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Introduction

The National Center on Substance Abuse and Child Welfare (NCSACW) developed the
Child Welfare Training Toolkit to educate child welfare workers about substance use
and co-occurring disorders among families involved in the child welfare system. The
training is intended to provide foundational knowledge to help child welfare workers:

Understand substance use and co-occurring disorders.

Identify when substance use is a factor in a child welfare case.

Learn strategies for engaging parents and families in services.

Understand potential effects for the parent, children, and caregivers.

Learn the importance of collaboration within a system of care. Through a deeper
understanding of these topics, child welfare workers can apply knowledge
gained to their casework and improve their own practice.
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The Training Toolkit consists of 10 modules—7 core and 3 special topics training
modules:

Module 1: Understanding the Multiple Needs of Families Involved with the Child
Welfare System

Module 2: Understanding Substance Use Disorders, Treatment, and Recovery

Module 3: Understanding Co-Occurring Substance Use Disorders, Mental
Health/Trauma, and Domestic Violence

Module 4: Engagement and Intervention with Parents Affected by Substance Use
Disorders and Mental Health/Trauma

Module 5: Case Planning, Family Strengthening, and Planning for Safety for Families
with a Substance Use Disorder

Module 6: Understanding the Needs of Children of Parents with Substance Use or
Co-Occurring Disorders

Module 7: Collaborating to Serve Parents with Substance Use Disorders

Special Topic: Considerations for Families in the Child Welfare System Affected by
Methamphetamine

Special Topic: Considerations for Families in the Child Welfare System Affected by
Opioids

Special Topic: Understanding Prenatal Substance Exposure and Child Welfare
Implications



The entire Training Toolkit can be delivered in a series, or each module can be
delivered individually as a stand-alone training. Each module is approximately 2 hours
in length and contains a range of materials that can be adapted to meet the needs of
child welfare trainers for in-person workshops or more formal training sessions. This
flexibility allows the facilitator to determine the best format and timing for the training,
according to the needs of the agency and staff. The special topics, in particular, lend
themselves to brown-bag or lunchtime trainings.

Each module includes a Facilitator's Guide with training goals and learning objectives, a
PowerPoint presentation, resources, and references. The PowerPoint presentation
contains talking points and key details in the notes section of the slides. These talking
points are not intended to serve as a script to read aloud to attendees, but rather as key
points to highlight while presenting. Facilitators are encouraged to infuse their own
content knowledge, expertise, and real-world experience to bring the training to life.
NCSACW integrated discussion questions and experiential activities throughout the
training sessions.

The Facilitator’'s Guide includes a list of resources where facilitators and participants
can find additional information on related topics. Facilitators can customize content to
include state or local child welfare practice information and terminology where
appropriate.

NCSACW provides a free online tutorial, Understanding Substance Use Disorders,
Treatment, and Family Recovery: A Guide for Child Welfare Professionals, which is a
self-guided online training that complements the content of this Training Toolkit. Toolkit
facilitators may encourage the training participants to complete the online tutorial to
augment their knowledge. The online tutorial is approved for 4.5 Continuing Education
Units.

Intended Audience

The Training Toolkit contains information considered foundational for child welfare
practice. The content is general enough for all child welfare workers, but it should be
tailored to the audience’s experience and role in child welfare practice (such as
investigations, in-home services, or ongoing case management) to enrich the learning
opportunity.

Facilitator Qualifications

Facilitators should be knowledgeable about substance use disorders, mental health,
and child welfare systems. They should be familiar with the laws and policies that affect
child welfare agency decision-making to ensure that the information is presented in the
proper context. If the facilitator does not have specific knowledge in substance use
disorders or mental health, he or she should partner with local substance use and
mental health treatment agencies for support.


https://ncsacw.samhsa.gov/tutorials/tutorialDesc.aspx?id=27
https://ncsacw.samhsa.gov/tutorials/tutorialDesc.aspx?id=27

Terminology

Field-specific terms are used during the course of this training. To understand the
purpose and intended meanings of these terms, please review the Trainer Glossary at
https://ncsacw.samhsa.gov/training/toolkit. This glossary is also a useful resource for
training participants.



https://ncsacw.samhsa.gov/training/toolkit

Module 1 Description and Objectives

The goal of training Module 1 is to provide child welfare professionals with information
on a range of co-occurring needs that parents involved in the child welfare system may
experience. This module discusses the needs of parents in the child welfare system
who experience substance use disorders, mental health conditions, and trauma.
Challenges related to bias and stigma are also presented. The module discusses the
importance of a collaborative family-centered approach to identify and respond to
families.

After completing this training, child welfare workers will:

e |dentify the prevalence of substance use and mental health disorders, and
trauma in the child welfare population.

e Recognize the effects of substance use, mental health, trauma, and co-occurring
disorders on children and families.

e Recognize the impact of bias and stigma from an agency perspective and a
personal perspective.

e Understand the importance of a family-centered approach when working with
families with co-occurring challenges.

e |dentify the benefits of collaborating with other systems and service providers to
better serve families.

Training Tips

v Partner with a local expert on substance use disorders or co-occurring disorders
to co-facilitate the training.

v' Use the *** bolded discussion questions integrated in the module talking points
to enrich the training.

v Highlight your own community’s data.

v' Supplement content with information about how child welfare workers can locate
treatment for parents in the community.

v Highlight child welfare programs with expertise in serving families affected by
substance use disorders or programs that provide family-centered treatment.

v Contact the National Center on Substance Abuse and Child Welfare for more
information about using the Collaborative Values Inventory, a self-administered
guestionnaire that provides jurisdictions with an anonymous way of assessing the
extent to which group members share ideas about the values that underlie their
collaborative efforts, in your community.

Materials

Computer and projector

Speakers

Internet access

PowerPoint slides

Facilitator's Guide

Flip chart paper or white board (for use as a visual aid during discussion)
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PowerPoint Presentation and Talking Points
Slide 1

Module 1:
Understanding the Multiple Needs of Families

Involved with the Child Welfare System

Child Welfare Training Toolkit
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Slide 3

Learning Objectives

After completing this training, child welfare workers will:

« ldentify the prevalence of substance use and mental health disorders, and trauma
in the child welfare population

» Recognize the effects of substance use, mental health, trauma, and co-occurring
disorders on children and families

* Recognize the impact of bias and stigma from an agency perspective and a
personal perspective

» Understand the importance of a family-centered approach when working with
families with co-occurring challenges

« ldentify the benefits of collaborating with other systems and service providers to
better serve families

The goal of training Module 1 is to provide child welfare workers with information on a range of
co-occurring needs that parents involved in the child welfare system may experience. This
module discusses the needs of parents in the child welfare system who experience substance
use disorders, mental health conditions, and trauma. Challenges related to bias and stigma are
also presented. The module discusses the importance of a collaborative, family-centered
approach to identifying and responding to families.

