OVERVIEW

Goal—The goal of Module 2 is to educate child welfare professionals about alcohol and drug
issues, treatment, and recovery. It provides information and learning opportunities designed to
support child welfare professionals in working with families from various cultural groups affected
by alcohol- and/or drug-related problems. The module will inform child welfare professionals
about the continuum of use, abuse, and dependency; explain signs and symptoms that can
indicate the need for a comprehensive assessment of parents; and introduce common
screening tools that can be used by child welfare workers in the context of home visitation and
social work practice. This module also provides an understanding of the treatment and recovery
processes, and discusses specifics of how substance use disorders can affect the interpersonal
relationships and family dynamics of the families involved with the child welfare system in the
context of safety assessment and safety planning.

Methods: PowerPoint presentations (or overhead/transparencies); large group and small
group discussions, with Vignette discussion.

Training Aids: Projector and computer, disk with PowerPoint file (or overhead and
transparencies); flip chart with markers; participant notebook.

Time: 3 hours

Learning Objectives—After completing Module 2, child welfare professionals will have an
understanding of the following topics:
o Types of substances and their effects
Methods of usage
Continuum of use, abuse, dependence
Pathways from use, abuse, dependence
Differential impact of substance use disorders on communities of color
Brain chemistry of addiction
Signs and symptoms of potential use, abuse, dependence in the context of home
visitation and social work practice
o Culturally appropriate screening tools for determining if a further comprehensive
assessment by an alcohol and drug treatment professional is needed
e Treatment models, cultural competency in treatment and treatment effectiveness
e Recovery process and progression
o Effects of alcohol and drug issues on interpersonal relationships and family dynamics,
care of children, etc.
o Isolation
Negative social network
Poor parenting skills
Endangering behaviors
Emergence of a “don’t tell, don’t trust and don’t feel” complex, reflecting learned
behaviors that emerge as a result of the effects of alcohol and drug use and/or
abuse.
o Relapse prevention and long-term recovery maintenance in the context of safety
assessment and safety planning
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Prior to start Meet and greet, reqgistration

Purpose is to give participants access to the space. Each will prepare differently, arrive
at different times. Conduct registration and distribute materials. Trainers get ready.

0 — 15 minutes Introductions: Purpose; Ground Rules 15 min.

Trainer introduces him or herself. Invite participants to briefly introduce themselves
(e.g., name, unit, office location, years in the system, etc.). If group is smaller than 12-15
people, trainer could invite them also to briefly describe their interest in this training. If
group is larger than 40-50 people, individual introductions are likely to take too much
time.

Describe the purpose of Module 2. Language for this overview is provided at the
beginning of the presentation scripts, right before Presentation 4. Emphasize that child
welfare professionals often work with families where one or more adults are experiencing
treatable substance use disorders and this training is intended to prepare them to better
help such adults recover from the effects of their disorder and function appropriately as
parent or caregiver. The bottom line goal is safe care of children. The language provided
also describes four simple ground rules for the training session. After presenting them,
the trainer may ask the group if there are any other ground rules important to them.

Good morning! (afternoon; evening) Thank you for being here today. This training has been
designed specifically for child welfare professionals, with important information and
opportunities to practice skills useful to your work.

Today you will hear several informative presentations and have several opportunities to talk
about this information and its relevance to your work—with each other in small groups and as a
whole group. In our time together, | ask that we: 1) treat each other with respect; 2) talk only one
at a time; 3) give each person the opportunity to participate; and 4) think about how to take new
learning back to your job responsibilities.

PRESENTATION 4

15 — 30 minutes Presentation 4. Why do people use drugs? Use,
abuse and dependence; alcoholism and alcohol
abuse; brain chemistry of addiction 15 min.

Deliver scripted presentation describing parental substance use disorders. Slides Il-1
through 1I-11 At the end of the presentation, the trainer should ask first if there are any
brief questions that can be answered before moving on to the following discussion. Keep
answers brief and only answer questions to which you know the answer.



