduce toxic stress within a coordinated 
system of policies and services guided by an 

integrated science of early childhood and early brain 
development.” 

 

 Jack Shonkoff, 2016 

Center on the Developing Child 

 

 

 

 

  

 

 





What does relapse mean?   

Like other chronic diseases such as 
heart disease or asthma, treatment 
for drug addiction usually isn't a 
cure. But addiction can be 
managed successfully. Treatment 
enables people to counteract 
addiction's disruptive effects on their 
brain and behavior and regain 
control of their lives.  

The chronic nature of addiction 
means that for some 
people relapse, or a return to drug 
use after an attempt to stop, can be 
part of the process, but newer 
treatments are designed to help 
with relapse prevention. Relapse 
rates for drug use are similar to rates 
for other chronic medical illnesses. If 
people stop following their medical 
treatment plan, they are likely to 
relapse. 

Treatment of chronic diseases 
involves changing deeply rooted 
behaviors, and relapse doesn’t 
mean treatment has failed. When a 
person recovering from an 
addiction relapses, it indicates that 
the person needs to speak with their 
doctor to resume treatment, modify 
it, or try another treatment. 

https://www.drugabuse.gov/publica
tions/drugs-brains-behavior-
science-addiction/treatment-
recovery 
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Best Practices: Prenatal Screening  





Prenatal Drug 

Exposure and 

Adversity 

 Children with both prenatal 

drug exposure and early 

adversity face greater risks to 

later developmental 

outcomes. 

 Developmental pathway that 

leads to behavioral 

dysregulation and executive 

function difficulties. 

 Requires evidence-based 

interventions and policy 

change. 

 Requires system integration. 

 

Fisher et al., 2011 

Feldman et al., 2018 



Pediatrics 2018 – Recent 

 Study 

 Parental ACE exposures can 
negatively impact child development 
in multiple domains.  

 For each Maternal ACE, there was an 
18% increase in the risk for a 
developmental delay. Similar for 
Paternal ACEs.  

 High Parental ACEs signal the need for 
early Family-Based Interventions to 
mitigate developmental risks  

 Folger et al., 2018 

 



Evidence Based Practice: EARLY START 



Continuum of 

Care:  

Opportunities 

to Improve 

Outcomes 

 Pre-pregnancy: During this time, interventions can 
include promoting awareness among women of 
child-bearing age and their family members of the 
effects that prenatal substance use can have on 
infants.  

 Prenatal: During this time, health care providers 
have the opportunity to screen pregnant women 
for substance use as part of routine prenatal care 
and to make referrals that facilitate access to 
treatment and related services for the women 
who need these services.  

 Birth: Interventions during this time include health 
care providers testing newborns for prenatal 
substance exposure at the time of delivery.  

 Neonatal: During this time, health care providers 
can conduct a developmental assessment of the 
newborn, review the Plan of Care and ensure 
access to services for the newborn as well as the 
family.  

 Throughout childhood and adolescence: During 
this time, interventions include the ongoing 
provision of coordinated services for both child 
and family.  

 



Federal Law  

The 2016 Comprehensive Addiction and 

Recovery Act (CARA) amended the Child 

Abuse Prevention and Treatment Act 

(CAPTA) to require that states identify and 
report annually on the following: 

 Number of substance-exposed 

infants born; 

 Number of substance-exposed 
infants for whom a Plan of Care has 

been created; and 

 Number of infants with a Plan of Care 

for whom referrals were made to 

appropriate services, including 

services for affected family members 

or caregivers.  



State Law  

New Mexico has passed a law supporting 
CARA amendments to CAPTA.  

The new law… 

• Gives CYFD until January 1, 2020 to develop rules that 
guide stakeholders in the care of newborns who exhibit 
physical, neurological, or behavioral symptoms consistent 
with prenatal drug exposure or fetal alcohol spectrum 
disorder.  

• Specifies that the rules are to include guidance on the 
creation of a Plan of Care for any substance-exposed 
newborn.  

• Provides that pregnant women who communicate use of 
drugs or alcohol will be offered supports through a Plan of 
Care.  

• Provides that CYFD shall be notified if a baby is born 
substance-exposed, in addition to receiving referrals for 
suspected abuse or neglect if such referrals are warranted.  



Wait! We now Notify and Refer?  

CYFD Notification 

To comply with federal 

reporting requirements under 

CARA, CYFD must be notified 

of any infant born substance-

exposed. The notification is 

accomplished by providing a 

copy of the Plan of Care to 

CYFD through a portal being 

designed for this purpose.  