Module 1 of the toolkit is a brief overview of areas that are covered in depth in other modules.
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Slide 5

Prevalence of Parental Alcohol or Other Drug Use as a Contributing

80%

National Average: 37.7%
70%
60%

50%

40%

30%
20%
10% |
0%

Note: Estimates based on all children in out-of-home care at some point during the fiscal year. (U.S. Departmen

Factor for Reason for Removal by State, 2017

E38F £3%¢

x
&
Health and Human Services, 2018)

=
=)

OK
OR

<
a
of

The numerator represents the number of kids, NOT the number of cases, who were in out-of-
home care in FY 2017 and had parental alcohol or other drug use (AOD) listed as a reason for
removal. The denominator is the total number of reasons for removal.
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***\What do you hear in your community about parental alcohol and other drug use as a
reason for removal? How does this compare to where your state lands on this graph?

» States typically do not agree with what this slide says in terms of their prevalence — many
states say their prevalence is higher. This issue is related to:

o0 Lack of protocols regarding identification (screening and assessment)
0 Lack of protocols regarding data entry

0 Variation in data systems
o

How alcohol or other drug use is captured in the state child welfare’s data systems
(e.g., neglect; is there an alcohol and other drug box?)

o Point in time in which the alcohol or other drug is identified and then entered in the
data system

* Often, at the local level, multiple child abuse and neglect reasons are reported and
sometimes only the primary reason is reported by the federal system(s).

Total N with ANYAOD (numerator) FY 2017:
AK 70.0% 2876

AL 42.1% 3798

AR 49.5% 4232

AZ 30.7% 8260

CA 13.0% 10443

CO  42.6% 4502

CT 41.0% 2324
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DC 14.2% 161
DE 12.7% 151
FL 48.4% 19224
GA  39.0% 7806
HI 31.3% 808
IA 57.9% 5437
ID 48.4% 1300
IL 10.1% 1993
IN 62.0% 19646
KS 45.1% 5025
KY 32.2% 4345
LA 5.4% 428
MA  30.3% 5075
MD  28.3% 1734
ME  56.9% 1503
Mi 36.2% 6607
MN  44.1% 6996
MO  49.7% 9459
MS  48.5% 4042
MT  45.0% 2557
NC  41.2% 6372
ND  44.1% 1087
NE 36.8% 2413
NH 25% 51
NJ 42.0% 4260
NM  49.6% 2221
NV 17.2% 1297
NY 27.4% 6550
OH  29.3% 7390
OK  49.5% 7486
OR  59.6% 6640
PA 30.5% 8081
RI 33.6% 962
SC 18.6% 1406
SD 48.9% 1258
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TN 32.4% 4286

TX 65.1% 32786

uT 60.6% 3070

VA 30.3% 2312

VT 25.7% 516

WA  41.8% 7020

Wi 28.0% 3429

WV  51.4% 5365

WY  45.7% 943

Total US 37.7% 258,770
For more information on this data, visit https://ndacan.cornell.edu.
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Slide 6
Percent Change of Children Placed in Out-of-Home Care (OOHC) by

State, 2012-2017
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& 72% of states (N = 37) had an increased rate of

children placed in OOHC from 2012 to 2017.

(U.S. Department of Health and Human Services, 2018)

Note: Estimates based on children who entered out-of-home care during the fiscal year.

This map shows the percentage change from 2012 to 2017 in all children placed in out-of-home
care — these are entries to placement.

***\Where is your state on this map? Are you seeing an increase in children placed in out-
of-home care? Share with participants some of the reasons for increases in out-of-home

care placement.
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Slide 7

Percentage of Children Under Age 1 Who Entered OOHC in the
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Note: Estimates based on children who entered out-of-home care during the fiscal year. (U.S. Department of Health and Human Services, 2018)

This slide represents the percentage of infants who entered OOHC of all children removed

during the fiscal year.

Explanation of data presented: Of all the children who entered OOHC during the fiscal
year, the percentage of children under age 1 increased gradually from 13% (2000) to 18.6%

(2017).

We are continuing to see a rise in the number of children under age 1 who are entering out-of-
home care. This includes all reasons for removal, not just children who are removed due to their
parent’s substance use.
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Slide 8

Percent Change of Children Under Age 1 Placed in

Out-of-Home Care by State, 2012—-2017

P v

4 i 90% of states (N = 46) had an increased rate of children
under age 1 placed in OOHC from 2012 to 2017.

Note: Estimates based on children who entered out-of-home care during the fiscal year. (U.S. Department of Health and Human Services, 2018)

This slide highlights the percent change from 2012 to 2017 for infants (under age 1) entering
out-of-home care across all states.

It is important to reflect that many of the states across the west and Midwest northern border are
not states that are typically thought of as experiencing the opioid crisis in the same way as
some of the states in the northeast corridor. Yet, these northern border states are experiencing
some of the higher rates of infants coming into care. It is important to understand that there are
multiple reasons why infants may be coming into care at higher rates. Although not all states are
experiencing the opioid crisis, many states are continuing to see high rates of
methamphetamine use or other substances.

***Provide any state-specific data that might be relevant to understanding the reasons
why children under age 1 are entering care in your state.
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Slide 9

Office of the Assistant Secretary for Planning and Evaluation

(ASPE) Study on Substance Use and Child Welfare

Identify the effect of substance use prevalence and
drug death rates on child welfare caseloads,
including:

Total reports of child maltreatment
« Substantiated reports of child maltreatment

Foster care entries

(Radel et al., 2018)

This slide provides some background information on the purpose and methods of the recent
ASPE Study.

* The Office of the Assistant Secretary for Planning and Evaluation (ASPE) conducted a
mixed-methods study, released in early 2018.

* The study investigated how substance use relates to child welfare caseloads and how
parental substance use affects child welfare systems.

* They looked at rates of drug overdose deaths and rates of hospital stays and emergency
department visits related to substances to measure substance use prevalence.

* They also conducted interviews and focus groups in states with high rates of opioid sales and
drug overdose but variable changes in foster care rates.

16



Slide 10

Comparison of Overdose Deaths and Foster Care Entries, 2002-2016
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(Radel et al., 2018)

This slide highlights the ASPE Study comparison of the rate of overdose deaths and foster care
entries within the U.S. from 2002 to 2016.

* Overall, the study found that foster care entries and overdose deaths are related at the
national level.

* These data show that prior to 2012, foster care entries were generally declining, while
overdose deaths rose. Following 2012, foster care entry rates began increasing; at the same
time, drug overdose deaths began climbing at a faster rate.

* There is variation in this relationship within the U.S. Some parts of the country show a
stronger relationship, including:

* Appalachia

* Parts of the Pacific Northwest
* Parts of the Southwest

* Oklahoma

* New England

***Why is all of this data important? The data highlight an increase in the number of
children entering out-of-home placement, particularly children under age 1. The
remainder of this module discusses the needs of parents in the child welfare system who
experience substance use or co-occurring disorders. Early identification and access to
treatment is critical due to timelines outlined in child welfare federal laws.

17



Slide 11

Child Welfare Laws
and Considerations

Understanding the data is important, as there are child welfare federal laws and considerations
that provide guidelines around placement and timeframes.

Early identification of the co-occurring needs of parents is critical when determining the
interventions needed.