[Slide 1I-1]: Substance Use Disorders, Mental Disorders and Co-Occurring Disorders
Training: Module 2: Understanding Alcohol and Drug Issues, Treatment and Recovery

This Module is going to educate you about parental alcohol and drug issues, treatment, and
recovery. We’'ll talk about the continuum of use, abuse, and dependency; signhs and symptoms
that can indicate the need for a comprehensive assessment of parents; screening tools that you
can use at home visits and in your social work practice; the treatment and recovery processes;
and how substance use disorders can affect families involved with the child welfare system in
terms of safety assessment and safety planning.

We all know that many of the families whose children come into state custody are experiencing
the effects of substance use disorders, and that these disorders are treatable. The information
you will hear today can help you help these families succeed in treatment.

[Slide 1I-2] Why Do People Use Alcohol and Other Drugs?

People start using alcohol and other drugs for a lot of reasons. Some are behavioral; others are
social or environmental. Still others have to do with risk factors and individual biology.

And what reasons do people give when asked about why they started? Most have to do with a
desire to change their mood. They might be trying to experience euphoria, cope with anxious
situations, or alleviate emotional or physical pain. Others start using substances with their
friends to have fun. There are a variety of ways that alcohol or other drugs can change a
person’s mood—they can stimulate, depress, or otherwise change natural brain chemicals
(Landry, 1995).

I'd like you now to look at the Handout Factors Influencing Potential for Substance Use.
[Refer to Handout: Factors Influencing Potential for Substance Use]

[Note to Trainer: These factors influencing potential for substance use could be
generated through a facilitated discussion, presenting the handout after participants
have brainstormed the various factors.]

The likelihood that a person will develop a substance use disorder can be influenced by risk
factors, which increase the chance of developing a substance use disorder, and protective
factors, which protect against the development of a disorder.

It is important that you understand risk factors and protective factors because people who enter
substance abuse treatment first use drugs or alcohol in middle to late adolescence (SAMHSA,
2004)—the age of many of the children you serve. Based on SAMHSA's Treatment Episode
Data Set (TEDS), the average age of first illicit drug use of those admitted to substance abuse
treatment is approximately 18 1/2 years (SAMHSA, 2003). In 2002, 683,000 people, age 21 or
older, were admitted to treatment for a primary alcohol addiction. Of these, 88 percent reported
that they first used alcohol when they were younger than 21 years old.

[Note to Trainer: Age of first use in SAMHSA's Treatment Episode Data Set (TEDS) is
defined differently for alcohol than for other drugs. For alcohol, age of first use is defined
as the age of first intoxication. For other drugs, age of first use is defined as the age at
which the respective drug was first used.]



If you look at the handout, you will see many behavioral, social, and environmental factors that
affect whether and how a person develops a substance use disorder. The handout focuses on
risk and protective factors at the child, peer, parenting, and family levels. There are also
biological risk and protective factors for substance use disorders. For example, people have
differences in brain, sensory, and cognitive functioning (Pandina, 1996). For instance, if a
person has a heightened physiological reaction to a substance of abuse (i.e. the combination of
brain, sensory and cognitive reactions), they may be more vulnerable to substance use
problems, while another person's diminished physiological reaction may make them less
vulnerable.

Every person has unique combinations of risk and protective factors, which form a complex
interplay that will affect the probability that that person will use or abuse substances.

Children are exposed to both risk and protective factors that can either increase or decrease the
likelihood of their developing substance use problems themselves. For instance, child,
parenting, and family factors can increase the likelihood of a substance use problem later in life
or protect against their occurrence.

[Slide 1I-3] Spectrum of Addiction: Experiment and Use; Abuse; Dependence

There are different theories about how substance use disorders develop. Scientists are
investigating how biological, psychological, social, cultural, and environmental factors can affect
the pathway from substance use to a substance use disorder, either abuse or addiction. One
thing seems clear--that men and women progress from substance use to abuse and addiction in
different ways (CSAT, 2001; NIDA, 2000; CSAT, 1999; Blanchard, 1998).