CYFD Referral or Report  

As in the past, you are 

expected to report a family to 

CYFD Child Protective Services 

if you reasonably suspect that 

abuse or neglect (either or 

both) are occurring or are likely 

to occur in the postpartum 

phase.  



Key Elements of Implementation  

Notification and Copy of 

Plan of Care to CYFD 

 Lets CYFD know that a 
substance-exposed infant 
has been born 

 Includes providing a copy 
of the Plan of Care to 
CYFD 

 

Copy of Plan of Care to  

NM DOH  

 Allows integration of substance-

exposure and Plan of Care with 

broader epidemiological data 

 Sets the stage for insurance and 

care coordination for families 

lacking these supports 

 



What is a Plan of Care?  

The Plan of Care:  

 Identifies the newborn and his/her 

primary caretakers 

 Details prenatal substance exposures  

 Indicates the post-discharge housing 

plan 

 Details support services engaged 

prenatally or referred to since delivery 

for infant and affected 

family/caregivers  

 Notes referral to CYFD Child Protective 

Services, if applicable 

A Plan of Care is a document 

created by a healthcare 

professional and involved 

family members or caretakers 

to ensure the safety and well-

being of an infant born 

substance exposed.  



Plan of Care 

Family/  

Caretakers  

CYFD 

Notification 
DOH PCP for infant 

 

Insurance Care 
Coordinator 

(ICC) 

 

Plan of Care 
Follow-Through 

Family/ 

Caretakers Engaged  

and  

Following Through 

Family/ 

Caretakers Not 
Engaged / Not 

Following Through 

ICC Notifies 
CYFD 

AT TIME OF DISCHARGE:  

Copies of Plan to: 

Abuse/Neglect 
REFERRAL to 

CYFD 



Possible Short and 
Long-Term Effects of 
Substance Exposure 

IMMEDIATE EFFECTS: 

• Birth Anomalies 

• Fetal Growth Restriction and Nutrition 

• Neurobehavioral Adaptations 

• Withdrawal – NAS 

LONG TERM EFFECTS: 

• Achievement 

• Cognition 

• Language 

• Self-Regulation 

• Behavior – Internalizing/Externalizing 

 

 
Behnke & Smith, 2013 

WHY WE NEED A PLAN 



Timeline 

 

Prenatal Period 

 

• Consider need for 

Plan of Care at birth 

 

• Educate 

family/caretakers 

about Plans of Care  

 

 

   

 

Time of Birth 

 

• Develop Plan of Care 

with the family or 

caregivers  

 

• Refer to CYFD Child 

Protective Services if 

concerned about 

abuse / neglect  

 

 

Time of Discharge 

 

• Fax Plan of Care to 

Insurance Care 

Coordinator, DOH, 

and PCP 

 

• Notify CYFD (with 

copy of Plan) through 

designated portal  

 



A pregnant woman 

enters prenatal care 

and screens positive 

for substance use, 

including alcohol or 

marijuana. 

Substance use 

behavior is 

determined to be a 

dependency with 

known risks to the 

neonate.  

 

Prenatal Care: 
Scenarios that could trigger the need for a Plan of Care at birth 

Occasional use of 

wine or marijuana? 

Perception that 

marijuana is safe for 

nausea and 

vomiting.    

A pregnant woman 

discloses that she 

was using medically 

prescribed opioids 

for pain 

management 

before she became 

pregnant and that 

she continues to use 

these medications in 

pregnancy. 

A pregnant woman 

and her family are 

enrolled in wrap-

around services 

including treatment 

for Substance Use 

Disorder. Infant is 

expected to deliver 

with substance 

exposure (even if 

limited to treatment 

medications).   

This Photo by Unknown Author is 

licensed under CC BY-ND 

https://www.lawyersandsettlements.com/articles/topamax-birth-defects-topiramate-lawsuit/topamax-side-effects-pregnancy-13-16831.html
https://creativecommons.org/licenses/by-nd/3.0/
https://creativecommons.org/licenses/by-nd/3.0/
https://creativecommons.org/licenses/by-nd/3.0/


 

Questions that may help you decide 

Is this pregnant 

woman: 

 Chemically 

dependent? 

 Abusing 

Substances?  

 At risk for 

alcohol and/ 

or substance 

use? 

Does this pregnant woman’s use 

behavior have the potential to affect her 

child’s early learning capacity and brain 

development?  



