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Introduction

For more than a decade, studies have suggested that a sizable majority of the
families involved in child welfare services are affected by parental substance use
disorders. With the passage of the Federal Adoption and Safe Families Act (ASFA,
Public Law 105-89, 1997), the complex issues of parents with a substance use
disorder who are involved with the child welfare system have become the focus

of increased attention. Under ASFA, parents have limited time to comply with
reunification requirements, including attaining and demonstrating recovery from
their addiction and safely care for their children, or face permanent termination of
their parental rights. Given the historical low rates of reunification and extended
duration of foster care placements for families with substance use disorders, these
families are likely to compose most of the families affected by this legislation.!2
In addition, since substance abuse treatment can be a lengthy process and the
recovery process often takes longer than is allowed under the ASFA timelines, it
is important that substance-abusing parents be engaged in treatment as soon as
possible. As a result, finding effective ways to address concurrent substance use
and child maltreatment problems in families has taken on renewed importance.

Historically, a lack of coordination and collaboration has hindered the ability of
child welfare, substance abuse treatment, and family/dependency court systems

to support these families.3>* Although the courts that have jurisdiction in cases of
child abuse and/or neglect operate under various names (e.g., dependency, family,
or juvenile), for the purposes of this paper they are referred to as dependency
courts. The systems operate under different, even conflicting, mandates, priorities,
timelines, and definitions of the primary parent, and each system has different
goals and definitions of success. One of the primary emphases in discussions of how
to best meet the needs of families affected by substance use disorders under ASFA
has been on strengthening the collaborative relationships between the child welfare
system, the substance abuse treatment agencies, and the courts. Coordinated
efforts among child welfare caseworkers, treatment providers, and dependency
courts are proposed as keys to timely access to appropriate treatment services,
parent participation in child welfare and treatment services, and quality follow-up
support.>®

Models of collaborative intervention vary widely in emphasis. They include such
innovations as co-location of substance abuse specialists in child welfare offices or
dependency courts, dependency drug courts, joint case management and planning,
official committees to guide collaborative efforts, wraparound services, improved
cross-system communication protocols, and cross-agency training of staff.

However, there are few empirical studies on the effectiveness of these collaborative
models. Available research suggests that the collaborative process functions

to provide a variety of supports to parents and has an important impact on

service systems. A recent study by Green and colleagues’ found that successful
collaboration helps to ensure that parents are not overwhelmed by the multiple
demands and requirements of their case plans. In addition, collaboration indirectly
supports parents by improving the ability of providers to work together on the



parents’ behalf. This collaborative process includes such functions as providing a
bigger resource base from which to offer needed services, helping providers to
better monitor case progress, providing additional services and supports when
parents are struggling, improving the coordination and timing of services, and
holding providers accountable to each other. Successful collaboration has also been
found to influence case outcomes by improving the ability of key stakeholders to
make good decisions because of the availability of timely, comprehensive, and
accurate information.®

To generate new knowledge about innovative and effective child welfare practices,
Public Law 103-432 (authorized by Congress in 1994) introduced the concept

of Federal waivers to child welfare programs. The introduction of Federal child
welfare waivers mainly impacts Title IV-E, which is the Foster Care and Adoption
Assistance Program. Since 1996, 17 States have implemented 25 child welfare
waiver demonstrations. Four of those States (Delaware, New Hampshire, Illinois,
and Maryland) were granted waivers to demonstrate new approaches to families
with substance use disorders. Delaware co-located privately contracted substance
abuse counselors with child protection managers in county child welfare offices. The
substance abuse counselors were responsible for linking parents to treatment and
for providing support services to parents while they awaited treatment. Through
New Hampshire’s waiver demonstration, licensed substance abuse counselors
worked with child welfare workers in an advisory and supportive capacity and used
their skills to provide training, assessment, treatment, and case management
services. Illinois’s demonstration focused on treatment retention and recovery for
parents who lost custody of their children because of substance abuse disorders.
The Illinois model incorporated a proactive intensive services model in which
privately contracted case management specialists directly engaged families
throughout the treatment process and provided post-treatment support. Maryland
planned to implement a collaborative case management model in which privately
contracted substance abuse specialists would work with child welfare workers,
parent aides, and volunteer mentors to assess the needs of family members and to
determine appropriate treatment options. The Maryland demonstration waiver was
terminated before its full implementation because of various competing priorities
and implementation issues. Table 1 at the end of the Appendix describes additional
characteristics of the first three waiver demonstration sites, Delaware, New
Hampshire, and Illinois.

Results from the Federal waiver demonstrations found that substance abuse-child
welfare collaborations were most successful when backed by strong managerial
support. Successful demonstrations were found to require careful service
coordination and consistent communication between substance abuse specialists
and child welfare staff. The mere co-location of substance abuse specialists in

child welfare offices did not ensure that workers communicated about their cases.
Successful collaboration requires the establishment of formal systems to share case
information and to keep all staff informed about caregiver progress. In addition,
adequate and appropriate substance abuse treatment resources need to be
available to parents.