But in both cases, alcohol and other drug use exist on a continuum that starts with substance
use, and moves to abuse, and then dependence. The differences between the categories are
based on how many and what type of negative consequences are associated with the
substance use. The process starts with experimental use. At this point, the person
experiences the positive effects of the substance—effects like euphoria. As the person
continues to use, he or she may begin to experience some of the negative physical or
psychological consequences. These could include things like a driving intoxicated charge

or waking up on New Years day recognizing that they don't remember what happened while
they were drinking the night before.

Despite these negative consequences, some people will continue to use, trying to capture that
initial euphoria. These people run a risk of becoming dependent. Using more of the substance
to get the same effect and in some cases using the substance more often, they will experience
many more of the negative physical, psychological and social effects with fewer and less
intense positive effects. So, why do people continue to use substances even when the negative
effects outweigh any positive effects? Two reasons: physical dependence on the substance and
the changes in their brain chemistry (which we will discuss soon).

[Slide 1I-4] Physical and Psychological Effects of Substance Use

For more information on methods of use and effects of substances, refer to Handout Physical
and Psychological Effects of Substance Use.



[Note to trainer: Depending on the level of experience your audience has with substance
use disorders, you can spend as little or as much time needed to cover the physical and
psychological effects of substance use and the related short-term and long-term
consequences. The intent is to give a general overview. This is not intended to be a
comprehensive review of the effects and consequences of each substance. If you are in a
community that is experiencing an increase in methamphetamine use in particular,
please refer to Module 1, Presentation 2 for information on issues specific to
methamphetamine and manufacturing of drugs in the home. You can also refer to Module
6, Presentation 18 for information on the impact of methamphetamine on children.]

Alcohol abuse is a pattern of problem drinking that results in health consequences, social,
problems, or both. Alcohol dependence, or alcoholism, is a disease that is characterized by
abnormal alcohol-seeking behavior that impairs the ability to control one’s drinking.

Methamphetamine is a stimulant drug that is chemically related to amphetamine but with
stronger effects on the central nervous system. Street names for methamphetamine include
"speed,"” "meth," and "crank." Methamphetamine is taken as a pill or as a powder that is snorted
or injected. Crystallized methamphetamine is called "ice," "crystal," or "glass." It is a smokable
and more powerful form of methamphetamine (National Institute on Drug Abuse [NIDA], 2004).

Cocaine is a white powder that comes from the leaves of the South American coca plant.
Cocaine is either "snorted" through the nasal passages or injected into the veins. Cocaine
belongs to a class of drugs known as stimulants, which can give a temporary illusion of limitless
power and energy that leave the user feeling depressed, edgy, and craving more (NIDA, 2004).

Crack is a smokable form of cocaine that has been chemically altered. Cocaine and crack are
highly addictive. This addiction can erode physical and mental health and can become so strong
that these drugs dominate all aspects of an addict's life (NIDA, 2004).

Hallucinogenic drugs are drugs that distort the perception of objective reality. The most well-
known hallucinogens include phencyclidine, otherwise known as PCP, angel dust, or loveboat;
lysergic acid diethylamide, commonly known as LSD or acid; mescaline and peyote; and
psilocybin, or "magic" mushrooms. When a person is under the influence of hallucinogens, their
sense of direction, distance, and time become disoriented. Because of this, people who use
these drugs can behave in unpredictable, erratic, and violent ways that can sometimes lead to
serious injuries and death. The effect of hallucinogens can last for 12 hours (NIDA, 2004).

LSD, a common type of hallucinogen, produces tolerance, so that users who take the drug
repeatedly must take higher and higher doses to reach the same state of intoxication. Because
of the unpredictability of LSD, this is extremely dangerous and can increase the risk of
convulsions, coma, heart and lung failure, and even death (NIDA, 2004).

Marijuana is the most widely used illicit drug in the United States and tends to be the first illegal
drug teens use. It can be either smoked or swallowed (NIDA, 2004).

[Refer to Handout: Alcohol and Drug Use Continuum and Implications for Child Welfare]

Please take a look at the Handout Alcohol and Drug Use Continuum and Implications for Child
Welfare. This handout describes differences between primary categories of substance use
problems (use, abuse and addiction/dependence), the implications for child welfare, and
examples of risks to children.



