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Introduction

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

Understand substance use and co-occurring disorders.

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

Learn strategies for engaging parents and families in services.

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

Learn the importance of collaboration within a system of care. Through a deeper
understanding of these topics, child welfare workers can apply knowledge
gained to their casework and improve their own practice.

gk

The Training Toolkit consists of 10 modules—7 core and 3 special topics training
modules:

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

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

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

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

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

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

Module 7: Collaborating to Serve Parents with Substance Use Disorders

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

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

Special Topic: Understanding Prenatal Substance Exposure and Child Welfare
Implications

The entire Training Toolkit can be delivered in a series, or each module can be
delivered individually as a stand-alone training. Each module is approximately 2 hours



in length and contains a range of materials that can be adapted to meet the needs of
child welfare trainers for in-person workshops or more formal training sessions. This
flexibility allows the facilitator to determine the best format and timing for the training,
according to the needs of the agency and staff. The special topics, in particular, lend
themselves to brown-bag or lunchtime trainings.

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

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

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

Intended Audience

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

Facilitator Qualifications

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


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

Terminology

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



https://nam01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fncsacw.samhsa.gov%2Ftraining%2Ftoolkit%2F&data=02%7C01%7Csorourke%40cffutures.org%7C9eb2ca8aa1b64256a10f08d70960a0b7%7C651eb30ffce946399a2d9a47e1f7ceea%7C0%7C0%7C636988182931539000&sdata=QPGMzJoeINkNZyyCYZxItIFYYrtiiaIH3OP0x%2BSVp18%3D&reserved=0

Special Topic Description and Objectives

The goal of this special topic training is to provide an overview of the effects of opioid
use on families. This training offers information on the different opioids, their effects, and
signs of use. An overview of overdose risk and prevention strategies is also included.
Participants will learn referral and treatment options for parents affected by a substance
use disorder. The training provides child welfare professionals with an understanding of
medication-assisted treatment (MAT) and the importance of a family-centered treatment
approach.

After completing this training, child welfare workers will:

Discuss the context and prevalence of opioid use.

Identify the effects of opioid use on children and families.

Recognize the signs of opioid use in families involved with child welfare.
Understand overdose risk and prevention.

Understand the effects of parental opioid use on risk and safety of children.
Identify evidence-based and practice-informed engagement and treatment
strategies, including medication-assisted treatment, to address opioid use
disorders.

e Discuss the principles of family-centered treatment and recovery.

Training Tips

v Partner with a local expert on substance use disorders to cofacilitate the training.

v' Share any community initiatives on opioids.

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

v Share specific screening tools for substance use disorders used or vetted by the
child welfare agency.

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

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

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

Materials

Computer and projector

Speakers

Internet access

PowerPoint slides

Facilitator's Guide

Flip chart paper or white board (for use as a visual aid during discussion)
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Slide 1

Special Topic:
Considerations for Families in the Child

Welfare System Affected by Opioids

Child Welfare Training Toolkit

K. National Center on
t Substance Abuse

and Child Welfare




Slide 2
Acknowledgment

K' National Center on
t Substance Abuse

and Child Welfare

A program of the Substance Abuse and Mental Health Services Administration (SAMHSA)
and the Administration for Children and Families (ACF), Children's Bureau

Substance Abuse and Mental Health
Services Administration

ﬂMHﬂ 'E www.ncsacw.samhsa.gov | ncsacw@cffutures.org
uburuu

This toolkit was developed by the National Center on Substance Abuse and Child Welfare
(NCSACW), an initiative of the U.S. Department of Health and Human Services jointly funded by
the Substance Abuse and Mental Health Services Administration's (SAMHSA) Center for
Substance Abuse Treatment (CSAT) and the Administration on Children, Youth and Families
(ACYF), Children's Bureau's Office on Child Abuse and Neglect (OCAN).



Slide 3

Learning Objectives

After completing this training, child welfare workers will:

+ Discuss the context and prevalence of opioid use

+ ldentify the effects of opiocid use

+ Recognize the signs of opioid use in families involved with child welfare
+ Understand overdose risk and prevention

+ Understand the effects of parental opioid use on the safety of children

Identify evidence-based and practice-informed strategies to address opioid use disorders
and treatment resources, including medication-assisted treatment

+ Discuss the principles of family-centered treatment and recovery

The goal of this special topic training is to provide an overview of the effects of opioid use on
families. This training offers information on the different opioids, their effects, and signs of use.
An overview of overdose risk and prevention strategies is included. Participants will learn
referral and treatment options for parents affected by a substance use disorder. Child welfare
workers will gain an understanding of medication-assisted treatment (MAT) and the importance
of a family-centered treatment approach.



Slide 4

Shared Learning

* What do you want to learn from this training?

« What are you seeing in your community regarding opioids?

* What has been your experience working with parents who are using opioids?
« What has been your experience working with parents in recovery?

* Do you have any case examples you can share?

***Get feedback on participants’ expectations for the training. Ask the participants to
write down what they hope to get from the training.

Although this training is specific to opioids, there are other modules of the training toolkit that
can be presented following this training to meet the needs of participants.

Understand what participants’ experiences are in their community. Are opioids a big problem for
the community? Are there community initiatives to be aware of? This is also an opportunity to
share resources for all participants. Keep a list of resources in the community and highlight
those at the end of the training.

Case examples can be used throughout the training to help achieve the learning objectives.
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Collaborative Values Inventory

Neutral
Disagree or
Unsure

Strongly
Agree

Strongly
Disagree

» Parents who truly love their children would just stop using opioids.

» Parents should not be allowed visitation with children removed from their care until they
demonstrate abstinence from opiocids.

» Programs that provide methadone or other medication-assisted treatment (such as
buprenorphine/Suboxone) are just substituting one addiction for another.