Purpose of This Paper

This paper focuses on one particular model of collaboration, the placing of
substance abuse specialists in either child welfare offices or dependency courts.
The purpose of co-locating substance abuse specialists is to ensure that parents are
assessed as quickly as possible, to improve parent engagement and retention in
treatment, to streamline entry into treatment, and to provide consultation to child
welfare and dependency court workers.® In addition to briefly describing substance
abuse specialist programs and their various components, this paper includes
findings from eight qualitative interviews of programs that place substance abuse
specialists in child welfare offices or dependency courts. The interviews highlight
ways in which early decisions about the program’s collaborative structure influence
other design decisions. Understanding how design decisions are related to one
another can help jurisdictions to systematically create substance abuse specialist
programs that best meet their specific needs and use resources most efficiently.
This information is intended to provide those interested in creating a substance
abuse specialist program with valuable data on programmatic and collaborative
structures, lessons learned about program design, problems or challenges faced
by these programs, and how the issues were resolved. Table 1 at the end of the
appendix includes a summary of key components of the programs.

Programmatic and Collaborative Structures of Substance
Abuse Specialist Programs

Co-located substance abuse specialist programs vary, each having their own

unique programmatic and collaborative structures. The programmatic structure is
based on a variety of underlying concepts and arrangements, such as the overall
purpose of the program, the roles and responsibilities of substance abuse specialist
staff, and the locations and settings of the programs. The collaborative structure
includes concepts such as the underlying values and principles guiding the program;
funding; staff development, training, and supervision; and joint accountability,
outcomes, and evaluation. A more detailed description of each programmatic and
collaborative structure follows.

Programmatic Structure
Purpose of the Program

The type of substance abuse specialist program that is designed and implemented
varies depending on its purpose. Some programs are begun with the purpose of
building linkages and improving communication and collaboration between systems.
Other programs hope to improve parents’ access to assessment and treatment,
whereas others might design substance abuse specialist programs to improve the
ability of child welfare and court staff to manage their caseloads. Some programs
are designed with all three purposes in mind.



Roles and Responsibilities

The roles and responsibilities of the substance abuse specialist vary and depend
on the purpose of the program. If the purpose is building linkages and improving
communication and collaboration between systems, the substance abuse specialist
often serves as a formal liaison and is responsible for building and enhancing the
relationships between the systems. If the purpose is to improve parents’ access to
assessment and treatment, the specialist may serve as a treatment broker or as a
front-line service provider. If the purpose of the program is to improve the ability
of child welfare and court staff to manage caseloads in which substance abuse is
a factor, the substance abuse specialist may serve as an advisor about the nature
of substance use disorders as they relate to all parents and, at times, individual
families.

Locations and Settings

Some programs have chosen to assign a substance abuse specialist to regional
child welfare offices, for example Connecticut’s Project SAFE (Substance Abuse

and Family Education). This specialist, who is a child welfare employee, provides
consultation and training to child welfare workers, as well as interventions with
parents. Similarly, Delaware’s Title IV-E Waiver Demonstration used Title IV-E
funds to hire substance abuse specialists in each of its three child welfare offices.
These specialists conduct substance abuse assessments, identify treatment options,
monitor parent treatment entry to improve retention, and provide consultation to
child welfare workers. In contrast, some programs place substance abuse specialists
in units within the agency for specific functions. Examples of these arrangements
include workers placed in child welfare investigation units.

Substance abuse specialists are also located in child welfare offices or dependency
courts as full- or part-time substance abuse

treatment agency employees or contract staff.
This type of connection with the substance States’ experience indicates
abuse treatment agency can facilitate the that successful collaboration
service integration and treatment referral . .

process. As dedicated staff, the specialists requires the establishment of
are the direct linkage to treatment provider formal systems to share case
agencies that can strengthen relationships information and to keep all
with treatment providers, facilitate ongoing staff informed about caregiver
case monitoring, and maintain cross-system

professional relationships. progress. Adequate and

i appropriate substance abuse
Collaborative Structure treatment resources also need

Underlying Values and Principles to be available to parents.

Each partner enters the collaboration with its
own perspective and particular assumptions
about the mission and mandates of the other partners. Agencies seeking a
partnership often have different perspectives on whether substance abusers can



be effective parents; whether the client is the parent, child, or family; and whether
the goal is child safety, family preservation, or economic self-sufficiency. Unless
these differences are identified and addressed, collaborative agencies may find it
difficult to reach agreement on issues related to the program-structured elements.
Often the values and definitional issues, such as who is viewed as the primary
parent, affect the ways in which staff work across agencies’ boundaries. Developing
common principles of how the child welfare and substance abuse treatment
agencies and staff will work together to best serve the parents in each of their
caseloads is critical. Program designers must consider how they will secure each
system’s buy-in to a shared set of values and principles that drive the outcomes to
be measured.

Funding

As jurisdictions move to create substance abuse specialist programs, professionals
engaged in program design find that they are dealing with scarce resources.
Contracting with a local substance abuse treatment provider may provide some
cost efficiencies rather than having the specialist be employed by the child welfare
agency. However, the financing strategies employed to provide the specialist
program are often locally determined based on unique community influences. The
strategies have included State funds, Federal child welfare and substance abuse
treatment funds, and local investments.

Staff Development, Training, and Supervision

Child welfare, dependency court, and substance abuse treatment workers must
address the complex needs and build on the strengths of their shared parents.