Teaching and learning 
opportunities on  
Marijuana use 

 Pregnant women using 
marijuana (or reporting 
having used marijuana) for 
nausea and vomiting may 
not be aware that there are 
safer alternatives to 
marijuana to control these 
symptoms.  

 Pregnant women may not be 
aware that marijuana use 
during pregnancy may affect 
neonate brain development 
and early learning capacity.  

 



Teaching and learning opportunities 
Alcohol and Nicotine  

 You can work with expectant 

moms to make a distinction 
between episodic alcohol use 

and alcohol dependency.  

 Breastfeeding (normally 

recommended) is not 
appropriate if the mother-to-be 
is alcohol dependent.  

 Smoking during pregnancy can cause 

tissue damage in the unborn baby, 
particularly in the lungs and brain. 

 Studies also suggest a relationship 

between tobacco use and miscarriage.  

 Smoking cessation medications may be 

safer than continuing to smoke tobacco.  

 



Plan of Care Trigger Scenarios  
Hospital Discharge Planners  

 

A pregnant woman 

enters into medical 

care for delivery and 

reports substance 

use during her 

pregnancy.  She 

received very little to 

no prenatal care.    

A pregnant woman 

enters into medical 

care for delivery and 

reports substance 

use in treatment or 

relapse during her 

pregnancy.  

A newborn tests 

positive for 

treatment or non-

treatment substance 

exposure with no 

prior disclosure from 

birth mother.  

Wild Card  



Plan of Care Trigger Scenarios 
Insurance Care Coordinators  

A pregnant woman 

is referred to Care 

Coordination 

through her 

insurance provider. 

The woman discloses 

to her Care 

Coordinator that she 

struggles with 

substance use. This 

may include alcohol 

or marijuana.  

A pregnant woman 

is referred by a 

healthcare provider 

for Care 

Coordination.  She is 

in treatment for 

substance use 

disorder.    

Mother and infant 

have been 

discharged. 

Insurance Care 

Coordinator receives 

referral on newborn 

and parent. Parent 

discloses that infant 

was substance-

exposed in utero. 

There is no Plan of 

Care.  

Wild Card  

This Photo by Unknown Author is 

licensed under CC BY-SA 

https://slidewiki.org/deck/88880/slide/512836-1?locale=es
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/


Plan of Care, role of the infant’s 

Primary Care Physician 

 Baby is discharged from the hospital, 

parents bring baby for first well check 
following discharge.  You have records 

from the hospital indicating the baby 

was exposed to substances. 

 Does this baby have a Plan of Care? 

 Does the family have a copy of the 

Plan of Care to give you at the first 

visit? 

 Was a Plan of Care faxed over to you? 

 Who can you contact if you do not 

have a copy of the Plan of Care, 

and the family does not remember 

to bring a copy? 

 How do you find out who the MCO 

Care Coordinator is for the infant? 

 (at the end of this presentation are 

the key contacts for Care 

Coordination) 



Plan of Care Resources   

  

 Assessment of Need: Use the Assessment of 

Need for Plan of Care form if you are 

unsure about the need for a Plan of Care.  

 

 Plan of Care: Enlist the infant’s family (or 

caregivers) to create the Plan of Care 

customized to their needs and values.  

 

 Follow-up Priorities: Use the Plan of Care 

Follow-up Priorities form to support 

implementation. 

 

Plan of Care 



NM Healthy Families Portal for 

Notification and Plan of Care 



Notification of Transfer 



Assessment of Need for Plan of Care  

Mark the boxes “M,” “F,” 

or “M&F” for substances 

used before or during 

pregnancy.  



Assessment of Need for Plan of Care  

Where will the 

family go at time 

of discharge? 

Services used or 

referred do not 

need to be 

specified.  

You may determine 

need for a Plan of Care 

and a CYFD referral.  

Note your decision regarding follow-through at the 

bottom of the Assessment Tool.  



Plan of Care  

Provide key 

identifying 

information for 

infant and note 

discharge 

housing 

arrangement.  



Plan of Care 

Identify ICC and 

PCP as well as 

key household 

members.  



Plan of Care  

Indicate in utero 

exposures.  

Review and 

select 

appropriate 

services. 



Plan of Care  

Note referral to 

Protective 

Services (if 

applicable).  

Share the Plan 

with all key 

stakeholders. 



Follow-up Priorities  

A Plan of Care is only 

as good as the follow-

up that results. Use this 

tool to establish follow-

up priorities.  