18



Slide 12

ASFA Timetables

When a child has been in foster care for 15 of 22 months, the state must
request a petition to terminate parental rights, unless:

1. Arelative is caring for the child,

2. There is a compelling reason that termination would not be in the
best interests of the child,* or

3. The state has not provided the family the needed services within
the required deadlines.

*For example, when the parent is participating and engaged in the

substance use or mental health disorder treatment plan.

(Child Welfare Information Gateway, 2017)

Review the Adoption and Safe Families Act (ASFA) timetables.
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Slide 13

Time to Treatment Matters

LR
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Child welfare cases move quickly. Each child is required to have a permanency hearing no later
than 12 months after the child enters foster care to determine the permanency plan for the child.
When a child has been in foster care for 15 of the most recent 22 months, the State must file a
petition to terminate parental rights, unless one of the following three conditions applies: (1) a
relative is caring for the child, (2) there is a compelling reason that termination would not be in
the best interests of the child, or (3) the State has not provided the family the needed services
within the required deadlines.

This timetable may move too quickly to give parents sufficient time to complete treatment or to
demonstrate sufficient stability to care for their children. It is therefore essential that parents with
substance use disorders get screened and identified, and that they access and engage in
treatment as soon as possible. The other timetable to consider is a child’s development and the
parent-child relationship. It is challenging to balance all of these needs.

20



Slide 14

Indian Child Welfare Act Protection

Purpose:

* Protects the interests of American Indian families

» Addresses the process and considerations for removing Indian children from
their families

The Indian Child Welfare Act protects unmarried Indian youth under 18 years of
age who are:

* A member of a federally recognized Indian tribe, or

* The biological child of a member of an Indian tribe and eligible for
membership in a tribe

(Bureau of Indian Affairs, 2016)

The Indian Child Welfare Act (ICWA) speaks to the importance of children to the continual
presence and integrity of American Indian tribes and the state’s interest in protecting the
important tribal relations and best interests of American Indian children. The act includes
requirements regarding tribal authority, notice of and intervention in dependency hearings,
entitlement of tribal acts and proceedings to credit the right of parents to court-appointed
counsel, active efforts, evidentiary standards, and placement preferences. It requires
dependency courts and child welfare workers to consider and recommend tribal customary
adoption as an additional permanent placement option, without termination of parental rights, for
a dependent child.

If the families you serve include members of American Indian tribes, you can learn more by
visiting the National Indian Child Welfare Association website at http://www.nicwa.org. Please
see the resource slide at the end of the presentation for more resources on ICWA.

21
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Slide 15

Indian Child Welfare Act Protection

The most common violations are:
* Failure to identify American Indian children
« Failure to inform the tribe once children are identified

To fully participate in these provisions:
» Make active efforts to contact the appropriate tribes
* Involve the tribes in decisions about the family
« Allow the tribe to take over the responsibility, if it wishes to do so

(Bureau of Indian Affairs, 2016)

It is important to always ask if the child is a part of a tribe. All efforts must be made to identify
American Indian children and include tribes in the decision-making.

***Include information on local tribes and your agency’s policy related to the Indian Child
Welfare Act.

22



Slide 16

Substance Use Disorders
and the Effects of Prenatal

Substance Exposure on
Infants, Parents, and
Families
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Slide 17

Effects of Prenatal Substance Exposure

American Academy of Pediatrics Technical Report
Comprehensive review of_~275 peer-reviewed articles over 40 years (1968-2006)
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(Behnke & Smith, 2013)

This slide highlights the effects of prenatal substance exposure from a comprehensive review of
approximately 275 peer-reviewed articles spanning 40 years (1968-2006). While the article was
published in 2013, the research it is based on is from articles published up to 2006, so there is
still a great deal to learn about how prenatal substance exposure affects infants and children.

It is important to note that in practice it is rare to find a child who is exposed to only one
substance. The point is not to compare across substances but to point out similarities in some
developmental domains, to recognize that more research is needed, and to understand that
polysubstance use should be expected when looking at developmental outcomes. The following
points reiterate the need for further research on this topic:

e This knowledge is very much in a state of flux, and we do not have all the information we
need to make a firm conclusion about the effects of various substances.

* Very few individuals are single substance users, so it is not easy to parse out the effects by
substance.

« While opioids have a strong effect on short-term withdrawal symptoms, other substances
such as alcohol, cocaine, marijuana, and nicotine show more effects on long-term
outcomes.

¢ Prenatal exposure to alcohol has effects in 9 of 10 developmental domains studied,
including short-term outcomes, birth outcomes, and long-term outcomes.

* There are some substances and outcomes for which there is not a consensus or not
enough data to come to a consensus.
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Slide 18

Complex Interplay of Factors

Interaction of various prenatal and environmental factors:

e Family characteristics
e Family trauma
¢ Prenatal care

« Exposure to multiple substances (alcohol and
tobacco)

e Early childhood experiences in bonding with
parents and caregivers

« Other health and psychosocial factors

(American College of Obstetricians and Gynecologists, 2017; Bandstra et al., 2010; Baldacchino et al., 2014; Nygaard et al., 2016)

Many factors influence how an infant is affected by prenatal and postnatal exposure to
substances, not just the physical exposure to the substance in utero. Screening and assessing
families helps us better understand the effect of parental substance use disorder on infants and
children.

***_ooking at the factors listed on this slide, use a flip chart to highlight each category.
What are the types of information under each category that participants would want to
know more information from families to help understand how an infant might be affected
by the prenatal or postnatal environment? For example, under “family characteristics,”
participants would want to gather information about the living situation, the substance
use or co-occurring challenges among family members in the household, and family
supports in place.

Continue to make a list of the types of information needed under each category.

25



Slide 19

Effect of Substance Use Disorders

on Family Functioning

« Child development

» Household safety

» Psychosocial impact
 Parenting

* Intergenerational factors

(Smith & Wilson, 2016)

The life of a person with a substance use disorder is often out of balance, and the negative
effects of use and misuse can have an enormous impact on his or her family and friends. The
following categories show how substance use disorders negatively affect a family’s functioning
across several domains.

* Child development

o Children may present with fetal alcohol syndrome or have a history of neonatal
abstinence syndrome. Infants exposed to substances may experience a range of
social, emotional, and behavioral effects as a result of exposure.

* Household safety

o0 Parents may neglect their child’'s basic needs (e.g., empty cupboards, no adult
supervision). Parental use may include manufacturing substances or selling drugs.
Children may be exposed to harsh chemicals (i.e., those used in methamphetamine
labs) or to dangerous and traumatic situations.

* Psychosocial impact

o Children may struggle with communication difficulties, overstimulation, or difficulty
with emotional regulation. The postnatal environment may contribute to insecure
attachment or other social-emotional concerns.

* Parenting

o Parent-child relationships may lack trust. Children may feel as though they must be
the parent, resulting in feelings of anxiety and stress.

o Parents may lack the skills to parent effectively, due to their own history as children
of substance users.

* Parent may use harsh discipline.
* Intergenerational factors
0 Multiple generations of the family may be affected by substance use disorders.

o0 Parents may lack basic family support, due to generational substance use disorders.