To accomplish these goals, they need to continually improve their knowledge and
skills through staff development and to receive ongoing interdisciplinary training
and supervision. Conventional training in which professionals learn about their own
roles and responsibilities without an appreciation for the cross-system roles and
the ways to work appropriately in interdisciplinary teams may deepen any divisions
between agency staff. Therefore, workers may participate in the cross-agency
training program. For example, substance abuse staff may attend the child welfare
New Worker Training. Staff supervision is also an important aspect of the programs,
and various relationships have been implemented. Some programs have used a
dual supervision approach with both agencies, others have contracted with service
providers for supervision, and others use child welfare staff for supervision.

Joint Accountability, Outcomes, and Evaluation

Jointly developed outcomes are the best indicators that the agencies agree on the
goals of their partnership and how to measure their progress toward achieving
those goals. Agreement on accountability and outcomes means that the partners
continue to measure their progress using their own, different measures of program
success (e.g., treatment retention or child safety) while also agreeing to measure
and report their collective effectiveness (e.g., family stability or reduction in re-
occurrence of child neglect). The extent of focus on both the outcomes and the
issues for data collection and monitoring varies significantly across programs.



Programs Interviewed

There were seven programs included in our review: (1) Connecticut’s Substance
Abuse Specialists; (2) Massachusetts’ Substance Abuse Regional Coordinators
Program; (3) Washington’s Substance Abuse Services Initiative; (4) Sacramento
County’s Early Intervention Specialists and Specialized Treatment and Recovery
Services; and, programs that were Title IV-E Waiver Demonstrations; (5)
Delaware’s Substance Abuse Counselors Program; (6) New Hampshire’s Project
First Step, and (7) Illinois’s Recovery Coach Program. These programs were
selected for interviews because they are some of the Nation’s most well-established
substance abuse specialist programs.

Methodology

Qualitative interviews were conducted with key informants from the child welfare,
substance abuse treatment, and dependency court systems. The key informants
were those responsible for managing the substance abuse specialist program

in their jurisdictions. Respondents were contacted by telephone and asked to
participate in a 1-hour telephone interview.

The semi-structured interview was generally based on open-ended questions
including a number of questions related to programmatic structure (i.e., purpose,
roles and responsibilities, and locations and settings), collaborative structure

(i.e., underlying values and principles; funding; staff development, training, and
supervision; and joint accountability, outcomes, and evaluation), and lessons
learned. Table 1, on page 45, provides a matrix of commonalities and differences
among programs based on the programmatic and collaborative structures identified.

Results

This section describes the lessons learned in the sites with substance abuse
specialist programs that were interviewed for this paper and examines 10 key areas
or “critical factors” in the operation of the substance abuse specialist program.

1. Training: Understanding How to Use the Specialist

Child welfare offices and courts use the substance abuse specialist in a number

of ways. In each program, the teams have determined the community’s specific
needs for the program. In some sites, the specialist provides initial screening to

all new parents and then conducts follow-up evaluations as clinically indicated;
other systems require that all parents participate in an evaluation by the specialist.
In at least one program, the specialist is responsible for conducting face-to-face
evaluations only for those parents who are referred by either the court or the child
welfare system. It is important that the child welfare and court professionals who
interact with the specialists clearly understand and receive training on how and
when to access the specialist’s expertise.



In many sites, substance abuse specialists work closely with a multidisciplinary
team to assist the child welfare worker and/or the court in managing parent

cases and ensuring that parents are receiving needed resources. Specialists may

be involved in the day-to-day communication with the parent and often serve as
content experts in child welfare investigations. Interviewees in two sites noted the
importance of having the same substance abuse specialist involved with parents
throughout the length of their cases. Regardless of the way in which the specialist is
used, it is important that each program retain the flexibility to develop the system
that works for its local community needs.

2. Training: Cross-Training Multisystem Staff

Cross-training the multisystem providers (child welfare professionals, court staff,
and substance abuse coaches and counselors) is of vital importance to the success
of the program. Cross-training supports team building, sets the context within
which the providers are to operate, and establishes mutual expectations. This is
separate from training child welfare and court professionals on the mechanics of
how to use the specific services of substance abuse specialists. Cross-training
promotes the success of a substance abuse specialist program because all cross-
trained participants agree on joint accountability, outcomes, and evaluation. All
team members also should have an overall understanding of ASFA and how the
deadlines affect the treatment timeline, as well as their professional role in helping
the parent navigate the timeline successfully. Cross-training for all team members
generally includes providing information and promoting skills to work with trauma
and its effects on women and children, as well as providing appropriate screening,
assessment, and access to community resources.

3. Specialists’ Background and Expertise

In addition to their high level of commitment to the position and to the
multidisciplinary team, the skill set and attributes of the specialist are critical to the
success of the program. It is important that each specialist have knowledge about,
and respect for, the child welfare system and the court, including the institutional
history and the core values of both partners. Interviewees also recommended that
specialists receive specific ongoing training in their field of expertise. Personal
characteristics of a successful substance abuse specialist included having a “never
give up” attitude, expertise in substance use and related disorders, expertise in
children and family issues including relevant laws, close ties to the community,
and excellent communication and follow-through skills. One difficulty noted by
interviewees from three sites was that hiring qualified specialists can be time
consuming.

Interviewees agreed that the placement of a substance abuse specialist should

not be a random assignment of counselors who are sent to conduct treatment
assessments in the child welfare office or the court. Finding the right specialist who
has a strong background in substance use disorders and its related conditions, and
who possesses the preferred attributes described by these seven programs, can
make a significant impact on the success of the programs.