» Parents with substance use disorders (SUDs) can be effective parents.

{Children and Family Futures, 2017)

Differences in values among participants are important to recognize, as they may come up in
the training and can come up with the families who participants are working with. These
guestions can be asked at the beginning of this training to help understand the different values
and perspectives participants bring to the training. Have a brief discussion with participants on
how their individual values can affect their work with families.

***Review the slide questions from the Collaborative Values Inventory (CVI), a validated
tool that assesses how much a group shares beliefs and values that underlie its work.
Participants can share their experiences or keep their answers private. Discussion
should be limited to clarifying participants’ values, instead of debating individual
answers to questions. Participants’ responses will fall along a continuum. How might
personal values and beliefs affect an individual’s work with families affected by
substance use disorders?

10
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Opioids
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Slide 7
Drug Epidemics of the Decades

Families and child welfare agencies have been affected by multiple drug epidemics over the
past several decades—cocaine in the late 1980s, methamphetamine in the early 2000s, and
now opioids.

Although drug epidemics may shift over time, the child welfare system continues to see families
affected by substance use disorders.

12
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Examples of Opioids

Derived fully or partially from opium:

* Heroin

Codeine

Hydromorphone (Dilaudid)

Oxycodone (OxyContin, Roxicodone, Percodan, Percocet)

Hydrocodone (Vicodin or Lortab)

Pentazocine

Morphine

-

Fentanyl (Duragesic, Actiq, Sublimaze)

Meperidine

Propoxyphene

{Mational Institute on Drug Abuse, n.d.)

Opioids are a class of drugs that include the illicit drug heroin, synthetic opioids such as
fentanyl, and pain relievers available legally by prescription, such as oxycodone (OxyContin),
hydrocodone (Vicodin), codeine, morphine, and others.

13
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Prevalence of Opioid Use

Roughly 21%=29% of patients who are prescribed opioids for chronic pain misuse them; between
8% and 12% of these patients will develop an opiocid use disorder.

An estimated 4%—6% of people who misuse prescription opicids transition to heroin.

About 80% of people who use heroin misused prescription opioids prior to using heroin.

Opioid overdoses increased 30% from July 2016 through September 2017 in
52 areas in 45 states.

Drug overdose is the leading cause of accidental death in the United States. More than 70,200
Americans died from drug overdoses in 2017.

(Mational Institute on Drug Abuse, 2018a; Rudd et al., 2016)

Review the above statistics on opioids and overdose. Certain areas of the country are more

affected by opioids than others. Highlight that many people first start using prescription opioids,

often those originally prescribed by a doctor.
***|f you have local data from your state or county, share this with the audience.

14
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(LS. Department of Health and Human Services, 2018)

Most Recent Death Data (April 2018)

* Provisional data show that drug overdose deaths occurring in the United States increased by
13.0% from the 12 months ending in September 2016 to the 12 months ending in September
2017, from 60,147 to 67,944.

* Drug overdose deaths accounted for 2.4% of deaths in the United States for the 12-month
period ending in September 2017.

* Opioids were involved in more drug overdose deaths in the United States for the 12-month
period ending in September 2017 (45,657), up from 39,437 in the previous year.

* The opioid crisis is pressing, personal, and it’s a priority.

o0 Each day we are losing more than 170 Americans to drug overdoses, and that
number continues to grow.

= 116 of these overdoses are opioid-related
* This is the deadliest drug epidemic in our history.

o In 2015, 52,404 people died of overdoses in America, the majority of them (33,091)
from opioids.

0 The number of drug overdose deaths rose to 63,632 in 2016.

= 42,249 people died from overdoses involving opioids.

15
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The crisis Opioid overdose deaths are

in context at historically high levels

=
B
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This graph shows the latest in deadly developments—the emergence of synthetic opioids
like fentanyl. Note the bottom dark gray line—and its dramatically sharp increase in recent
years.

Additional info:

Zeroing in on opioid deaths, this graph shows how large of a factor opioids and opioid variations
are in the steep rise of overdose deaths.

. Turquoise line—Deaths from prescription opioids
. Yellow line—Commonly prescribed opioids
. Teal line—Heroin deaths

. Dark gray line—Synthetic opioids like fentanyl and carfentanyl; note how the
epidemic is morphing and how deadly these drugs can be. Often these synthetic
opioids are added to heroin, unbeknown to the person who is using the herain.

Since 2000, more than 300,000 Americans have died from an overdose involving prescription or
illicit opioids.

Overdose deaths involving prescription opioids have quadrupled since 2000, and deaths
involving heroin have increased more than 300% in the past 5 years.

Since 2013, we have seen a sharp increase in deaths involving synthetic opioids (e.g., fentanyl
and fentanyl analogs); increasing from 5,544 deaths in 2014 to more than 19,000 in 2016.

16
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3 out of 4 people who
used heroin in the past
year misused
prescription opioids first

Risk
factors for

_ ® 00

H_;fﬁ HHS.GOV/OPIOIDS (U.5. Department of Health and Human Services, 2018, Jones, 2013)

People can start with being prescribed an opioid for a medical condition. Some people may start
using opioids by taking a friend’s or relative’s prescription.

The prescribed opioid can also be misused (used more frequently or at a higher quantity).
People may move on to using heroin, as it is often cheaper and more easily available.

People may use both prescription opioids and heroin, particularly as they develop a substance
use disorder.

In 2016, more than 11.5 million Americans ages 12 and older reported misuse of prescription
opioids, and nearly 950,000 reported heroin use in the past year.

¢ Slide credit—Grant Baldwin, CDC
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The amount of opioids
prescribed per person varied
widely among counties in 2015,

MUE PER PERSON

Insufficientdona [ 677 - 956
0.1- 453 B -5
I 54 - 676

(Centers for Disease Control and Prevention, 2017)

Current CDC guidelines identify 50 MME/day as a “high” opioid dose in a pain treatment setting;
MME = morphine milligram equivalents.