26



o Family may present with issues of chronic neglect, due to the effects of long-term
substance use disorders.
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Slide 20

Substance Use Disorders,

Mental Health Disorders,
and Trauma in Child
Welfare
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Slide 21

Understanding Substance Use and

Mental Health Disorders
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Substance use and mental health disorders present in many ways.

29



Slide 22

Co-Occurring Disorders

Substance Mental Co-
use health occurring
disorder disorder disorders

A co-occurring disorder is when a person has a concurrent substance use and mental health
disorder. Although substance use disorders and mental health disorders can impact individual
families to varying degrees, there are also common challenges that families—and child welfare
workers—need to be aware of, and to address thoughtfully.
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Slide 23

Understanding Parents With Substance Use
and Mental Health Disorders

» Self-medicate untreated emotional or health
problems

« Manage untreated anxiety or depression
» Express anger and discouragement

* Punish themselves for failure

» Escape negative aspects of their lives

(Lander, Howsare, & Byrne, 2013)

Most parents with substance use or mental health disorders are not involved with the child
welfare system. However, child welfare workers frequently identify substance use as a factor in
child abuse or neglect cases and commonly identify mental health disorders in parents. It is
important to assess all parents to understand their use of substances and any mental health
concerns. Substance use can be the result of an underlying mental health disorder or other
trauma that needs treatment. Case plans for these parents need to be coordinated across
services. Addressing the needs of the parents, children, and other family members can improve
outcomes for the whole family, in terms of both recovery for parents and safety, permanency,
and well-being for children.
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Slide 24

Protective and Risk Factors

Protective Risk
[ ]
=3

(National Institute on Drub Abuse, 2003)

Risk factors are characteristics at the biological, psychological, family, community, or cultural
level that precede and are associated with a higher likelihood of negative outcomes.

Protective factors are characteristics associated with a lower likelihood of negative outcomes
or that reduce a risk factor’s impact. Protective factors may be seen as positive countering
events.

When assessing families, child welfare should look at the risk in families as well as the
protective factors to understand risk and safety for children. The risk may be more obvious in
the families that child welfare comes into contact with. Child welfare workers should not just try
to eliminate risk, but must also build protective factors in families for long-term success.
Protective factors are the strengths that support families through challenges.

***As a large group or in smaller groups, have the participants list examples of protective
factors and risk factors.

Examples:

In relationships, risk factors include parents who use drugs and alcohol or who suffer from a
mental health disorder, child abuse and maltreatment, and inadequate supervision. In this
context, parental involvement is an example of a protective factor.

In communities, risk factors include neighborhood poverty and violence. Here, protective
factors could include the availability of faith-based resources and after-school activities.

In society, risk factors can include norms and laws favorable to substance use, as well as
racism and a lack of economic opportunity. Protective factors in this context would include hate
crime laws or policies limiting the availability of alcohol.
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Slide 25

Behavior Interventions

Lack of
engagement

Refusal to
comply

Lack of Recovery

follow- support
through

The physical impact of substance use or mental health disorders on the brain may lead to
parental behaviors that are labeled resistant. Child welfare workers can use engagement
strategies to intervene when these behaviors present themselves.

Child welfare workers can help families access community supports. In the past, the message
we would hear is to not enable families. The assumption was if they wanted treatment, they
would make sure they got to treatment and services. Families don't need to “prove” their
motivation. Helping families access community treatment and supports is not enabling the
family.

If families are not making it to services, find out why. What other supports can you put in place?

If families don’t want to go to treatment, how can you use engagement strategies? What are
they willing to attend for services?

If families are not following through with treatment, what supports can you put in place to
support treatment?
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Effects of Trauma

Slide 26

» Attachment and relationships
 Physical health: body and brain

« Emotional responses

» Dissociation

* Behavior

* Cognition: thinking and learning

« Self-concept and future orientation

» Economic impact

(National Child Traumatic Stress Network, n.d.)

Trauma can affect all aspects of a person, from their own behavior and responses to the
relationships they have with others.

SAMHSA's concept of trauma: “Individual trauma results from an event, series of events, or set
of circumstances that is experienced by an individual as physically or emotionally harmful or life
threatening and that has lasting adverse effects on the individual’s functioning and mental,
physical, social, emotional, or spiritual well-being.”

Examples of adverse effects include an individual’s inability to cope with the normal stresses
and strains of daily living; to trust and benefit from relationships; to manage cognitive processes,
such as memory, attention, and thinking; to regulate behavior; or to control the expression of
emotions. Individuals may not make the connection of their thoughts and behaviors to their
trauma.
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Substance Use Disorder, Mental Health Disorders,

and Trauma

An estimated 10%-11% of the 4.1 million live births annually involve prenatal exposure to alcohol or
drugs.

Parents with substance use disorders often have a history of trauma, with 60%—-90% of treatment
participants experiencing one or more traumatic events.

Families affected by substance use disorders who are involved in the child welfare system need a
system of care that recognizes the impact of trauma on their functioning and recovery.

In a trauma-informed organization, every part of the organization—from management to service
delivery—has an understanding of how trauma affects the life of an individual seeking services.

Roughly 7.9 million adults had co-occurring mental health and substance use disorders in 2014.

Just over 42% of persons seeking substance use disorder treatment have been diagnosed with co-
occurring mental health and substance use disorders.

(Center for Substance Abuse Treatment, 2000; Dube et al., 2003; Felitti et al., 1998; Greeson et al., 2011; Kisiel et al., 2014)

Failure to understand and address trauma may lead to lack of engagement in services, increase
in symptoms, re-traumatization, increase in relapse, withdrawal from the service relationship,
and poor treatment outcomes. Growing up in a home with exposure to adverse, traumatic
childhood experiences is associated with lifelong physical, emotional, psychological, and social
challenges.

The Adverse Childhood Experiences (ACE) Study demonstrated the clear linkage between
childhood trauma and future substance use disorders, finding that compared to persons with no
exposure to ACEs, adults with five or more ACEs were seven to ten times more likely to have
illicit drug use problems, and two times more likely to be an alcoholic. Children raised with a
parent or caretaker who abused alcohol were found to have a significantly greater risk of
experiencing all other ACEs. Children living with parents who abused substances were almost
five times more likely to have experienced a traumatic event and twice as likely to have a stress
response to the traumatic event, compared to children who were not exposed to caregiver
substance use disorders. Early traumatic events, such as exposure to family violence and
physical abuse, can lead to a greater risk of developing post-traumatic stress disorder (PTSD),
which has been shown to significantly increase the likelihood of a substance use disorder
among older youth in foster care.
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Women’s Experiences of Co-Occurring Disorders,

Trauma, and Domestic Violence

Childhood Abuse

* Women with substance use disorders are more likely to report a history of
childhood abuse.

« Physical, sexual, and/or emotional abuse
Trauma

« Many women with substance use disorders experienced physical or sexual
victimization in childhood or in adulthood, and may suffer from PTSD.

« Alcohol or drug use may be a form of self-medication for people with PTSD
and other mental health disorders.

(Substance Abuse and Mental Health Services Administration, 2009)

Women who have had challenging life experiences, such as childhood abuse, trauma, domestic
violence, or a combination of these can be at higher risk for substance use disorders.