So many plans…Integrate the Plan of Care into any other 

Plan for the Infant and Family 

Plan Type  Purpose  How Plan of Care Differs 

CYFD Safety Plan Immediate safety of infant  Addresses health and SUD 

needs of infant and 

parents/caregivers  

Substance-Use Treatment Plans  Treatment of SUD in 

parent/caregiver 

Comprehensive plan for infant 

and  parents /caregivers 

Hospital Discharge Plans  Health and wellbeing of 

substance-exposed infant at 

time of discharge 

Addresses ongoing health and 

development needs of infant as 

well as parents/caregivers 



Best Practices: Timing  

 The best time to consider the need for a Plan of Care is in the prenatal phase. 

Initiate a plan that supports formal creation of a Plan of Care at the time of 

delivery.    

 Birth parents and their families have a natural interest in positive outcomes for 

their newborns.  

 Pregnant women struggling with substance use may be most amenable to 

treatment when they understand that their choices during pregnancy may 

have lasting effects on their offspring.   

 The new state law clarifies that substance abuse on the part of a pregnant 

woman is not, in and of itself, grounds for a report to CYFD Protective Services. 

This should reduce inhibition regarding uptake of prenatal care.  

 

 

 

 



Safety Plan/Plan of Care Dovetail  

A well-developed and effectively implemented 

Plan of Care may prevent removal of an infant 

from his/her family or provide an opportunity for 

quick reunification if initial placement is away 

from the birth mother or father.  

A strong Plan of Care benefits an infant and 

his/her caregivers by addressing their treatment 

needs, regardless of immediate child placement 

decisions.* 

*National Center on Substance Abuse and Child Welfare 

(2018). A planning guide: Steps to support a 

comprehensive approach to Plans of Safe Care; March 

2018 Draft. 



Challenges to Mother-Infant Dyad 

Affected by Substance Use Disorders 
For the Mother 

 Altered Responses 

 Lack of Parenting Role Models 

 Low Parental Confidence 

 Exposure to Violence or Chaotic 
Environment 

 Maternal Brain Changes:  

 Parenting may not feel rewarding;  

 Infant cues may be perceived as 
 irritating;  

 Difficulties with self-regulation 

 Psychiatric Comorbidities 

 Depression 

 Anxiety 

 PTSD 

For the Infant/Young Child 

 Maltreatment – Neglect or Abuse 

 Risk of Maltreatment 

 Repeated Exposure: in-utero or 

secondary exposure 

 Altered Trajectories of Development 

due to Parental Responsiveness 

 Exposure to Trauma or Violence 

 Attachment Disturbances that 

interfere with Social and Emotional 

Well-Being 

 Health, Feeding and/or Sleep 

Concerns 

  (Velez & Jansson, 2008;  Jansson & Velez, 2012) 



Best Practices: Warm Hand-Off 

 Direct contact with the client, either in person or by phone, and directly connecting the 

client to the resource: 

 With the Plan of Care Model,  once a client accepts a referral, a direct call to a Care 
Coordination Unit or a Provider from the person making the referral.  The social worker or 

discharge planner has already assured that the client is ready to receive the services.  

Within CMS and the Family Health Bureau this type of referral is done regularly to enroll 

clients into WIC.   The client gives permission to share a good contact number with a back 
up phone number, this information is given directly to the local WIC office who in turn calls 

the client that day to schedule the appointment.   

 The handoffs from one point to the next and the linkages needed to coordinate services, 

become a comprehensive services framework, rather than a series of fragmented 
initiatives.   

 



Best Practices: Warm Hand-off   
MCOs report that as many as 50% of 
referrals fail when the referring entity goes 
no further than supplying a name and 
contact information.  

If you are a discharge planner, be sure 
that your patient knows or is introduced 
to her Insurance Care Coordinator (ICC) - 
ideally before discharge - because that is 
the person who will assist the family in 
implementing the Plan of Care.  

If you are an ICC, be sure that your client 
knows or is introduced to support service 
providers identified in the Plan of Care.  

A warm hand-off is any 

effort you make to assure 

a follow-through 

connection between two 

parties.  
 



Best Practices: A vision for the future   

 Access to prenatal care for all pregnant 

women in New Mexico.  

 Universal screening at first visit for 

substance use, ACES, domestic violence, 

and other needs or risk factors with a 

validated tool. 

 Expand or replicate wrap-around service 

programs for families that integrate SUD 

treatment with prenatal and early 

intervention services.  