Higher opioid prescribing puts patients at risk for misuse and overdose. The wide variation
among counties suggests a lack of consistency among providers when prescribing opioids. The
“CDC Guideline for Prescribing Opioids for Chronic Pain” offers recommendations that may help
to improve prescribing practices and ensure that all patients receive safer, more effective pain
treatment.

Find your community on the map to understand if there is a higher number of opioids being
prescribed.

18
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Trends in Opioid Use

Initiates

+ The overall rate of heroin initiation increased for women from 0.06% between 2002-2004
to 0.10% between 2009-2011.

+ These percentages correspond with an estimated 43,000 women between 2002-2004 to 77,000 women
between 2009-2011.

Dependence

« There has been an increase of more than 100% of people ages 12 and older who are dependent on heroin.

+ The number of people who are dependent on heroin has increased from 180,000 in 2007 to 370,000 in 2011.
Deaths

+ There has been over a 400% increase in opioid pain reliever overdose deaths among women since 1999.

« Approximately 18 women overdose and die every day from opioid pain relievers.

+ Among women, opioid overdose surpasses motor vehicle accidents as a leading cause of death.

(Substance Abuse and Mental Health Services Administration, 2013; Centers for Disease Control and Prevention, 2014)

Highlight some of the trends that are specific to the rise in women’s use of opioids.

For more specific information on the use of opioids in pregnancy, please see the module titled
Special Topic: Understanding Prenatal Substance Exposure and Child Welfare Implications.

19
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ASPE Study on Substance Use and Child Welfare

The purpose of this study was to:

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

- Total reports of child maltreatment
« Substantiated reports of child maltreatment

- Fostercare entries
« Gather perspectives from local experts to better understand:
« How substance use disorders affect child welfare systems

- Whatchild welfare agencies, partner organizations, and community
factors contribute to this relationship

of - BEEE N —

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

This slide provides some background information on the purpose and methods of this recent
study.

The Office of the Assistant Secretary for Planning and Evaluation (ASPE) conducted a mixed-
methods study, released in early 2018. The study investigated how substance use relates to
child welfare caseloads and how parental substance use affects child welfare systems. They
looked at rates of drug overdose deaths and rates of hospital stays and emergency department
visits related to substances to measure substance use prevalence. They also conducted
interviews and focus groups in states with high rates of opioid sales and drug overdose but
variable changes in foster care rates.

20
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ASPE Study Findings: Overdose Deaths and

Foster Care Caseloads, 2002 to 2016
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{Radel et al., 2018)

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

Overall, the study found that foster care entries and overdose deaths are related at the national
level. These data points show that prior to 2012, foster care entries were generally declining,
while overdose deaths rose. Following 2012, foster care entry rates began increasing at the
same time that drug overdose deaths began climbing at a faster rate.

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

* Appalachia

* Parts of the Pacific Northwest
* Parts of the Southwest

* Oklahoma

* New England

21
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ASPE Study Findings: Drug Overdose Deaths

and Child Welfare Case Rates, 2011-2015
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(Ghertner et al., 2018; Radel, 2018)

This slide shows additional data from the ASPE study on the relationship between drug
overdose deaths and child welfare case rates.

Nationally, the rates of drug overdose deaths and drug-related hospitalizations have a positive
relationship with child welfare caseload rates (including rates of child protective services reports,
substantiated reports, and foster care placements).

Generally, counties with higher overdose death and drug hospitalization have higher child
welfare caseload rates. In addition, these substance use indicators correlate with more complex
and severe child welfare caseload rates. As cases became more severe—from report, to
substantiation, to placement into foster care—the relationship with substance use increased.

A 10 percent increase in overdose death rates correlated with a 2.2 percent increase in rates of
maltreatment reports, a 2.4 percent increase in substantiation rates, and a 4.4 percent increase
in foster care entry rates.

22
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Effects of
Opioid Use

23
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Opioids

+ All opioids are chemically related and interact with opioid receptors on nerve cells in the
body and brain.

+ Prescribed opioid pain relievers are generally safe when taken for a short time and as
prescribed by a doctor, but because they produce euphoria in addition to pain relief, they
can be misused.

* Regular use—even as prescribed by a doctor—can lead to dependence and, when
misused, opioid pain relievers can lead to addiction, overdose incidents, and death.

{Mational Institute on Drug Abuse, n.d.)

A person’s opioid use can lead to a substance use disorder, including the misuse of prescription
opioids. Misuse of an opioid occurs when it is taken in a different way or in a larger quantity than

prescribed, or taken without a doctor’s prescription.

24
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Effects of Opioids on the Body

Opioids act on many places in the brain and nervous system, including:

+ Limbic system: Controls emotions
=
- Opioids create feelings of pleasure, relaxation, and contentment. %

* Brain stem: Controls things your body does automatically, like breathing
+ Opioids can slow breathing, stop coughing. and reduce feelings of pain.

+ Spinal cord: Receives sensations from the body before sending them to the brain
- Opioids decrease feelings of pain, even after serious injuries.

(Mational Institute on Drug Abuse, 2018c)

Opioids look like chemicals in your brain and body that attach to tiny parts on nerve cells called
opioid receptors.

When opioids attach to these receptors, they block pain signals sent from the brain to the body
and release large amounts of dopamine throughout the body. This release can strongly
reinforce the act of taking the drug, making the user want to repeat the experience.

The main takeaway is that opioids cause people to feel pleasurable effects (relaxed, pain free).
The next few slides highlight the physical, behavioral, and psychosocial signs of opioid use.