[Note to trainer: If time allows, this handout can be modified to use as an exercise rather
than as a presentation. The handout can be modified by leaving the right column blank
and asking participants to work in small groups and fill it in. Bring the group back
together and ask groups to present, fleshing out with the material presented in the
original handout.]

Any level of substance use by a parent can put their children at risk. For example, even where
substance use may not appear abusive or at the point of dependence, a parent who drives with
children in the car while under the influence will put those children at risk of harm. A person
who abuses substances is also at risk of leaving their children in unsafe or unsupervised care.
And parents who have an addiction or dependency run the risk of making poor decisions about
their children’s needs or care.

Generally, the risk is greater when the substances are illegal or when the person uses or is
dependent on prescription medications outside of a physician’s supervision (prescribed
medications, taken under a physician’s supervision, are generally not problematic).

As you can see, child welfare workers should always determine whether substance use is a
factor in a case of reported abuse or neglect. If it is, assessments must be conducted to
determine the nature and severity of the substance use, as identified on the continuum, with
appropriate referrals for assessment and/or treatment.

When you do observe risks, child welfare professionals can use substance abuse interventions
to reduce those risks and to maintain the parent-child relationship. Even if legal bonds are
permanently severed by the court, emotional bonds remain. Substance abuse intervention is an
essential element in protecting the long-term well-being of the child.

[Slide 1I-5] Alcoholism and Alcohol Abuse—1

In many States, the number of people treated for alcohol problems equals the number treated
for all other drugs combined. When child welfare workers are assessing the risk to and safety of
children, they need to consider the amount of alcohol consumed and symptoms of
dependence—even when alcohol use does not meet criteria for abuse or dependence.

Key questions to ask include: “How is the drinking affecting the parent’s ability to make sound
judgments regarding the welfare of the child?” and "What behaviors are resulting or have
resulted from the parent’s alcohol use that may put the child at risk?”

[Slide 1I-6] Alcoholism and Alcohol Abuse—2; How much is too much?

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) suggests that health care
professionals should be concerned about alcohol addiction if a woman drinks more than 7
drinks per week or 3 drinks at a time or if a man drinks more than 14 drinks per week or 4 per
occasion (NIAAA, 2004).

NIAAA identifies four symptoms of alcohol dependence or alcoholism:
o Craving—which is a strong need or compulsion to drink;
o Loss of control—which is the inability to limit one’s drinking;
o Physical dependence—which includes withdrawal symptoms, such as nausea,
sweating, shakiness, and tremors when the person is not using alcohol; and



o Tolerance—which is the need to drink more to get “high.”

Another hallmark of alcoholism is the experience of blackouts, which begin in the early stage of
alcoholism. Blackouts are not the same as passing out. A blackout is a type of amnesia or
memory loss where the person cannot remember what they did or said. Some people cannot
remember how they got home or where they parked their car. If a parent says he or she does
not remember an episode of abuse or neglect of the child, it may be that the abuse occurred
during a blackout (Substance Abuse and Mental Health Services Administration [SAMHSA],
2004).

If you want to learn more, you should take a look at the National Institute on Alcohol Abuse and
Alcoholism (NIAAA) document Alcoholism: Getting the Facts and the NIAAA Alcohol Alert on
diagnostic criteria. The links to these documents are on your resource sheet.

[Slide II-7] Criteria for Substance Abuse

How do professionals determine if a person has a substance use disorder? Generally, they use
substance-related assessment tools based on diagnostic criteria in the American Psychiatric
Association (APA) Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-
IV) (APA, 2000). These APA DSM-IV criteria address both substance abuse and substance
dependence (also known as addiction).