4. Support of Leadership Across Systems

All of the seven program interviewees expressed the importance of having the
support of top leadership across each of the agencies. Program success and
sustainability requires that buy-in for the cross-system collaboration occur at

all levels of each department and organization. This requirement was noted

as especially important in the child welfare system. In most sites, the system
administrators worked together to develop an overall framework for their staff to
build on during program development, including a set of shared outcomes.

In addition to the top-level agency support, program coordinators ensure that their
department supervisors stay informed about the work and utility of the substance
abuse specialist. Regular communication between systems can ensure that the
leadership understands the roles and responsibilities of the staff who are carrying
out the day-to-day activities of the program.

5. Collaborative Relationships

Interviewees also stated that it is imperative that the systems involved in
operating and monitoring a substance abuse specialist program develop a set of
joint values and principles to formalize and guide the collaborative relationships.
They found these joint values and principles were essential to the ongoing
planning and implementation of the programs. Whenever possible, there were
formal partnerships whereby agencies and community organizations have written
agreements to collaborate and share responsibility for ensuring that parents have
access to needed resources.

It is crucial to involve stakeholders such as the courts, domestic violence
counselors, and other community providers in the process as early as possible and
to engage them in the dialogue about cross-system collaboration. Involvement

of the different systems that are typically needed by the target population,
including mental health treatment agencies, child care, housing, and vocational
and educational resources, is also important. Interviewees noted that generating
the necessary buy-in from each of the different systems to develop joint values
and principles and to formalize collaborative relationships can be a slow process.
However, the result of this process sets the context within which substance abuse
specialists and other providers are to operate and be successful.

6. Space and Location of the Specialist

The multisystem program development team often decides on the space and
location of the substance abuse specialist. In many situations, the substance

abuse specialist is co-located in the child welfare office and strategically placed in

a visible location. In other situations, the specialist is co-located in the court and
has a visible presence in the child welfare office on a regular basis. One interviewee
stressed that the host office, generally the child welfare office, must be willing

to take deliberate steps to incorporate the specialist into the office environment.
These steps may include introducing the specialists and clarifying their roles



and responsibilities to supervisors and other staff members and disseminating
information on how to access the services of the specialist.

7. Communication and Information-Sharing Protocols

Regular and effective communication between the substance abuse specialist, the
child welfare staff, court staff and attorneys, and the other community providers is
essential to the success of the program. The demands of the position should allow
time for regular contact with other team members including time for information
sharing through scheduled meetings, daily communication, and team building. In
addition, clear understanding of the roles and responsibilities of the various team
members, as well as a communication protocol, was suggested as essential for
effective communication.

8. Sustainable and Flexible Funding Sources

It is important to ensure that there are adequate and reliable resources to operate
the program and to create a strong sense of ownership in its ongoing success.
Budgeting and sustainability planning for this type of collaboration should include
representatives and funding from each of the systems involved.

There is a need to ensure sufficient stability in the program funding to attract
full-time professionals who are passionate about their investment in the
multidisciplinary team concept and in the target population they serve. Staffing
the substance abuse specialist positions with either short-term funding allocations
or grants will make it difficult to attract and hire well-qualified and motivated
personnel. In addition, funding for the program needs to be flexible and allow for
program revisions that arise as the needs of the system change over time.

9. Evaluation

Interviewees noted the importance of evaluation in two key ways. First, evaluation
is critical to understanding the successes and challenges of the substance abuse
specialist program and allows for program revisions as needed. Second, positive
evaluation results justify the existence of the substance abuse specialist program
and generate continued and additional support for the program.

Funding must include the resources needed to support data collection and outcomes
management. Standardizing certain instruments, such as screening or evaluation,
can reduce costs and provide valuable information necessary for a thorough
evaluation. The evaluation of the substance abuse specialist program will provide a
solid foundation for quality improvement and for building program sustainability.



10. Access to Treatment Services

Access to treatment services after the initial evaluation or assessment is a critical
component for success. Interviewees described access as the general availability
of appropriate treatment services in the community, and emphasized the role that
substance abuse specialists can play in directly or indirectly facilitating parent
screening, assessment, and engagement in services. In at least one program,
eligibility periods for accessing the services of the specialists were extended

from the first 90 days of the case to 6 months to allow for the establishment of
relationships between the parent and the caseworker, and with multiple systems.

If planning and initial implementation of the substance abuse specialist program
indicate a potential increased number of individuals accessing services, it is also
important that treatment services have the resources and capacity to meet the
potential increases. These treatment services also need to include ancillary services
that address families’ needs. Table 1 summarizes the substance abuse specialist
programs across the sites interviewed for this paper.
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Appendix A: Case Studies

Connecticut: Substance Abuse Specialists

Background and Purpose

In 1989, a class action lawsuit [Juan F. v. O'Neill] was filed against the Connecticut
Department of Children and Families (DCF) alleging that DCF was grossly
underfunded and understaffed, child abuse complaints were not investigated,

high caseloads overwhelmed social workers, and the dwindling supply of foster
parents was underpaid and inadequately trained. Plaintiffs brought claims under
the reasonable efforts provisions of Title IV-E, the Due Process Clause. The lawsuit
resulted in a comprehensive consent decree in 1991 covering all areas of policy,
management, procedures, and operation of the department’s child protective
services.