25
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Signs of Opioid Use: Physical

Evident elation/euphoria * Heavy feeling in the arms and legs

Sedation/drowsiness + Digestive problems such as nausea,
vomiting, diarrhea, or constipation

Misperception
= Weight loss and/or poor hygiene

Decelerated breathing
« Severe itching

Intermittent nodding off, or loss of
consciousness * Clouded mental functioning

Dry mouth + Scabs, sores, or puncture wounds
suggestive of IV drug use

Warm flushing of the skin

If these signs are present, it does not necessarily mean that the person is using
opioids or other drugs.

{Mational Institute on Drug Abuse, n.d.)

These are some of the physical symptoms of opioid use; not all physical symptoms are included
in this list.

The presence of these symptoms does not necessarily mean a person is using opiates. If there
are some concerns that present physical symptoms may indicate opiate use, a further
conversation about your observation is important.

26
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Signs of Opioid Use: Behavioral

Doctor shopping (making appointments with multiple doctors to receive multiple
prescriptions for opioids)

Poor performance in school or work

Unexplained periods of absence

Failure to fulfill personal responsibilities

Social isolation

Restlessness

Lethargy

Stealing medications from friends and family
If these signs are present, it does not necessarily mean that the person is using
opioids or other drugs.

{Mational Institute on Drug Abuse, n.d.)

These are some of the behavioral signs of opioid or other drug use.

If these signs are present, it does not necessarily mean that the person is using opioids or other

drugs. Asking further open-ended questions to learn more about the behavioral signs is

important.

27
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Signs of Opioid Use: Psychosocial

Mood swings
Qutbursts
« Irritability

* Depression

+ Paranoia

Delusions

Forgetfulness

* Increased symptoms of mental illness

If these signs are present, it does not necessarily mean that the person is using
opioids or other drugs.

{Mational Institute on Drug Abuse, n.d.)

These are some of the psychosocial signs of opioid or other drug use. This is not meant to be a
complete list.

If these signs are present, it does not necessarily mean that the person is using opioids or other
drugs. Asking further open-ended questions to learn more about the behavioral signs is
important.

***Ask participants to list other signs that haven’t been covered in these slides. Make a
list of all of the signs identified by the group.

28
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Follow-up Questions

Engage in a non-judgmental conversation. Parents may feel overwhelming shame and guilt
about how their substance use affects their children. Engage the parent about observations
or concerns using an approach that is supportive and not stigmatizing or judgmental. Use
“person first” language and avoid using labels such as “addict.” Use a conversational
approach with open-ended questions, such as the following:

“Tell me more about . . ."

“As part of our work with families, we ask all families about . . ."

“I'm noticing that . . ."

“How can | help you with . . ."

“I'm concerned about you because . . "

Gather information from a variety of sources, including reviewing corroborating reports,
observing signs and symptoms, looking at drug testing results, and asking follow-up questions.
Follow-up questions may lead to a more formalized screening.

29
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Opioid Overdose

When a person uses too much of an opioid, they can experience a diminished level of
consciousness, depressed or slowed breathing, and a resulting lack of oxygen to the brain known as
an overdose.

» Overdose risk factors include:

- Receiving rotating opioid medication regimens (and thus being at risk for incomplete cross-
tolerance)

- Being discharged from emergency medical care following opioid intoxication or poisoning

- Having a medical need for analgesia, coupled with a suspected or confirmed substance use
disorder, or non-medical use of prescription or illicit opioids

+ Completing mandatory opioid detoxification or being abstinent for a period of time (and
presumably having reduced opiocid tolerance and high risk of relapse to opioid use)

+ Being recently released from incarceration and having a history of opioid use disorder (and
presumably having reduced opioid tolerance and high risk of relapse to opioid use)

(Substance Abuse and Mental Health Services Administration, 2016 )

Know the risk associated with overdose when working with a person who is using substances.

Overdose often occurs when someone takes an opioid that has been combined with other
substances, such as fentanyl, has a period of abstinence and goes back to use, or takes too
much of an opioid.

30



Slide 26

Strategies to Address Overdose

+ Prevention and education—particularly for family members
* Treatment

+ Prescription monitoring programs

* Drug take-back programs

+ Naloxone

+ Naloxone is a medicine that can treat an opioid overdose when given right away. It
works by rapidly binding to opioid receptors and blocking the effects of heroin and other
opioid drugs.

- More than one dose may be needed.

- Naloxone does not have the potential for misuse.

{Substance Abuse and Mental Health Services Administration, 2016 )

Family members should be aware of the signs of opioid use and the potential for overdose.
Provide access to education in your community for family members.

Work to engage parents in treatment. Sign releases of information with the treatment providers
to share information and best understand the treatment plan and your clients’ progress in
treatment.

Encourage families to safely dispose of unused medications through community drug take-back
programs.

Prescription monitoring programs exist in many states to track prescriptions across healthcare
providers and facilities to reduce “doctor shopping” and giving multiple prescriptions to the same
person.

Naloxone is a medication that can treat opioid overdose when given quickly to someone having
a suspected overdose. If naloxone is available in your community, inform families and
encourage family members to obtain naloxone.

For more information, see Module 7: Collaborating to Serve Parents With Substance Use
Disorders.
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Opioid Use Disorders:
Effects on Families

32



Slide 28

This slide summarizes the ways that parental substance use can affect the family.

***Ask participants if they have any other examples of effects of parental substance use
on the family.

33
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Pregnant Women With Opioid Use Disorders

15-Year Trend in National Frevalence of O
Pregnant Women at Delivery,

D I.'.J.-4 9
O Mo data

(Haight et al., 2018)

The national rate of opioid use disorders are increasing among reproductive-age and pregnant
women; opioid use during pregnancy is associated with adverse maternal and neonatal
outcomes.