Childhood abuse

A number of studies suggest that women with substance-related problems are more likely to
report a history of childhood abuse—physical, sexual, and/or emotional—than are women

without substance-related problems.

Trauma

Many women with substance use disorders have experienced physical or sexual victimization in

childhood or in adulthood. And studies have shown that, among people with substance use
problems, those with histories of childhood abuse are more likely to suffer from trauma and
PTSD. Alcohol or drug use may serve as a form of self-medication for people with PTSD and

other mental health disorders.

36



Slide 29

Women'’s Experiences of Co-Occurring Disorders,

Trauma, and Domestic Violence

Domestic Violence

« Women who have a substance use disorder are more likely to become victims of
domestic violence.

« Victims of domestic violence are more likely to become dependent on
tranquilizers, sedatives, stimulants, and painkillers, and are more likely to
abuse alcohol.

Co-Occurring Disorders
« Childhood abuse and neglect may contribute to anxiety, depression, PTSD,

dissociative disorders, personality disorders, self-mutilation, and self-harming in
adults.

« Among individuals with substance use problems, more women than men have a
secondary diagnosis of a mental health disorder.
(Khoury et al., 2010; Substance Abuse and Mental Health Services Administration, 2009)

Domestic Violence

Women who have a substance use disorder are more likely to become victims of domestic
violence. Victims of domestic violence are also more likely to become dependent on
tranquilizers, sedatives, stimulants, and painkillers and are more likely to misuse alcohol.

Co-Occurring Disorders

Conditions associated with childhood abuse and neglect, which may co-occur with substance
use disorders, include anxiety, depression, and PTSD, as well as dissociative disorders,
personality disorders, self-mutilation, and self-harming. We will cover these disorders in an
upcoming training module. Among individuals with substance use problems, more women than
men have a secondary diagnosis of a mental health disorder. Women may experience any one
of these conditions, or a combination of several.
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Additional Stressors

» Co-occurring substance use and mental health disorders

« Limited educational and vocational opportunities
« Limited fiscal resources

¢ Criminal involvement

 Physical illnesses

« Difficult and traumatic life experiences

(Center for Behavioral Health Statistics and Quality, 2015)

Co-occurring substance use and mental health disorders, such as PTSD, anxiety disorders,
depression, and bipolar disorders, can affect the daily behavior of parents toward their children
and their ability to focus on their children’s needs.

The relationship between poverty, substance use, and mental health disorders is not well-
defined. Some studies suggest that the stress of poverty increases the likelihood that substance
use and mental health disorders may develop, while some information suggests that substance
use and mental health disorders increase the likelihood of poverty. Either way, having limited
educational, vocational, and fiscal resources make the consequences of substance use and
mental health disorders more visible—and certainly can affect parents’ ability to earn a living
and provide for their children.

Parents may also be involved with the legal system for criminal activities. These criminal
activities may be a result of substance use (e.g., possession of an illegal substance), may be
related to an effort to obtain money for purchasing illicit substances (e.g., prostitution or theft), or
may be a result of a mental health disorder. Criminal involvement can affect parents’ ability to
provide for their children (because of incarceration) and, depending on the type of criminal
involvement (e.g., selling drugs), may put the children at risk through contact with dangerous
individuals or dangerous situations. One caveat. It is important for us to be aware that, despite
media attention connecting violence and mental health disorders, the vast majority of people
with severe mental health disorders are neither involved in criminal activity nor violent. If
someone with a mental health disorder is incarcerated, it is more likely to be for a crime of
noncompliance, such as loitering, trespassing, or resisting authority.

Parents with substance use disorders may suffer from a variety of physical health issues—some
of which may be a result of their substance use. However, physical health issues may also be
an effect of having limited financial resources and thus lacking appropriate health care. Physical
illnesses can affect a parent’s stamina and the ability to care for children over a period of time.

Difficult and traumatic life experiences—things like childhood experiences of abuse or neglect,
domestic violence, or homelessness—may have interrupted the parent’s development as a
child. And they may have deprived them of normal parental role models and life experiences.
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Confronting Stigma

Slide 32

Stigma associated with substance use disorder:

« “The Stigma of Addiction”: https://www.youtube.com/watch?v=LDsIGHEGj6w

Stigma associated with mental health disorder:
* “What Is Stigma?”: https://www.youtube.com/watch?v=9vkUMXaJDM4

Understanding and addressing stigma is an important part of working with families.

***Before you show these two video clips, ask participants to get out a piece of paper to
write down their answers. Their answers will not be shared with the group.

What is the first thing that comes to your mind when you hear the following (pause between
words to give the participant time to answer):

e Addict
e Mentally ill
e Recovery

Now show the clips about stigma. Have a discussion on identifying participants’ biases and
beliefs.
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Stigma

Two main factors affect the burden of stigma placed on a particular disease or
disorder:

 Perceived control that a person has over the condition

« Perceived fault in acquiring the condition

x 2 Low perceived fault
Non-stigmatized i

Conditions

Low perceived control High perceived fault
High perceived control

Stigmatized
Conditions

(Education Development Center, 2017)

For people with a substance use disorders, stigma disproportionately influences health
outcomes and mental well-being. Fear of being judged or discriminated against can prevent
people with substance use disorders, or those who are at risk of having substance use
disorders, from getting the help they need.

41



Slide 34

 Affects the attitudes of...
« Medical and healthcare professionals
¢ Social service agencies and workers

¢ Families and friends

¢ Creates barriers to treatment and
impedes access to programs

 Influences policies

(Center for Substance Abuse Treatment, 2008)

* Stigma permeates community institutions and affects the attitudes of service professionals
and criminal justice agencies, and impacts policies.

» Stigma discourages people from accessing early treatment and remaining in services.

» Stigma also affects the location and access of programs to help people recover from
substance use disorders.
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Stigma and Perceptions

Perceptions about people with substance use disorders:

Once an addict, always an addict

They don't really want to change

They lie

They must love their drug more than their child

They need to get to rock bottom, before...

Many people have had their own experiences with a person who has a substance use disorder.
Your experience may affect the way you view someone who uses drugs or alcohol, particularly

when you are thinking about how children are affected. It is important to recognize your own

thoughts and perceptions as you approach this work.
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Combating Stigma

« Are you using person-first language?

« Are you using technical language with a single, clear meaning instead
of colloquialisms or words with inconsistent definitions?

« Are you conflating substance use and a substance use disorder?
« Are you using sensational or fear-based language?

« Are you unintentionally perpetuating drug-related moral panic?

(Center for Substance Abuse Treatment, 2008)

How can child welfare workers address stigma in their everyday practice? Words matter.
Consider the language you use when talking about or to families.

Person-first language (for example, a reference to “a person with substance use
disorder”) suggests that the person has a problem that can be addressed. By contrast,
calling someone a “drug abuser” implies that the person is the problem.

Consider the difference between the terms “negative urine drug screen” and “clean
urine.” The first is a clear description of test results; the second a value-laden term that
implies drug use creates “dirty” urine.

While some substance use may be illegal or unhealthy, we should limit language about
substance use disorders exclusively to situations where a clinical diagnosis has been
made.