Connecticut addressed these issues by, in part, developing and implementing
Project SAFE (Substance Abuse and Family Education) in 1995 to improve the child
protection system. Project SAFE provides a direct link between the child protection
system and the adult substance abuse treatment system statewide. The program
provides centralized intake procedures and priority access to substance abuse
evaluations, drug screenings, and outpatient treatment services. Because of this
collaborative program, direct-line social work staff in DCF have the ability to secure
timely substance abuse evaluations and screenings for cases in which substance
abuse issues are identified.

At the time Project SAFE was created, DCF began hiring substance abuse specialists
to serve as consultants and provide expertise and training to its social workers.

Roles and Responsibilities

Substance abuse specialists provide consultation, expertise, and training to child
welfare workers to improve the workers’ practice and to provide brief interventions
for families. The roles and responsibilities vary to meet the different needs of the
population served in each area of the State. Examples of roles and responsibilities
include (1) home visiting with child welfare workers, (2) collaborating with
adolescent and adult treatment providers, (3) interpreting drug screening results
for the child welfare workers, and (4) consulting with the workers about referrals to
treatment providers. Specialists were involved in 70-80 percent of the 1,978 DCF
neglect cases in 2006 for which substance abuse treatment was indicated.

Connecticut has been exploring Illinois’ recovery coach model as a way to better
engage clients and provide more outreach. This exploration arises from concern
about how to help more DCF clients engage in and complete treatment. Currently,
child welfare workers and substance abuse specialists work together to provide
clients with treatment referrals, but subsequent treatment entry is not ensured.

12



Locations and Settings

Connecticut is a State-administered child welfare system comprising 15 area
offices, divided according to towns, cities, and population clusters. Each area office
director determines the number of substance abuse specialists needed for his or
her area. There are eight to nine total substance abuse specialists in Connecticut. A
specialist may serve more than one area.

In each area, the substance abuse specialist is one member of the Area Resource
Group, a clinical team that includes a registered nurse and children’s mental health
professionals, including at least one clinical social worker and a psychologist.

Underlying Values and Principles

Under Project SAFE, a Memorandum of Agreement between DCF and the
Department of Mental Health and Addiction Services (DMHAS) was developed
that provides policy-level guidance for specialists and child welfare workers when
working with DMHAS-funded treatment providers. Through the agreement, DCF
clients receive assistance from the specialists and workers with gaining access to
drug tests, evaluations, and outpatient treatment.

On the practice level, however, philosophical differences may remain in whether
the client is the parent, child, or family, and whether the goal is child safety,

family preservation, or parent recovery. Because of the differing values, some

child welfare workers avoid substance abuse specialists, whereas others have
productive relationships with them. Successful collaborations result in child welfare
workers and substance abuse specialists working on cases together, focused on the
children’s needs, the family’s needs, and the parents’ treatment needs.

Funding

Because of the consent decree, the State of Connecticut allocates funds to DCF
to pay for 67 unionized clinical specialists with expertise in clinical social work,
nursing, substance abuse, children’s mental health, and family and clinical
psychology. Specialists’ salaries range from $45,000-$68,000 plus benefits
negotiated in the collective bargaining agreement.

Substance abuse specialists are hired by DCF and are employed by the State of

Connecticut. DCF pays the specialists from the State allocation. Specialists have the
same job class as clinical social workers and are members of the health care union.

13



Staff Development, Training, and Supervision

DCF State substance abuse specialists must be licensed clinical social workers

with additional licensure or certification in alcohol and other drug counseling.

The requirement for additional certification can be waived if the candidate has
experience working with the substance abuse treatment system. Statewide, there is
a shortage of licensed professionals who are qualified to fill these positions, which
has led to DMHAS and treatment providers hiring staff without substance abuse
credentials.

When substance abuse specialists were first introduced in the early 1990s, child
welfare workers and providers experienced a learning curve on how to use the
specialists appropriately. The specialists provided cross-training to child welfare
workers and providers to help them understand the role and functions of the
specialists. Today, many DCF area offices view the worker, provider, and specialist
as a “treatment team.” In addition, DCF is moving toward a model of training that
will provide child welfare workers with an understanding of substance use disorders,
treatment, and recovery.

Specialists report to their respective DCF area office director, who is responsible for
determining the specialist’s responsibilities. The DCF area office directors supervise
the specialists, which includes providing ongoing training, coaching, improving
knowledge and clinical skills, and providing other necessary support to improve
clinical outcomes for children and families. Specialists are required to maintain their
licensure and certifications.

Joint Accountability, Outcomes, and Evaluation

Since introducing substance abuse specialists, DCF has collected activity data
including the number, frequency, and type of consultations provided by the
substance abuse specialists on each case. In addition, DCF collects data on triage,
case conferencing, tracking, and case management.

Each area office collects data at the area level. However, the data are not
standardized and are therefore difficult to analyze on a statewide, aggregate basis.
To address this challenge, DCF has implemented the use of the Global Assessment
of Individual Needs - Short Screener (GAIN-SS), a standardized screening for co-
occurring disorders to be conducted by child welfare workers. Substance abuse
specialists train child welfare workers to use the GAIN-SS instrument. Recently, DCF
began providing specialists information on the extent of GAIN-SS usage and the
training and technical assistance needs among workers in specific area offices.