National opioid use disorder rates at delivery more than quadrupled during 1999-2014. The
rates significantly increased in 28 states.

Increasing trends might represent actual increases in prevalence or improved screening and
diagnosis.

Although universal verbal screening for substance use is recommended by the American
College of Obstetricians and Gynecologists, it is often not standard practice, which can lead to
underestimates.
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Neonatal Abstinence Syndrome and

Neonatal Opioid Withdrawal Syndrome*

Neonatal abstinence syndrome:

Refers to withdrawal symptoms resulting
from exposure to a variety of substances,
including opioids, nicotine, benzodiazepines,
and certain serotonin reuptake inhibitors

Neonatal opioid withdrawal syndrome:

+ Refers to withdrawal from opioid exposure

* These terms are sometimes used interchangeably.

{American College of Obstetricians and Gynecologists, 2017; Jansson et al., 2008;
Substance Abuse and Mental Health Sarvices Administration, 2018; Jonas et al., 2012}

There is not a lot of clarity about the use of these terms. Neonatal abstinence syndrome is a
broader term about the withdrawal symptoms from prenatal substance exposure, and neonatal
opioid withdrawal syndrome is specific to opioid withdrawal.

However, in practice neonatal abstinence syndrome is often used as the term to indicate opioid
withdrawal. Neonatal abstinence syndrome can be overlooked or misdiagnosed as infant
seizures, feeding abnormalities, etc., so the importance of universal screening of mothers for
substance use disorders is important. If a child welfare worker has concerns about a parent or
caregiver’s substance use, regardless of the infant’s diagnosis, it is important to screen the
parent or caregiver and connect them to a substance use disorder provider for a full assessment
when indicated by the screening tool.

Neonatal abstinence syndrome is composed of physiologic signs and behaviors that indicate a
dysfunctional regulation of the central and autonomic nervous systems; it varies in how it is
expressed in affected infants.

Neonatal abstinence syndrome can be the result of a mother who took an opioid pain
medication as prescribed or was part of a medication-assisted treatment program for individuals
with a prior substance use disorder. Neonatal abstinence syndrome or neonatal opioid
withdrawal syndrome are medical terms to describe medical symptoms or behaviors—these
terms do not necessarily define risk to children.
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The reporting of In 2000, 1.2 per

neonatal 1,000 hospital births
abstinence were diagnosed as
syndrome has having neonatal
increased over the abstinence

past 15 years syndrome. In 2016, data from 23

A number of data sources have (Patrick etal., 2012) hospitals in the U.S.
Iookgd at the incidence of _nec.)natal pedi atric system
abstinence syndrome. While it i orerne

appears that the incidence is rising indicated that 20 per
due to the opioid epidemic, it is 1,000 live births were
unclear whether this rise is due to : :
increased attention to neonatal diagnosed as.havmg
abstinence syndrome and neonatal abstinence
impl-rovemenlts ?n identiﬁc:ation_. or syndrome.

an increase in infants being born

with neonatal abstinence syndrome. {Milliren et al., 2017)

Data on the incidence of neonatal abstinence syndrome is limited to publicly available, state-
level data, with rates varying widely across states.

Between 2000-2009, the incidence of neonatal abstinence syndrome increased threefold from
1.2 to 3.4 per 1,000 hospital visits (Patrick et al., 2012). From 2009 to 2012, neonatal
abstinence syndrome incidence continued to increase, from 3.4 to 5.8 per 1,000 hospital visits.
This represents an increase in incidence of 383% (Patrick et al., 2015).

The CDC examined publicly available data from 1999 to 2013 and found similar results, with
neonatal abstinence syndrome incidence increasing from 1.5 to 6.0, representing a 300%
increase (Ko et al., 2016). The rates of neonatal abstinence syndrome continue to rise, with
data from 2016 that included 23 hospitals in the U.S. pediatric system indicating an incidence of
20 per 1,000 live births. (Milliren et al., 2017).

While the data aren’t perfect, it is important to note the increases and continue to identify
policies and provide appropriate services for these infants that are evidence-based and include
their parents or caregivers.
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Neonatal Abstinence Syndrome and

Neonatal Opioid Withdrawal Syndrome

+ Neonatal abstinence syndrome occurs with notable
variability, with 50%—80% of exposed infants developing
symptoms.

+ Of those infants who develop symptoms, approximately
50% receive treatment.

Neonatal opioid withdrawal syndrome is an expected
and treatable condition that follows prenatal exposure to
opioids.

« Symptoms generally begin within 1-3 days after birth
but may take 5-10 days to appear.

[American College of Obstetricians and Gynecologists, 2017, MNational Institutes of Health, 2014;
Hudak & Tan, 2012; Jansson et al., 2009; Substance Abuss and Mental Health Services Administration,
2018; Jones at al., 2012}

Not all infants exposed to opioids experience neonatal abstinence syndrome or neonatal opioid
withdrawal syndrome, and we do not know all the factors that lead to the development of these
syndromes. The timing of onset of neonatal abstinence syndrome is related to the
characteristics of the substance used by the mother and the time of last dose. Most infants
exposed to opioids are exposed to multiple substances.

How infants are cared for seems to make a big difference in the duration of symptoms, and
many infants respond well to nonpharmacological treatment (examples of this are mothers
rooming in with babies, skin to skin contact, etc.—decreasing or eliminating the need for
medication).