According to the DSM-1V criteria, substance abuse is a “maladaptive pattern of substance use
leading to clinically significant impairment or distress, as manifested by one (or more) of the
following, and occurring within a 12-month period”:

o Recurrent substance use resulting in a failure to fulfill major role obligations at work,
school, or home. This can include repeated absences or poor work performance related
to substance use; substance-related absences, suspensions, or expulsions from school,
or neglect of children or household.

o Recurrent substance use in situations in which it is physically hazardous (like driving an
automobile or operating a machine when impaired by a substance).

o Recurrent substance-related legal problems (like arrests for substance-related disorderly
conduct).

o Continued substance use despite persistent or recurrent social or interpersonal
problems caused or exacerbated by the effects of the substance (such as arguments
with a spouse about the consequences of intoxication, physical fights).

You should know that substance abuse can lead to substance dependence, but these are two
different diagnoses. For substance abuse to be diagnosed, a person's symptoms must not meet
the criteria for substance dependence.

[Slide 11-8] Criteria for Substance Dependence

So what are the criteria for substance dependence? The APA defines substance dependence
as “a maladaptive pattern of substance use leading to clinically significant impairment or
distress, as manifested by three (or more) of the following, and occurring at any time in the
same 12-month period”:
o Tolerance, as defined by either of the following:
= A need for markedly increased amounts of the substance to achieve intoxication
or desired effect;



= Markedly diminished effect with continued use of the same amount of the
substance;

o Withdrawal, as manifested by either of the following:

» The characteristic withdrawal syndrome for the substance;
= The same (or a closely related) substance is taken to relieve or avoid withdrawal
symptoms;

o The substance is often taken in larger amounts or over a longer period than was
intended;

o There is a persistent desire or unsuccessful efforts to cut down or control substance use;

o A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting
multiple doctors or driving long distances), use the substance (e.g., frequenting bars), or
recover from its effects;

o Important social, occupational, or recreational activities are given up or reduced because
of substance use;

o The substance use is continued despite the knowledge of having a persistent or
recurrent physical or psychological problem that is likely to have been caused or
exacerbated by the substance (e.g., current cocaine use despite recognition of cocaine-
induced depression, or continued drinking despite recognition of cirrhosis of the liver).

When a person is addicted, they engage in compulsive behavior, even when faced with
negative consequences. The person’s loss of control in limiting the use of the addictive
substance is a major hallmark of addiction.

To learn more about addiction and dependence, review the National Institute on Drug Abuse
(NIDA) Criteria for Substance Dependence Diagnosis. The link is provided on your resources
list.

Brain Chemistry of Addiction

Alcohol and other psychoactive drugs cause significant changes in brain chemistry and
functioning. Because of this, scientists consider substance use disorders to be brain-based
diseases.

[Note to Trainer: Slides 9-10 present information based on animal models. The results are
presented as indications of the ways humans would be similarly impacted.]

[Slide 1I-9] Natural Rewards Elevate Dopamine Levels

When a person continues to use a substance, the part of the brain responsible for experiencing
pleasure—the reward pathway—is affected, which means that the drug-using behavior is
rewarded and reinforced. Food and sex also affect the reward pathway. As a result of these
rewards, the chemical dopamine is released in the brain. As you can see on this slide, food and
sex both substantially increase the level of dopamine in the brain (Di Chiara, Bassareo, Fenu,
De Luca, Spina, et al, 2004; Fiorino, D. and Phillips, 1999).

[Slide 11-10] Effects of Drugs on Dopamine Levels

Addictive substances also cause parts of the brain to flood with dopamine, creating a brief rush
of euphoria. This is what people often refer to as the "high" (Di Chiara, G. and Imperto, 1988).
On this slide you can see the varying degrees to which morphine, nicotine, cocaine and
amphetamines increase dopamine levels.



Chemical imbalances in the brain that are induced by the use of substances disrupt the normal
communication between neurons. This can strongly affect the way that people feel, think,
behave, and perceive. This helps to explain why substances of abuse can make people feel
depressed, think poorly, behave in ways not normal to them, or misperceive what others say or
do.

Substance-induced changes to the brain are complex, serious, and may be permanent. It is
important that a parent receives a medical evaluation, and that assessment of future risk and
permanency planning for the child addresses parental capacity in a realistic way.

To learn more, review the National Institute on Alcohol Abuse and Alcoholism (NIA
AA) publications website. The link is provided on your resources list.