CONTACT: Peter Panzarella, Director of Substance Abuse Services
Connecticut Department of Children and Families

Phone: 860-550-6527

E-mail: peter.panzarella@po.state.ct.us
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Delaware: Substance Abuse Counselors Program

Background and Purpose

In 1996, the U.S. Department of Health and Human Services granted the Delaware
Department of Services for Children, Youth, and Their Families’ Division of Family
Services (DFS) approval to implement a Title IV-E Waiver Demonstration Project.
The purpose of Delaware’s 5-year waiver demonstration was to reduce the cost

of out-of-home care by focusing on early identification of parental substance

use disorders and substance abuse treatment service referrals. Before the
demonstration project, DFS had limited access to substance abuse counselors.

DFS applied for the waiver demonstration with the intent of using the expertise

of substance abuse treatment counselors to reduce removals of children from the
home or facilitate reunification of families with substance use disorders.

Although all child welfare workers received 3 days of training related to substance
abuse, they had limited hands-on experience in working with these issues. The
substance abuse counselors, however, were familiar with the treatment network,
both within and outside of Delaware (e.g., Philadelphia and Maryland), had contacts
in an array of treatment agencies, and understood the variety of programs offered
by each agency (e.g., perinatal, methadone, and adolescent). With the support of
the substance abuse treatment counselors, parents were provided with referrals
that better reflected their individual and treatment needs.

In addition, child welfare workers experienced difficulty in negotiating the managed
care system that governs a significant portion of the substance abuse treatment
network. One of the biggest challenges was navigating Medicaid and managed

care preauthorization specifications regarding treatment length and coverage and
determining which treatment agencies accepted Medicaid. The Title IV-E waiver
provided an opportunity for DFS to use substance abuse counselors who were
familiar with the managed care system.

In the evaluation results, the Waiver Demonstration Project was not cost-neutral,
nor did it demonstrate cost savings. As a result, the demonstration project was
terminated in December 2001. Although Federal funding for the project ceased,
DFS, substance abuse treatment agencies, child welfare workers, and courts saw
the value in using substance abuse counselors who could assess and connect clients
to appropriate treatment in a timely manner. The juvenile court wrote letters to DFS
praising the expertise of counselors in helping parents to complete treatment. DFS
also received letters from clients testifying to the positive impact the counselors
made on their lives. As a result, DFS decided to continue the Substance Abuse
Counselors Program using non-Federal Title IV-E sources.
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Roles and Responsibilities

The primary roles and responsibilities of the substance abuse counselors include
providing consultation, evaluations, referrals, linkages, and case management
services to adult DFS clients who may have a substance use disorder. Specifically,
the substance abuse counselors fulfill the following responsibilities:

Collaborate with treatment units;

Provide consultation services to child welfare investigation units;
Identify clients with suspected or documented substance use disorders;
Conduct home visits with the DFS social worker or on their own;

LN

Refer clients with suspected or documented substance use disorders to a
substance abuse treatment agency for an assessment;

6. Link and monitor substance abuse treatment services provided by substance
abuse treatment agencies;

7. Provide continued support to clients while the client is engaged in
treatment;

8. Coordinate services and case monitoring with the DFS social worker;

9. Keep DFS informed of activities and status of the client;

10. Participate in child safety decisions;

11. Participate in case conferences and jointly develop case plans with DFS;

12. Enter notes summarizing client contacts into the DFS computerized case
management system known as FACTS (Family and Child Tracking System);

13. Conduct or arrange random urine screenings for clients as needed (to be
determined by either the substance abuse counselor or the DFS social
worker);

14. Testify in court as needed (if proper subpoenas have been issued); and

15. Provide quarterly “brown bag” seminars to DFS staff to cover a variety of
timely substance abuse issues. Recently, seminar topics have included how
to recognize whether clients may be using methamphetamine or heroin.
Attendance is voluntary; however, many DFS staff attend because of the
useful information provided.

DFS and treatment unit supervisors emphasize the need for the counselors to work
flexible hours to accommodate the child welfare aspects of the case (i.e., visitations
and home visits). Substance abuse counselors consult with an average of 15 DFS
caseworkers and carry caseloads ranging from 26-37 families.
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Locations and Settings

Delaware has three counties and four regional child welfare offices—one office each
in Sussex and Kent counties and two offices in New Castle county. There is one
substance abuse counselor assigned to each region. DFS contracts with community-
based substance abuse treatment agencies in each region to employ the substance
abuse counselors and to provide clinical oversight. The DFS treatment program
manager is involved in interviewing these potential substance abuse counselors.

The substance abuse counselors are co-located in the community-based substance
abuse treatment and agency with DFS treatment staff in each of the four regional
DFS offices. DFS provides each substance abuse counselor with office space, a
computer, a telephone, and a State vehicle. By co-locating the substance abuse
counselors with DFS staff, the counselors are available either to accompany DFS
staff on home visits and to case conferences or to provide consultation to DSF staff.
The counselors are considered part of their respective DFS treatment units and are
included in all unit meetings.

Underlying Values and Principles

In 1998, DFS sighed a Memorandum of Understanding with Delaware Health
and Social Services, Division of Substance Abuse and Mental Health (DSAMH),
to ensure that every DFS client is given priority status to receive a substance
abuse assessment. Although this arrangement was made independently of the
demonstration project, it provided the foundation for building shared values and
principles between agencies.