Symptoms of these syndromes include:

Blotchy skin

Difficulty with sleeping and eating
Trembling

Irritability

Difficult to soothe

Diarrhea

Slow weight gain

Sweating

Hyperactive reflexes

Increased muscle tone
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Unique Risks of Neonatal Abstinence Syndrome

Cues from babies are Inaccurate Lack of training and
difficult to interpret interpretation of cues protocols among hospital
because of: by parents leads to: staff can lead to:
* Escalation of neonatal abstinence + Decreases in parenting + Over- or under-medication

syndrome display confidence o .
* Premature hospitalization discharge
= Use of medication « Inappropriate response o
+ Re-hospitalization
* Prolonged hospital stay

{Velez & Jansson, 2008, Velez & Jansson, 2015)

There are a number of reasons that neonatal abstinence syndrome presents risks to the
mother-infant dyad, including:

* Babies not exhibiting certain cues due to their neonatal abstinence syndrome and parents
not understanding what the baby needs

* Challenges for parents in interpreting these cues as well as a lack of confidence in their
ability to parent—particularly among first-time parents

* A lack of training about substance use disorders and effects of prenatal substance
exposure among hospital staff, creating stigma and inconsistent support to the
infant/parent

The disorganized rather than adaptive behaviors displayed by each infant undergoing the
effects of in-utero exposure may impair basic functions such as feeding, sleeping, and the ability
to be alert and communicate clear cues to caregivers. Understanding and responding to
neurobehavioral dysfunction of the newborn may help to promote the infant’s self-organization
and self-regulating abilities.

Child welfare workers need to consider these challenges when creating case plans for these
infants to ensure that their parents/caregivers are receiving services that address their ability to
bond and care for infants with these unique challenges. Parents and caregivers with substance
use disorders will likely need treatment as well as recovery supports that address their parenting
role in order to safely meet the needs of these infants.

Remember that some infants are experiencing neonatal abstinence syndrome as a result of
their mother engaging in medication-assisted treatment during pregnancy or being prescribed a
medication during pregnancy for a medical condition. The environmental risks for these
populations may be very different.
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Postpartum Period

-

The postpartum period can be a challenging time for mothers using opioids and for those with
substance use disorders.

Women who use opioids during pregnancy are at increased risk of depression, anxiety, and
maternal death compared to those not using opioids.

Recent studies indicate that nearly half of maternal deaths in the postpartum period may be
related to substance use, with 1 in 5 specifically related to overdose.

Women with opioid use disorders are more susceptible to overdose between 7 and 12 months
postpartum than at any other time during pregnancy or the first year postpartum.

Women are more likely to overdose during pregnancy and throughout the first year postpartum if
they are not on phamacotherapy to treat their opioid use disorder.

(Mehta et al., 2016; Metz et al., 2016, Whiteman et al., 2014, Schiff et al., 2018)

Some studies have shown that nearly 50% of maternal deaths in the postpartum period are
related to substance use and overdose.
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Adverse Effects of Substance Use Disorders

on Families

+ Child development

* Household safety

+ Psychosocial impact
+ Parenting

* Intergenerational effects

(Smith & Wilson, 2016)

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

* Child Development

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

* Household Safety

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

* Psychosocial Impact

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

* Parenting

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

o0 Parents may lack the skills to parent effectively, due to their own history as
children of substance users.

o Parents may use harsh discipline.
* Intergenerational

o0 Multiple generations of the family may be affected by substance use
disorders.
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o0 Parents may lack basic family support, due to generational substance use
disorders.

o The family may present with issues of chronic neglect, due to the effects of
long-term substance use disorders.
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Identifying Families With Opioid Use Disorders

+ Prescriptions from multiple doctors

* Prescriptions in other people’s names

+ Shifting or dramatically changing moods
+ Social withdrawalfisolation

+ Sudden financial problems

+ Recent arrest or legal trouble

+ Signs of drug paraphernalia

+ Unusual smells

* Reluctance to allow home visits

+ Unexplained visitors in and out of the home

(Breshears, Yeh, & Young, 2008)

Review additional areas that workers might see or become aware of when working with families
where opioids or other drugs may be present.

This is not a complete list, and some of these signs may not indicate drug use. All of this
information should prompt further open-ended discussions with families.

As was discussed earlier, examples of open-ended questions include:
“Tell me more about . . ."
“As part of our work with families, we ask all families about . . .”
“I'm noticing that . . .”
“How can | help you with . . .”
“I'm concerned about you because . . .”
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Screening:

The Role of Child Welfare Workers

Screening and Assessment

» Conduct initial screening of parents during the child abuse and neglect screening and
assessment process.

+ Provide ongoing assessment throughout the life of a child welfare case, as new concerns
may arise.

Referral
+ Refer parent to a substance use disorder treatment provider for further assessment.

* The substance use disorder treatment provider may refer the parent to a treatment
program.

(Breshears, Yeh, & Young, 2009)

What is the role of child welfare workers 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.

This is a time to conduct the initial screening of parents for potential substance use disorders,
including parents who use opioids. The child welfare worker may observe overt signs and
symptoms as part of the initial screening and assessment for child abuse and neglect.

Sometimes, concerns around parental substance use become more apparent after the initial
investigation or assessment. Child welfare assessment of families is a process, not an event. If
additional concerns arise, further screening may be necessary.

The purpose of substance use disorder screening is to determine the presence of substance
use and identify the need for a further clinical substance use disorder assessment.

Using a valid screening tool such as the UNCOPE, AUDIT, AUDIT-C, or ASSIST can provide
information about the need for a substance use disorder assessment by a treatment provider.

***Djscuss your agency’s protocol on screening related to substance use disorders.
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Case Study

Your agency receives a report that Molly (6 years old) has been missing school frequently
and that her mother has been unresponsive when the school tries to reach out to her.
When Molly does attend school, she is often hungry and very tired. Molly disclosed to her
teacher that her mother sleeps most of the day and her father leaves for work early in the
morning before Molly gets up. Molly's family has only been living in the town for two
months.

On your first home visit, you have to knock on the door several times before Kate (Molly's
mother) opens the door. She looks like she has just been asleep. There are large piles of
clothes throughout the downstairs. Dishes are piled in the sink, and you notice many
medication bottles on the kitchen counter.