[Slide lI-11] Long-Term Effects on the Brain

The brain can be physically injured and changed by drug use, and this injury can last for a long
time. The brain scans in this slide illustrate that once an individual is addicted to a drug such as
cocaine, the brain can be altered. In these brain scan pictures, the highest levels of brain
function activity are indicated in yellow and red (Volkow, Hitzemann, Wang, Fowler, Wolf and
Dewey, 1992; Volkow, Fowler, Wang, Hitzemann, Logan, Schlyer, Dewey, and Wolf, 1993).

The top row shows a normal-functioning brain without drugs. In this brain, there are a lot of
bright yellow and red areas. This indicates a lot of brain activity. In other words, the
neurotransmitters are very active. The middle row shows the brain of a cocaine addict after 10
days of not using any cocaine. As you can see, there is much less brain activity than the brain
scan from the drug-free individual, even though the cocaine addict has not used cocaine for 10
days (Volkow, Hitzemann, Wang, Fowler, Wolf and Dewey, 1992; Volkow, Fowler, Wang,
Hitzemann, Logan, Schlyer, Dewey, and Wolf, 1993).

The third row shows the brain of the same cocaine addict after 100 days without any cocaine.
As you can see, there is some improvement. However, the individual's brain is still not back to a
normal level of functioning--more than 3 months after using any cocaine. Think about this in
terms of the parents and families you work with. Within the first 3 months of abstinence (not
using drugs), their brain functioning is still diminished. How might you change the way you
approach working with a parent who is newly abstinent? Think about these things as you
consider the vignette that we are going to talk about next (Volkow, Hitzemann, Wang, Fowler,
Wolf and Dewey, 1992; Volkow, Fowler, Wang, Hitzemann, Logan, Schlyer, Dewey, and Wolf,
1993).

To learn more, review The Brain: Understanding Neurobiology Through the Study of Addiction.
The link is provided on your resources list.

30 — 50 minutes Facilitated Discussion of Case Vignette 20 min.

Ask participants to organize themselves into smaller discussion groups with 5-7 people

in each group. Ask them to carry their materials with them if they move, as they will stay

in these groups for two exercises and a presentation. Then ask them to each quietly read
Module 2 Vignette Part I, which describes a real family involved with the child welfare
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system. Then ask the small groups to discuss the Vignette for a few minutes, specifically
talking about 1) levels of seriousness of use of substances and child abuse/neglect
indicated in the vignette; 2) apparent amenability to treatment; and 3) appropriate
reactions by the child protection system.

After 9-10 minutes, ask them to bring their attention back to the larger group (no need to
move seats again) and to share a bit from their small discussion groups. In particular,
ask them, “Why did you suggest certain reactions by the system?”

The GOAL of this discussion is to help participants apply the content of the session to a
real family situation. Try not to let one participant dominate the discussion; draw in
others whenever possible.

To bring final closure to this discussion, emphasize that a child welfare professional may
need to make a judgment about the possible presence of a substance use disorder in a

parent, leading to a referral for further assessment and possibly treatment. Child welfare
professionals would also need to make a decision about immediate removal of the child.

PRESENTATION 5

50 — 65 minutes Presentation 5: Effects of substance abuse
on relationships and families; screening tools; 15 min.

Deliver scripted presentation on special areas of consideration. Slides 1l-12 through II-
21. At the conclusion of the presentation, ask first if there are any brief questions that
can be answered before moving on. Keep answers brief. You should only answer
guestions to which you know the answer

[Slide 1I-12] Prevalence of Substance Use Disorders by Race/Ethnicity

To examine the impact of substance use disorders on communities of color, let’s look at the
rates of treatment need by race and ethnicity. These rates come from the National Survey on
Drug Use and Health. Rates of current illicit drug use varied significantly among the major racial
and ethnic groups in 2004 (SAMHSA, 2005). The rates presented here are for people who met
criteria for substance abuse or dependence. The rate was highest among American Indians or
Alaska Natives (20.4 percent) and persons reporting two or more races (13.1 percent). Rates
were 9.9 percent for Whites, 10.4 percent for Hispanics, and 9.1 percent for Black/African
American. Asians had the lowest rate at 5.3 percent. Native Hawaiians or Other Pacific
Islanders were 12.6 percent in 2003, but no estimated were reported in the 2004 data.