Referring to emerging drug threats as “newer,” “bigger,” “scarier,” or “unlike anything
ever seen before” can be perceived as inauthentic by people who use those substances.
It further compounds stigma by conveying the message that anyone who uses such a
“terrible” substance is stupid, dangerous, or illogical.

From publicizing stories about “crack babies” in the 1980s to “opioid babies” today, the
tendency toward moral panic has a long history in prevention messaging and media
coverage of substance use disorders. Moral panic inevitably marginalizes people who
are vulnerable and often brings their morality or even humanity into question.
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Language Considerations

nstead of:

Addict

Addicted to X

Addiction

Try:

Person with a substance use disorder

Person with a serious substance use disorder
Has an X use disorder
Has a serious X use disorder

Has a substance use disorder involving X
(if more than one substance is involved)

Substance use disorder
Serious substance use disorder

Note:

+ “Addiction” is appropriate when quoting findings
or research that used the term or if it appears in
a proper name of an organization.

+ “Addiction” is appropriate when speaking of the
disease process that leads to someone developing
a substance use disorder that includes compulsive
use (for example, “the field of addiction medicine,”
and “the science of addiction”).

* It is appropriate to refer to scheduled drugs
as “addictive.”

(White House Office of National Drug Control Policy, 2015)

The next few slides highlight language changes that can assist in combating stigma.

Review the person-first language.
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Language Considerations

Alcoholic

Alcoholics Anonymous /
Narcotics Anonymous / etc.

Clean

Clean Screen

Dirty

Dirty Screen

Drug habit

Person with an alcohol use disorder

Person with a serious alcohol use disorder
Note: When using these terms, take care to avoid
divulging an individual's participation in a named
12-step program.

Abstinent

Substance-free

Testing negative for substance use

Actively using

Positive for substance use

Testing positive for substance use

Substance use disorder

Compulsive or regular substance use

(White House Office of National Drug Control Policy, 2015)

Continue to review the language.

***Can the training participants come up with other examples of language that can be

stigmatizing? What are some language considerations for those examples?
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Language Considerations

Person with a substance use disorder

Person who uses drugs (if not qualified as a disorder)

Drug/Substance Abuser
Note: When feasible, “Drug/Substance Abuse” can
be replaced with “Substance Use Disorder.”
Former/reformed Person in recovery

Addict/Alcoholic Person in long-term recovery

Opioid Replacement or Medication assisted treatment

Methadone Maintenance Medication-assisted recovery

People who use drugs for non-medical reasons

Recreational, Casual, or
Experimental Users (as
opposed to those with

a use disorder)

People starting to use drugs
People who are new to drug use

Initiates

(White House Office of National Drug Control Policy, 2015)

Continue to review the language.

***Can the training participants come up with other examples of language that can be
stigmatizing? What are some language considerations for those examples?
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Treatment
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A Treatable Disease

« Substance use disorders are preventable and treatable.

« Discoveries in the science of addiction have led to

“Groundbreaki . .
FeRINELTEERTIE advances in substance use disorder treatment that help

discoveries about the

brain have people stop misusing drugs and resume productive lives.
revolutionized our L
understanding of « Treatment enables people to counteract addiction’s
addiction, enabling us powerful disruptive effects on the brain circuitry and

to r effectively

N behavior and regain areas of life function.
to the problem.

—br. Nora Volkow, * Successful substance use disorder treatment is highly

National Institute on individualized and entails:
Drug Abuse

* Medication
* Behavioral interventions

 Peer support
(National Institute on Drug Abuse, 2018; Longo, 2016)

A substance use disorder is a treatable disease.
Treatment needs to be individualized to be most effective.

This slide highlights the importance of treatment and how treatment can be successful.
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Purpose of Treatment

* Reduce the major symptoms of the illness.
» Improve health and social functioning.

* Teach and motivate individuals to monitor their condition
and manage threats of relapse.

» Substance use disorder treatment is classified into
different modalities—detoxification, residential treatment,
outpatient treatment, medication-assisted treatment,
aftercare, and community supports.

(National Institute on Drug Abuse, 2018)

Research indicates that most individuals with substance use disorders need at least three
months in treatment to significantly reduce or stop their drug use and that the best outcomes
occur with longer durations of treatment.

According to research that tracks individuals in treatment over extended periods, most people
who enter and remain in treatment stop using drugs, decrease their criminal activity, and
improve their occupational, social, and psychological functioning.

Treatment enables people to counteract a substance use disorder’s powerful disruptive effects
on the brain and behavior and to regain control of their lives. Treatment also helps individuals
understand relapse triggers and how to plan for relapse.

Review the treatment modalities in your community.

***Eor further information about substance use disorder treatment, please see Module 2:
Understanding Substance Use Disorders, Treatment, and Recovery.
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Overview of the Treatment Process

Early Identification, Screening,

. . D li i ibl
and Brief Intervention one at earliest point possible

Comprehensive Determine extent and severity of
Assessment disease

Stabilization Via medically supervised
detoxification, when necessar
Timely and Appropriate
Substance Use Disorder
Treatment

Address substance use disorder
and co-occurring issues

Continuing Care and Help parents sustain recovery,
Recovery Support maintain family safety and stability
(American Society of Addiction Medicine, 2014)

When child welfare workers have concerns that a parent may have a substance use disorder,
they will need to refer the parent to substance use disorder treatment. This slide provides a
general overview of the treatment process from assessment through ongoing support.
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Assessment of Co-Occurring Disorders

Three possible paths:
1. One person does an assessment for both substance use
’ ‘ and mental health disorder.
| 2. Assessment of substance use disorder leads to referral

2 and assessment for a mental health disorder.

3. Assessment of mental health disorder leads to referral
and assessment for a substance use disorder.

Not all treatment professionals are cross-trained to
conduct both assessments, nor do they always actively
look for co-occurring disorders.

The presenter can ask which of these three paths are used in the participants’ counties or
states. Is it 1, 2, or 3? Not all treatment professionals are cross-trained to conduct both
assessments, nor do they always actively look for co-occurring disorders. This is very important
to talk about.

***Discuss how assessment looks in different counties or states.
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Research-Based Approaches for Treating Women

Treatment Models

* Relationship-based; peer support, family support, and affinity groups

« Child care, transportation, economic support, and vocational/job services
Parenting Role

 Parenting role cannot be separated from treatment.

» Treatment programs that accommodate mothers with their children
establish trust and engagement.

(Center for Substance Abuse Treatment, 2009; Werner et al., 2007)

Treatment Models

Treatment for women needs to be relationship-based. Peer support, family support, and affinity
groups are common characteristics needed for supportive change to occur. Treatment also
needs to address concrete services, such as child care, transportation, economic support, and
vocational or job services.

Parenting Role

Treatment for mothers with substance use disorders must address their roles as parents. Many
of these women have not learned to be good parents, may not know about normal child
development, and may have unrealistic expectations of their children. Parenting time is
important.

Others may have been positive parents. However, their positive parenting abilities may have
been compromised because of the loss of balance and wellness caused by the substance use
disorder, particularly as the substance use cycle intensifies.