Make a list of the information to gather.
How would you engage Kate in a discussion?
What information do you want to know?

***Te|| participants to practice asking questions based on observable indicators of opioid
use or other substance use. This can be done with the whole group if the group is small.
Asking questions can be challenging, and it can be helpful to practice asking open-
ended engaging questions. Refer participants back to the open-ended questions that
were highlighted earlier in the training. Identifying a family’s strengths is also important.
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Medication-Assisted Treatment
(MAT)

This next section will focus on medication-assisted treatment. Medications should not be
delivered in isolation but should instead be part of a larger treatment plan.

For further information about treatment, please review Module 2: Understanding Substance Use
Disorders, Treatment, and Recovery.
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Medication-Assisted Treatment

- ' As part of a comprehensive treatment program,
R medication-assisted treatment has been shown to:

+ Increase retention in treatment
- Decrease illicit opioid use

- Decrease criminal activities, re-arrest, and
re-incarceration

+ Decrease drug-related HIV risk behavior
- Decrease pregnancy-related complications

- Reduce maternal craving and fetal exposure to illicit
drugs

It is important to remember that medication is just
one part of medication-assisted treatment.

(Fuberton et al, 2014; American College of Obstetriclans and Gynecologists, 2017; Dolan et al, 2005; Gordon et al., 2008, Havnes et al.. 2012; Kinlock et al.. 2008)

Discuss the following reasons why it is important to use medication-assisted treatment to
support positive outcomes for both the mother and the infant:

Increases retention in treatment

Decreases illicit opioid use

Decreases criminal activities, re-arrest, and re-incarceration
Decreases drug-related HIV risk behavior

Decreases pregnancy-related complications

Reduces maternal craving and fetal exposure to illicit drugs

It is important to remember that, in medication-assisted treatment, medication is just one part of
the overall treatment. Medication supports individuals in attending to other elements of their
treatment and recovery plan, including therapy, mental health counseling, employment
counseling, and a myriad of other services to support their treatment and recovery.
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Medication

Mathadone
(Dolophine®,
Methadose®)

Buprencrphine
(Subutex®)

Buprencrphine-
Maloxone
Combination
[SuboxoneE,
ZubsalvEr)

Medications Used to Treat Opioid Use Disorders

Primary Use Formulation
« Agonist— = Liguid
L PR 3 - Tablat/diskeatt
eravings and
withdrawals *Powder
- Detaxification
- Maintenance
*Partial Agonist— = Tablet
Suppresses
cravings and
withdrawals;
partial stimulation
of brain receptors
+ Detoxification
* Maintenance = Sublingual
tablets

Treatment
Setting

» SAMHSA

Cartified Opioid
Traatmeant
Program (OTP)

* Physicians or

psychiafrists
granted a

DATA waiver
(CARA 2016
expanded to
MNP and PAs)

+ Some

SAMHSA
Cartified OTPs

* Prascription

Maximum
Client
Capacity

+100*

*CARA 2016
expanded to
275 patients
for some
physicians

Administration

* Daily at Opioid

Treatment Program
TR}

+ Some individuals

may qualify for take-
home prescriptions
lasting up te 30 days

+Daily
+Individuals can be

prescribed a supply
to be taken outside
of the treatment
safting

*Daily

Use In Pregnant Women

» Inuse for over 40 years
+ Mational Institutes of Health

consensus panal recommendad
mathadene as the standard of
care for pregnant women

» Maternal Opioid Treatment

Human Experimental Research
(MOTHER) study: No significant
difference between
buprencrphine and methadone
regarding serious maternal or
necnatal adverse events

» Buprenorphine without naloxone

racommended

(Center for Substance Abuse Treatment, 2006}

Review the information on the three most common medications used to treat opioid use

disorders: methadone, buprenorphine, and buprenorphine\naloxone combination.

There are a number of medications that can be used to treat opioid use disorders.

For pregnant women, physicians and opioid treatment providers should consider the risks and
benefits of each medication, including the potential for the infant to develop neonatal abstinence

syndrome, the necessary length of stay in the hospital setting, and the likelihood of relapse or

return to use, to determine the appropriate course of action; evidence on the risks and benefits
of each medication is still emerging.
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Review the information on these additional medications.

Medications Used to Treat Opioid Use Disorders

Medication Primary Use
Maltrexone = Antagonist—
Extendad- Blocks effects of
Release opioids
(Vivitrol®) «Maintenance
Naloxone = Antagonist—
{Marcan&) Displaces opiates

from brain
receptors and
reverses
respiratory
depression

+ Reverse
overdose

Formulation

= Injection
(primarily)

= Injection

Treatment
Setting

= Any healthcare

provider
licensad to
prescribe
madications

= First

responders,
family
mambers

Maximum
Client
Capacity

= Monthly, following

Administration

medically-supervised use
detoxification

=When overdose is

suspected or signs
of overdose are
observed

Use In Pregnant Women

» Insufficient research to support

{Center for Substance Abuse Treatment, 2008), SAMHSA, 2015, SAMHSA, 2016)

Naloxone (Narcan®) is not used on its own in long-term treatment. Instead, it is used to reverse
opioid overdose.
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Increasing Receipt of Medication-Assisted

Treatment From 2010 to 2016

—MNaltrexone =—Buprenorphine

800,000
700,000
600,000
500,000
400,000
300,000
200,000

100,000 e ——

o

Num ber of Unique Patients

FEFESFTFF SIS SIS 5

{U.5. Department of Health and Human Services, 2018)

This graph shows a significant increase in patients receiving medication-assisted treatment from
2010 to 2016. Review the information below about medication-assisted treatment, including
basic information, the benefits, and the myths.