Several aspects of the program design have helped build a shared set of values
between child welfare and substance abuse systems. For example, new substance
abuse counselors must complete a 6-month DFS New Worker Training protocol
before they can carry a caseload. Through the DFS New Worker Training, the
substance abuse counselors learn child welfare and safety issues as well as DFS
policies and procedures. The counselors, having gone through New Worker Training,
understand where differences in values can easily cause misunderstandings
between the child welfare and substance abuse treatment systems. The DFS
treatment program manager conducts trainings for all treatment agencies in the
State on DFS’s Child Protection Registry, child welfare timeframes (Adoption and
Safe Families Act), substance abuse, treatment, and recovery.

Funding

DFS contracts with these substance abuse agencies to hire the certified substance
abuse counselors. DFS transfers funds to the agencies in exchange for their
employment, training, and supervision of counselors. Since DFS funds the
Substance Abuse Counselors Program, DFS establishes the terms and conditions
of contracts with the agencies. When the Title IV-E Waiver Demonstration Project
ended, DFS reallocated funding from other treatment contracts to continue the
Substance Abuse Counselors Program.
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DFS spends approximately $150,000 annually on the substance abuse counselors’
salaries, health insurance, Federal Insurance Contributions Act taxes, association
dues, conference fees, and urinalysis screenings. The contracts between DFS and
the substance abuse treatment agencies are the cost-reimbursement type. As
such, the agencies submit invoices to DFS each month to cover monthly expenses
incurred by the substance abuse counselors. The substance abuse counselors have
access to a State vehicle; DFS absorbs the cost of State vehicle use.

Staff Development, Training, and Supervision

Substance abuse counselors must maintain a current certification in drug and
alcohol counseling (CDAC) and must receive clinical supervision by a credentialed
supervisor. The treatment agencies that employ the counselors have their own
desired qualifications and requirements based on the populations they serve.

As discussed previously, new substance abuse counselors must complete the DFS
New Worker Training protocol. The DFS treatment program manager provides
opportunities for additional in-service training as well. All counselors must maintain
their CDAC certification, and some treatment agencies require additional training.

Delaware uses a dual supervision model to train and supervise counselors. The
substance abuse treatment agencies provide a credentialed supervisor to conduct
ongoing clinical supervision and training of the counselors. DFS provides supervision
for the child welfare aspects of each counselor’s cases. The DFS treatment program
manager and the DSAMH director of drug and alcohol services coordinate and
facilitate quarterly meetings with all parties involved in the Substance Abuse
Counselors Program (DFS, DSAMH, treatment agencies, and counselors). At the
quarterly meetings, these parties review and discuss any systemic issues and
concerns and develop programmatic improvement strategies.

Joint Accountability, Outcomes, and Evaluation
Since 1996, the DFS Treatment Program Manager has collected data monthly, from
the substance abuse counselors, summarizing their caseload and the status of each
client. The data collected are as follows:
e Date each case is referred by child welfare to the substance abuse counselor;
e Date of the counselor’s first contact with the client;
e Whether the client was referred to a treatment agency;
e Whether the client attended treatment/scheduled appointments;

e Duration of treatment episode;

e Existence of co-occurring mental health disorders and domestic violence
issues;
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e Whether the client was in substance abuse treatment at the time of referral;
e Whether the children were placed in out-of-home care;

o Identified barriers to success; and

e The client’s current prognosis.

In evaluating a client’s current prognosis, the counselors select one of the following
choices:

e Excellent: Client connected to treatment, consistent negative urines, and
improvement in functioning noted;

e Good: Client attended evaluation, appears to be motivated toward treatment,
mostly negative urines, and little improvement in functioning noted;

¢ Fair: Client attended evaluation, little motivation toward treatment, some
negative urines, and little improvement in functioning noted; and

e Poor: Client did not attend evaluation, no motivation toward treatment, no
negative urines, and no improvement in functioning noted.

If a counselor gives a client a prognosis of “fair” or “poor,” the counselor will
increase efforts to engage the client through more frequent contact and potentially
increasing the level of structure in the substance abuse treatment program for the
parent.

DFS’s budget does not allocate money for an independent program evaluation.
Thus, given limited evaluation resources, the first analysis of the post-
demonstration project data was completed in 2006 by a graduate student/research
assistant. The results indicated that in 2005, 24 percent of parents working with
the substance abuse counselors completed a treatment program. Because of the
evaluation, DFS, the treatment agencies, and the substance abuse counselors

are developing strategies to improve the treatment retention rates among DFS
clients. For example, peer mentors have been suggested as a possible additional
component of the program.

CONTACT: JoAnn Bruch, Treatment Program Manager

Division of Family Services

Delaware Department of Services for Children, Youth, and Their Families
Phone: 302-633-2690

E-mail: Joann.Bruch@state.de.us
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Illinois: Recovery Coach Program

Background and Purpose

The Recovery Coach Program in Illinois emerged from a history of collaborative
efforts focused on improving services for substance-affected families in child
welfare. In 1986, the Department of Children and Family Services (DCFS) and the
Department of Human Services (DHS), Division of Alcoholism and Substance Abuse
(DASA), launched Project SAFE (Substance and Alcohol-Free Environment.) This
pilot project was launched to learn whether DCFS and DASA could increase the
number of women with substance use disorders engaged and retained in treatment
if their unique needs, such as child care, transportation, and lack of insurance for
treatment, were met.