When a parent has a substance use disorder, numerous safety considerations arise for the
children, which child welfare workers are responsible for addressing. These issues are
discussed further in Module 6: Understanding the Needs of Children of Parents with Substance
Use or Co-Occurring Disorders. Treatment programs that accommodate women and children
are generally more successful at establishing trust and engaging mothers. It is essential for
women to feel safe and assured that their children are being cared for during the treatment
process.
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Healthy Relationships for Fathers

« Fostering healthy relationships between fathers and children is integral to
recovery from substance use and mental health disorders and development
of parenting skills.

« Both parents should be involved in the lives of their children to the extent that
children are safe and protected.

» The dependency court and child welfare systems are required to make
reasonable efforts to locate absent fathers.

(Neger & Prinz, 2015)

The presenter can speak about healthy relationships for birth parents. Fostering healthy
relationships between fathers and children is integral to a father’s recovery from substance use
and mental health disorders and the development of parenting skills. Although mothers are most
often the individuals in treatment and may be reluctant to involve fathers, especially if there are
safety concerns, both parents should be involved with child welfare and treatment services
whenever possible. Both parents should also be involved in the lives of their children to the
extent that children are safe and protected. Furthermore, the dependency court and child
welfare systems are mandated to locate absent fathers.
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A Family Focus

Child Well-Being

Parent Recovery Well-being/behavior

Parenting skills

and competencies Development/health
Family connections Family Recovery School readiness
and resources -Bei
:nd. Well Be!tr.\g TN
Parental mental health asic necessities
Mental health
Medication management Employment
. Adolescent

Parental substance use Housing substance abuse

Domestic violence Child care At-risk youth prevention

Transportation

Family counseling
Specialized parenting

(Werner, Young, Dennis, & Amatetti, 2007)

When serving a family holistically, the focus is on the parent’s recovery, the child’s well-being,
and the family’s recovery and well-being as a whole.

* Services to support the parent’s recovery should address:
o0 Parenting skills and competencies

Family connections and resources

Parental mental health

Medication management

©O O O O

Parental substance use
o Domestic violence

* Services that support child’s well-being must address:
0 Well-being/behavior

Development/health

School readiness

Trauma

Mental health

O O O o O

Adolescent substance use
0 At-risk youth prevention

* Supporting the entire family's recovery and well-being means providing:
0 Basic necessities
o Employment

0 Housing
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Child care
Transportation

Family counseling

©O O O O

Specialized parenting
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Recovery Occurs in the Context of the Family

« Asubstance use disorder is a disease that affects the family.
e Adults (who have children) primarily identify themselves as parents.

* The parenting role and parent—child relationship cannot be
separated from treatment.

e Adult recovery should have a parent—child component including
substance use prevention for the child.

(Ghertner et al., 2018; Radel et al., 2018)

We know that recovery occurs within the context of relationships.
* A substance use disorder is a disease that affects the family.

* Adults (who have children) primarily identify themselves as parents, even if they don't
have physical custody of their child.

* The parenting role and parent—child relationship cannot be separated from treatment.

* Adult recovery should have a parent—child component including substance use prevention
for the child.

***Ask participants what they think family recovery would look like. Create a family
recovery definition.
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Family-Centered Approach

Recognizes that addiction is a brain disease that
affects the entire family and that recovery and
well-being occurs in the context of the family. (adams, 2016; Bruns et at., 2012)

When child welfare workers and substance use treatment providers working with families with
substance use disorders recognize that substance use disorders are a brain disease rather than
a personal failing or chosen behavior, it can help to reduce stigma.

Reducing stigma ensures that clients are seen as whole people. Child welfare workers and
substance use treatment providers can identify client strengths and recognize opportunities to
improve parenting and support the parent—child relationship so that families can stay together
safely.

Viewing the family as a system requires a shift in thinking for child welfare workers who have
traditionally focused on their mission of safety and well-being of the child, and substance use
treatment providers, who traditionally have focused on treatment and recovery of the parent.

Child safety and parental recovery are critically linked to one another and must be addressed
holistically to ensure the best outcomes for the entire family.
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Principles of Family-Centered Treatment

« Treatment is comprehensive and inclusive of substance use disorder
treatment, clinical support services, and community supports for parents
and their families.

¢ The caretaker defines “family,” and treatment identifies and responds to
the effect of substance use disorders on every family member.

« Families are dynamic, and thus treatment must be dynamic.

« Conflict within families is resolvable, and treatment builds on family
strengths to improve management, well-being, and functioning.

« Cross-system coordination is necessary to meet complex family needs.

(Werner et al., 2007)

Currently, there is no universally accepted definition of “family-centered treatment.” Provider
approaches may differ along a continuum, from family involvement (a minimum standard of
service) to family-centered services (in which children or other family members may receive
their own services) to full comprehensive family-based treatment (in which all members of the
family have individualized case plans and share an integrated family plan).

Despite this variation, some common principles underlie family-centered treatment, including:

* |tis comprehensive and includes clinical treatment for substance use disorders, clinical
support services, and community supports for parents and their families. Services often
include recovery coaches or mentors, case management, aftercare services, access to co-
occurring services, or other identified needs for the parent and the family.

* |t focuses on the entire family unit as opposed to the individual parent with a substance
use disorder. Women/parents define their families and treatment identifies and responds
to the impact of substance use disorders on every family member.

* Treatment is based on the unique needs and resources of individual families.
* Families are dynamic, and thus treatment must be dynamic.

* Conflict within families is inevitable, but resolvable. Treatment offers whole-family services
that build on family members’ strengths to improve family management, well-being, and
functioning.

* Meeting complex family needs requires coordination across systems.
» Services must be gender-responsive and specific and culturally competent.

* Family-centered treatment requires an array of professionals and an environment of
mutual respect and shared training.

» Safety of all family members comes first.

* Treatment must support creation of healthy family systems.
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Benefits of Family-Centered Substance Use Disorder Treatment

ar

Mothers who participated in the Celebrating Families! Program
and received integrated case management showed significant
improvements in recovery, including reduced mental health
symptoms, reduction in risky behaviors, and longer program
retention (zweben et al., 2015).

Women who participated in programs that included a
“high” level of family and children’s services were
| twice as likely to reunify with their children as those who
participated in programs with a “low” level of these

SErvices (Grella, Hser, & Yang, 2006).
.

.