 



How to Get a Care 

Coordinator/Medicaid 

BCBS of NM 

CARA_Care_coordination@bcbsn

m.com 

During pregnancy referrals will go 

to the Special Beginnings Program 

Key Contacts: 

Sabrina.Romero@bcbsnm.com, 

505-816-2938  

Presbyterian 
Send All Referrals to this link:  
CARA@phs.org 

505-923-8858 option 2 

Key Contact: 

Tena June Ross, RN, MA, CCM 

Supervisor, Care Coordination-
PH Central Team, Children and 
Youth with Special Healthcare 
Needs Consultant 

Clinical Operations/PHP 

O: 505-917-9025 

F:  505-355-7269 

tross3@phs.org 

 

 

Western Sky 
1-844-543-8996, #4 for Care 
Coordination 

CARAcarecoordination@westernsky.c
om 

For Care Coordination during pregnancy: 
Jennifer M. Monotya, RN 

Direct: 1-505-886-6389 (extension 8095189) or 
505-331-9225 

Jennifer.m.Montoya@westernskycommunity
care.com 

Charlene.A.Tafoya@westernskycomm
unitycare.com 

Direct: 505-886-6290, ext. 8095090 

 



Blue Cross Blue Shield of NM (MCO)  

Eric Cibak, RN  

Special Beginnings NM/Texas 

Unit Manager, Clinical Operations  

Eric_S_Cibak@bcbsnm.com 

 

505-816-5725 

Blue Cross Blue Shield of NM/Texas 

4411 The 25 Way NE, Suite 300 

Albuquerque NM 87109 

 

Please send all referrals to:  

NMCNTLSpecialBeginnings

@bcbsnm.com 

 

For referrals during 

pregnancy. 

mailto:NMCNTLSpecialBeginnings@bcbsnm.com
mailto:NMCNTLSpecialBeginnings@bcbsnm.com


Blue Cross Blue Shield of Texas  

(Commercial)  

Pre-Natal up to 34 Weeks    

 Special Beginnings Program  

 Email all three:  

 Julie Milam 

       Julie_s_milam@bcbstx.com 

 Beth Boulanger  

 Beth_boulanger@bcbstx.com 

 Toni Allen  

 Toni_allen@bcbstx.com 

34 Weeks or more / Delivery  

 Contact Customer 

Service at phone 

number on back of 

insurance card. 

 Ask for referral to case 

manager  

 



Molina Health Care and True Health 

New Mexico 

 

 Molina Healthcare of New Mexico: 

 NM_CARA_Plans@MolinaHealthCare.Com 

 

 High Risk Maternity Case Manager: Sharon Kimmet RN, CCM 

 To make a referral: Call 1-844-691-9984, covered 24/7, direct 

line for Care Management 

 For Member and Provider Services: 1-844-508-4677 

mailto:NM_CARA_Plans@MolinaHealthCare.Com


For Care Coordination referrals, NM 

DOH: Children’s Medical Services  

Susan Merrill, LCSW 

Community and Social Services 

Coordinator for Birth Defects  

Direct: 505-476-8918 

FAX: 505-476-8996 or 505-827-5995 

Susan.Merrill@state.nm.us 

 

Children’s Medical Services  

Family Health Bureau  

Public Health Division 

New Mexico Department of 

Health  



CYFD and DOH CARA  

Susan Merrill, LCSW 

DOH/CARA  

Community and Social Services 

Coordinator for Birth Defects 

NM DOH – Children’s Medical Services  

505-476-8918 

Susan.Merrill@state.nm.us 

Trisstin Maroney, MD 

CARA Navigator/Program Supervisor 

Federal Reporting Bureau/Protective 

Services 

NM CYFD 

Phone: 505-629-3602 

Fax: 505-476-5490 

Trisstin.Maroney@state.nm.us 



Contact Information  

Cynthia Chavers, LMSW 

Co-Chair, New Mexico CARA Work 

Group 

Federal Reporting Bureau Chief and 

Tribal Liaison 

NM CYFD  

505-467-9274 

Cynthia.chavers@state.nm.us 

Andy Hsi, MD, MPH 

Co-Chair, New Mexico CARA Work Group 

Medical Director of the UNMH ADOBE 

Program, UNMH FOCUS Program and the 

UNM Health Sciences Center Institute for 
Resilience, Health and Justice,  

University of New Mexico 

ahsi@salud.unm.edu 



Contact Information 

Janis Gonzales, MD, MPH 

New Mexico CARA Task Force Member 

Bureau Chief, Medical Director, Title V Director, Family Health 

Bureau 

NM DOH-Family Health Bureau 

Janis.gonzales@state.nm.us 