To learn more about rates of substance use, review the results from the 2004 National Survey
on Drug Use and Health: National Findings. The link is provided on your resource list.

[Slide 11-13] 2004 Treatment Admissions by Race/Ethnicity

On this slide you can see the proportion of those by race and ethnicity who received treatment
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in 2004. The majority of treatment admissions, 63.2%, were non-Hispanic White (OAS, 2006).
Non-Hispanic Black individuals constituted 22.9% of treatment admissions, 13.2% were
Hispanic or Latino, 2.3% were American Indian or Alaska Native, 1.0% were Asian/Pacific
Islander and 10.6% were reported as “other” or “unknown.”

To assess the differential impact of substance use on communities of color, we need to consider
the difference between those who need treatment and those who receive treatment. While the
information presented here on past month substance use and current rates of binge and heavy
drinking do not get at the need for treatment, you can see the variation across racial and ethnic
groups. Compare that variation to the last graph on who receives treatment. Without access to
appropriate treatment, communities of color will continue to bear the burden of the negative
consequences of substance use disorders.

o To learn more about treatment admissions, review the SAMHSA Treatment Episode
Data Set (TEDS) Highlights 2003. The link is provided on your resource list.

[Slide 1I-14] Effects of substance use on parents and families

[Note to trainer: If time allows, information on this slide can be generated through
discussion rather than a presentation. For example, the trainer may ask the following
guestions:
¢ What are some of the negative physical consequences of substance use
disorders?
o What are some of the negative cognitive consequences of substance use
disorders?]

The negative consequences of substance use disorders can have an enormous impact on
individuals, their families, and their friends—in many aspects of their lives. Here are a few that
we need to pay special attention to:
o Physical: Substance abuse can cause general feelings of malaise and it is also
associated with increases in illness and death.
o Cognitive: Substance abuse can impair thinking and judgment, which can lead to a wide
variety of additional problems.
o Psychological: Suspicion of others, depression, or anxiety, along with many other
psychological effects, may result from substance abuse.
o Emotional: Substance abuse takes an emotional toll as well and can lead to personal
instability and a loss of emotional bonds and supports.
o Social: Surrounding one’s self with others who are abusing leads to social isolation and
an unhealthy social sphere.
o Spiritual: The relationship with inner self and a "higher power" is confused and often lost
when a person becomes addicted to substances.
o Parenting: Substance abuse can compromise the relationship with children in many
ways and to differing degrees.
o Family Abuse: Relationships with a partner, spouse, and other significant persons are
often strained by substance abuse.
o Financial: Spending to support the substance use disorder can lead to financial stress or
ruin.
o Legal: Criminal activity related to substance abuse can lead to incarceration or other
legal consequences--including removal of a child or termination of parental rights.

[Slide 1I-15] Relational World View
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Several Native American tribes teach that health and well-being depend on a balance between
mind, body, spirit, and context. This model, known as the relational worldview (Cross, 1997),
suggests that life is a complex interplay between all of these factors. Substance abuse affects
each of these factors in a unique way, often causing life to spin out of balance. Families often
experience escalating problems, along with the progression of the disease. However one
understands it, substance use disorders have pervasive effects on the user and on people
related to the user.

o Tolearn more, review Understanding the Relational Worldview in Indian Families. The
link is provided in your resources list.

[Slide 1I-16] Effects of Substance Use on Parents and Families

Children need parents and caregivers to perform basic functions to support their physical,
social, emotional, intellectual, and spiritual development. When a parent has a substance use
disorder, it can reduce their ability to perform many parenting functions and fully meet their
children's needs. Frequently, life becomes topsy-turvy and chaotic for the children (Young,
1997).