In 1998, DCFS launched a second pilot project, the Intact Family and Recovery
Program, in Cook county. The cornerstone of the project is the collaboration
between child welfare workers and alcohol and other drug abuse (AODA) workers
in serving mothers of prenatally exposed infants. This collaboration allows the
engagement of mothers into treatment immediately after the birth of their child
with the goal of keeping the family intact. This pilot project revealed that there was
a further need for cross-training of child welfare and AODA workers and that these
workers needed the ability to address clients’ co-occurring issues (i.e., domestic
violence and mental health issues). The project also revealed that clients benefited
when they had an advocate to assist them in progressing through treatment.

When presented with an opportunity to apply for a Title IV-E Waiver Demonstration,
DCFS believed that its experience in addressing substance abuse issues among
child welfare clients would help the agency create and implement an effective
waiver demonstration program. The waiver demonstration program began in April
2000 in Cook county (Chicago and suburban areas) and continued until June 2005.
The purpose of the waiver demonstration program in Illinois was to test a model of
intensive case management in the form of a recovery coach. The use of a recovery
coach was intended to increase access to substance abuse services, improve
substance abuse treatment outcomes, shorten the length of time in out-of-home
care for the child, and affect child welfare outcomes, including increasing rates of
family reunification and decreasing the risk of continued maltreatment.

At the conclusion of the demonstration program, an independent evaluator
determined that the program met all of its intended outcomes. The program also
provided a cost savings of $5.6 million over the 5 years of the demonstration,
which DCFS was able to reinvest in State child welfare services. As a result, DCFS
received a 5-year extension to expand the program into the southern, more rural,
part of the State, including Madison and St. Clair counties. The new project began
in December 2006 and will end in December 2011. The purpose of the current Title
IV-E waiver project continues to be the use of a recovery coach.
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Roles and Responsibilities

The role of the recovery coach is to be an advocate for DCFS clients in working with
their child welfare workers, the courts, the substance abuse treatment agencies,
and their family members. As an advocate, the recovery coach assists the parent in
obtaining benefits and in meeting the responsibilities and mandates related to the
parent’s child welfare case and recovery treatment plan. Recovery coach services
are provided for the duration of the case and may be continued for a period of time
after the child welfare case closes.

Recovery coaches engage DCFS clients in all activities related to the substance
abuse aspects of a case, including comprehensive clinical assessments, service
planning, outreach, and case management. The following paragraphs describe some
of these activities.

The clinical assessments focus on a variety of problem areas, such as housing,
domestic violence, parenting, mental health, and family support needs. Recovery
coaches also conduct urinalysis to help demonstrate to the court whether the client
has tested negatively for substance use.

In service planning, recovery coaches coordinate DCFS and other services. They
also arrange for the appropriate level of care and ensure that there are no gaps in
service.

In conducting outreach, recovery coaches work with substance-abusing families in
their community. The coaches improve communication between the child welfare
worker and substance abuse treatment facilities to ensure a seamless delivery

of services. Recovery coaches also transport clients to appointments and court
hearings, arrange and attend meetings with families and treatment providers, and
make joint home visits with child welfare caseworkers and/or treatment agency
staff. At least one recovery coach is always on call during evenings, weekends,
and holidays to respond to any emergencies that may arise. Recovery coaches
engage in information sharing with child welfare, treatment providers, and juvenile
court personnel. The information sharing is intended to help inform permanency
decisions. To ensure recovery, child welfare workers and treatment providers
contact recovery coaches if they sense a client is about to relapse.

Locations and Settings

The offices of recovery coaches are located in a Treatment Alternatives for Safe
Communities (TASC) office, the organization initially responsible for providing
recovery coach services to clients in the demonstration group. This office is close
to the Cook county juvenile court, a location found to be effective, particularly if
the recovery coach is unable to locate a client. Thus, if the client appears in court,
Juvenile Court Assessment Project (JCAP) professionals are able to identify his

or her recovery coach and immediately re-link the client to that recovery coach.
Recovery coaches, however, often spend most of their time in the field.
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Clients receiving recovery coach services meet the recovery coach liaison at JCAP
immediately after their substance abuse assessment. DCFS contracts with Caritas,
a central intake service organization, to perform the initial JCAP assessment, make
a treatment recommendation, and set up an intake appointment at one of the
treatment agencies participating in the interagency agreement between DCFS and
DASA.

There are four recovery coach teams that each focus on clients and/or specific
issues (e.g., men, women, or co-occurring disorders). Each team has one
supervisor and four to five recovery coaches and each team includes outreach
workers, sometimes known as trackers, who are responsible for finding clients who
have become difficult to locate at some point during the recovery process. There
are two trackers in Cook County, and one of the team supervisors works with both
trackers.

Underlying Values and Principles

Since 1995, DCFS has had in place a formal interagency agreement with DHS and
DASA. Periodically, DCFS, DHS, and DASA review this interagency agreement to
ensure that DCFS clients continue to receive priority treatment admission. DCFS
contracts with approximately 60 private agencies (such as Catholic Charities and
Lutheran Social Services of Illinois) to provide child welfare case management for
about 80 percent of Illinois families with open child welfare cases. The contracts and
interagency agreements with private agencies outline DCFS policy and procedures
for serving substance-affected families. The agreements clearly outline proc