Retention and completion of comprehensive
| substance use treatment have been found to be
the strongest predictors of reunification with

children for parents with substance use disorders
(Green, Rockhill, & Furrer, 2007; Marsh, Smith, & Bruni, 2011).
BE L]

=

Review the outcomes of family-centered treatment.
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Collaboration
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Improving Communication:

No Single Agency Can Do This Alone

Improving the outcomes of children and families
affected by parental substance use requires a
coordinated response that draws from the talents
and resources of at least the following systems:

¢ Child welfare
* Substance use treatment

¢ Courts

* Health care

Better
Together

(Children and Family Futures, 2011)

We know that no agency can tackle the issue of substance use disorders and child
maltreatment on its own—it requires a coordinated response that draws on the talents and
resources of many agencies. Serving families with substance use disorders who are involved
with child welfare requires a response not just from child welfare, substance use treatment, and
the courts, but also from health care, early childhood, mental health, education, and other
community providers.
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The Need to Do Better for Families

@ @ @
[ X P
L) © N

1]
Substance use disorders Families affected by parental The lack of coordination and
can negatively affect a substance use disorders collaboration between child
parent’s ability to provide a have a lower likelihood of welfare agencies, community
stable, nurturing home and successful reunification partners, and substance use
environment. Of children in with their children, and their disorder treatment providers
care, an estimated 61% of children tend to stay in the undermines the
infants and 41% of older foster care system longer effectiveness of agencies’
children have at least one than children of parents response to families (Radel
parent who is using drugs without substance use etal., 2018).
or alcohol (Wulczyn, Ernst, disorders (Brook &
& Fisher, 2011). McDonald, 2009).

Child welfare workers, courts, substance use disorder treatment providers, and community
partners need to work together to address parents’ substance use disorders to prevent removal
and provide services to support child permanency with their families.

The process of engaging and retaining parents with substance use disorders in screening and
assessment, treatment, and in moving from treatment to lifelong recovery is multifaceted and
complex. This process requires input and services from a variety of providers, the child welfare
agency, and the court. Coordination by professionals across these disciplines will help parents
navigate the road to sustained recovery.
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Collaboration

Child welfare
workers

Substance
use
professionals

Mental health
professionals

Must collaborate to
develop a case
plan that is
mutually supportive
for their shared
client

Treatment providers and child welfare workers need to work together to improve outcomes for

families. This collaboration must happen with appropriate signed releases in place.

Collaboration can happen through in-person meetings, phone calls, and progress reports and

updates.
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Benefits of Collaboration

» Contributes to better outcomes and efficiencies in the
service delivery systems.

» The investment of time leads to better shared
understanding, improved planning efficiency, and more
effective monitoring of parental progress.

« Collaboration in case planning and information sharing
can include child welfare workers, substance use
treatment providers, mental health treatment providers,
court professionals and other related service
professionals.

Many of the parents in child welfare have substance use or mental health disorders, or both,
and we should also be clear that treatment and recovery are clearly in the best interest of their
children. Collaboration benefits parents, children, and families when child welfare workers
collaborate with treatment professionals to sustain and strengthen family relationships.

Building collaborative relationships with treatment agencies takes time, but the research shows
better outcomes for the clients. The investment will lead to a better understanding of these
families and the challenges they are facing, better planning, and more effective monitoring. In
the end, these partnerships will contribute to better outcomes for these families.
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Collaboration

« Collaboration can provide many benefits to families in treatment.

« Families experience benefits when child welfare workers understand the context
of the parent’s substance use and/or mental health disorders and how treatment
works.

« Collaboration promotes these benefits for families:
« Improves family engagement
 Improves planning and family outcomes
* Reduces family stress
* Helps families meet requirements

* Improves information sharing

(Center for Substance Abuse Treatment, 2004)

Families benefit when child welfare workers understand something of a parent’s substance use
and/or mental health disorder and how their treatment works—and when they collaborate with
the agencies that provide this treatment. Here are a few of the benefits:

Collaboration improves family engagement. Parents with substance use or mental health
disorders who are not involved in the child welfare system often know their children are in
trouble or endangered. They may avoid or leave treatment for fear of losing their children. When
child welfare workers and treatment professionals collaborate and can each explain to parents
how treatment can help them provide for their children's safety and well-being, this can help
engage and retain parents in the treatment process. This support is particularly important for
parents of infants and young children who may not have access to other helping adults.

Collaboration improves planning and enhances family outcomes. Parents with substance use or
mental health disorders are almost always affected by relationships with children, partners,
parents, and siblings, and may be dealing with trauma and co-occurring disorders as well.
Understanding the context of a parent's substance use or mental health disorder will help child
welfare workers work with treatment professionals to come up with approaches that can
improve the outcomes for children and families.

Collaboration reduces family stress. Parents with substance use or mental health disorders can
be stressed by their parenting responsibilities, which can actually contribute to abuse or neglect.
Child welfare workers can help these parents with strategies that will help them with their
responsibilities and prevent future abuse or neglect. This type of work can also reduce the
chance of relapse—and improve the chances of family reunification.

Collaboration helps families meet requirements. The requirements of child welfare and
dependency courts can differ from treatment requirements. This puts additional pressure on
parents who are trying to meet all the requirements, which can prompt relapse and jeopardize
the chance that they will meet these requirements. By communicating with the parent’s
treatment provider, child welfare workers can increase the provider's awareness of these
competing pressures, which will help parents meet federal and state timelines and achieve their
goals regarding their children.
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Collaboration improves information sharing. Treatment professionals are often asked to give
child welfare workers information about a person’s progress in treatment or to testify in court,
which raises issues of confidentiality. By collaborating with child welfare workers, treatment
professionals can identify how to share critical information that will help the parent without
violating confidentiality requirements.

Child welfare workers who work with parents with substance use disorders should develop a
good understanding of federal legislation and the state laws that are in place to carry out the
federal legislation. For example, you need to understand the federal substance use treatment
confidentiality regulations and Health Insurance Portability and Accountability Act (HIPAA)
privacy laws. See Module 7: Collaborating to Serve Parents with Substance Use Disorders for
more information on collaboration.
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Seven Collaborative Practice Strategies

1. Identification: A system of identifying families in need of substance use disorder treatment
Timely Access: Timely access to substance use disorder assessment and treatment services

Recovery Support Services: Increased management of recovery services and monitoring
compliance with treatment

4. Comprehensive Family Services: Two-generation family-centered services that improve
parent—child relationships

5. Increased Judicial and Administrative Oversight: More frequent contact with parents, with
a family focus to interventions

6. Cross-Systems Response: Systematic response for participants based on contingency
contracting methods

7. Collaborative Structures: Collaborative non-adversarial approach grounded in efficient
communication across service systems and the courts

(National Center on Substance Abuse and Child Welfare, 2014, 2016;
U.S. Department of Health and Human Services, 2013)

The National Center on Substance Abuse and Child Welfare has identified seven collaborative
practice strategies that lead to positive outcomes for families. These strategies have emerged
from work with family drug courts and other child welfare services innovations in key federal
initiatives, including the Regional Partnership Grant (RPG) Program and Children Affected by
Methamphetamine (CAM) Program.

These strategies include:

Identification: A system of identifying families in need of substance use disorder
treatment

Timely Access: Timely access to substance use disorder assessment and treatment
services

Recovery Support Services: Increased management of recovery services and
monitoring compliance with treatment

Comprehensive Family Services: Two-generation family-centered services that
improve parent—child relationships

Increased Judicial and Administrative Oversight: More frequent contact with parents
with a family focus to interventions

Cross-Systems Response: Systematic response for participants based on contingency
contracting methods

Collaborative Structures: Collaborative non-adversarial approach grounded in efficient
communication across service systems and the courts

Improving staff training, partnering with providers, and sharing information all contribute to a
collaborative approach across systems. A collaborative approach can more effectively meet the
needs of the families we serve.
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