Parenting is particularly difficult when children have been prenatally exposed to substances and
exhibit neurological and behavioral effects of this exposure. As infants, these children may be
fretful and cry continuously. Toddlers and young children who have been exposed may have
emotional and developmental delays or disabilities, such as a failure to attach or hyperactivity.
Older children and adolescents may have behavioral management problems. Without
behavioral and/or medical treatment, these problems can make parenting even more difficult.

The long-term effects of prenatal exposure to alcohol and other drugs may include lower 1Q;
reasoning problems, such as difficulties in higher executive functioning, fine motor, or visual-
perceptual-motor deficits; and communication/language problems (Young, 1997).

I'd like you to look at the handout called The Effects of Substances of Abuse on Behavior and
Parenting. This handout provides information on the general effects of specific substances and
illustrates ways that use of specific substances may affect parenting.

[Note to trainer: If time allows, information on this handout can be generated through
discussion rather than a presentation. For example, the trainer may ask the following
guestions:

e What are some ways that substances might affect a person’s behavior?

o What are some ways that substance might affect a person’s parenting?]

As you can see, there are many ways that drugs and alcohol — legal or illegal, stimulants or
depressants — can impact parenting (Dore, 1998; Gold, 1992; National Institute on Drug Abuse
[NIDA], 2001; NIDA, 2003). Keep in mind that this list is not exhaustive, and that substances
can have a wide range of effects on parenting.

[Slide 1I-17] In-Home Indicators of Potential Substance Abuse-1
We will begin this next section by discussing indications of possible use, abuse, and

dependence that you need to be looking for when you conduct a home or on-site visit or
investigation (Young & Gardner, 2002):
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A report of substance use in the child protective services call or report;

Observations or reports of paraphernalia in the home. This can include things such as a
syringe kit, pipes, a charred spoon, foils, a large number of liquor or beer bottles, etc.
The parent (or the home) smells of alcohol, marijuana, or other drugs.

A child reports use by parent(s) or other adults in the home.

o O

o O

[Slide 1I-18] In-Home Indicators of Potential Substance Abuse-2
These are some additional signs of possible substance abuse:

o A parent exhibits physical behavior that suggests that they are under the influence of
alcohol or drugs. This might include slurred speech, an inability to mentally focus, poor
physical balance, or extreme lethargy or hyperactivity, and so on.

o A parent shows signs of addiction, such as needle tracks, skin abscesses, burns on
inside of lips, etc.

o A parent admits to substance use.

o A parent shows or reports experiencing physical effects of addiction, including
withdrawal (nausea, euphoria, slowed thinking, hallucinations, or other symptoms).

As with all cases of possible child abuse and neglect, workers must also observe people who
frequent the home. The behaviors of parents' friends or associates can be an indication of
parent behavior or of potential dangers to the child.

[Slide II-19] Screening: The Role of Child Welfare Professionals
What is the role of child welfare professionals in screening for substance use disorders?

When a report of child abuse or neglect has to be investigated, emergency response workers or
investigators are generally the first ones to see the parents. These child welfare professionals
may have the first opportunity and the primary responsibility to conduct the initial screening of
parents for potential substance use disorders. They may observe overt signs and symptoms as
part of the initial screening and assessment for child abuse and neglect. Screening can also be
performed by other agencies that may be working with parents such as mental health agencies,
maternal and child health agencies, or the criminal justice system. Treatment programs do not
usually perform screening.

If you or another professional identifies possible substance abuse in a screening, the next step
is to refer the parent to a substance abuse treatment provider for further assessment. And then,
if necessary, the substance abuse treatment provider may provide further referral to the most
appropriate treatment program.

[Note to Trainer: Check your Child Welfare Agency handbook or manual regarding the
specific protocols and procedures used in your agency.]

[Slide 1I-20] The Purpose of Screening

Who needs to be screened? Substance abuse screenings tend to be viewed in two main ways.
In one approach, child welfare professionals try to determine which parents might have a
problem with substance abuse and conduct the screening for those parents they have identified
to determine if their hunch is true. Alternatively, child welfare professionals can assume that
everyone involved with child maltreatment may be at high risk