* Medication-assisted treatment (MAT):

0 Methadone (Dolophine®, Methadose®), buprenorphine (Suboxone®,
Subutex®, Probuphine® , Sublocade™), and naltrexone (Vivitrol®) are used
to treat opioid addiction.

0 Acting on the same targets in the brain as heroin and morphine, methadone
and buprenorphine suppress withdrawal symptoms and relieve cravings.
Naltrexone blocks the effects of opioids at their receptor sites in the brain and
should be used only in patients who have already been detoxified.

0 All medications help patients reduce drug seeking and related criminal
behavior and help them become more open to behavioral treatments.

¢ Benefits of MAT:

0 Medication-assisted treatment decreases opioid use, opioid-related overdose
deaths, criminal activity, and infectious disease transmission.

0 Medication-assisted treatment increases social functioning and retention in
treatment.

o Treatment of opioid-dependent pregnant women with methadone or
buprenorphine improves outcomes for their babies.

* Medications are not widely used:

0 Less than half of privately-funded substance use disorder treatment programs
offer medication-assisted treatment, and only 1/3 of patients with opioid
dependence at these programs actually receive it.

0 Nearly all U.S. states do not have sufficient treatment capacity to provide
medication-assisted treatment to all patients with an opioid use disorder.
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* Myths about MAT:

o0 Methadone and buprenorphine DO NOT substitute one addictive substance
for another. When someone is treated for an opioid use disorder, the dosage
of medication used does not get them high—it helps reduce opioid cravings
and withdrawal. These medications restore balance to the brain circuits
affected by an opioid use disorder, allowing the patient’s brain to heal while
working toward recovery.

o Diversion of buprenorphine is uncommon; when it does occur, it is primarily
used for managing withdrawal. Diversion of prescription pain relievers,
including oxycodone and hydrocodone, is far more common; in 2014,
buprenorphine made up less than 1 percent of all reported drugs diverted in
the U.S.

o0 The length of time in methadone treatment varies from person to person.
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Medication-Assisted Treatment for Parents

Parents with a history of opioid use disorders who received at least one
month of medication-assisted treatment had a significantly higher
chance of retaining custody of their children than those who did not
receive medication-assisted treatment.

Compared to parents who received no medication-assisted
treatment, a year of medication-assisted treatment increased the
odds of parents retaining custody of their children by 120%.

v =

Each additional month of medication-assisted treatment
resulted in a 10% increase in the odds of parents
retaining custody of their children.

)

(Hall et al., 2016)

AN
Medication-assisted treatment is associated with positive child welfare outcomes. This slide

highlights some of the findings from a 2016 study on medication-assisted treatment for families
in the child welfare system.

This study examined the prevalence and correlates of medication-assisted treatment utilization
among parents in the Sobriety Treatment And Recovery Teams (START) program with a history
of opioid use, and compared child outcomes for families who received medication-assisted
treatment services to those who did not. The START model is a child welfare based intervention
focused on families with co-occurring substance use and child abuse/neglect issues.
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Family-Centered
Treatment and Recovery
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A Family-Centered Approach

Recognizes that substance use disorders are a brain disease
that affect the entire family, and that recovery and well-being
occurs in the context of the family.

(Adams, 2016; Bruns, 2012)

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

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

Viewing the family as a system requires a shift in thinking for child welfare workers, who have
traditionally focused on their mission of safety and well-being of the child, and substance use
treatment providers, who have traditionally focused on the treatment and recovery of the parent.
Child safety and parental recovery are critically linked to one another and must be addressed
holistically to ensure the best outcomes for the entire family.
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Levels of Family-Centered Treatment

INDIVIDUAL SYSTEM-
Parent—Substance use, ]

employment, health or == Ty SOC | ETAL

mental health status 7 g Community—Cost savings
Child—Developmental RELATIONAL and increased tax base from
progress, educational Whole families—Family stability, improved employment, cost
performance, improved reduced violence, healthy savings from reduced
resiliency communication, and parenting criminal recidivism,

Other family members— improvement improved prenatal and birth
Substance use, Between family members—Parent-  outcomes, reduced school
employment, health or child relationship, attachment, problems, future health
mental health status relationship satisfaction, reunification  costs

(Werner at al., 2007)

Currently, there is no universally accepted definition of “family-centered treatment.” Provider
approaches may differ along a continuum, from family involvement (a minimum standard of
service) to family-centered services (in which children or other family members may receive

their own services) to full comprehensive family-based treatment (in which all members of the

family have individualized case plans and share an integrated family plan).
Despite this variation, some common principles underlie family-centered treatment, including:

* |tis comprehensive and includes clinical treatment for substance use disorders, clinical
support services, and community supports for parents and their families.

* |t focuses on the entire family unit as opposed to the individual parent with a substance

use disorder. Women/parents define their families, and treatment identifies and responds

to the effects of substance use disorders on every family member.
* Treatment is based on the unique needs and resources of individual families.

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

* Conflict within families is inevitable, but resolvable. Treatment offers whole family services

that build on family members’ strengths to improve family management, well-being, and
functioning.

* Meeting complex family needs requires coordination across systems.

* Services must be gender responsive and specific and culturally competent.

* Family-centered treatment requires collaboration across professionals and an environment

of mutual respect and shared training.
* Safety of all family members comes first.

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

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

Women who participated in programs that included a “high” level of
family and children’s services were twice as likely to reunify with
their children, compared to those who participated in programs with a
“low" level of these services (Grella, Hser & Yang, 2006).

Retention and completion of comprehensive substance

use treatment have been found to be the strongest
predictors of reunification with children for parents with
substance use disorders (Green, Rockhill, & Furrer, 2007;
Marsh, Smith, & Bruni, 2011).

Review the outcomes of family-centered treatment.
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Recovery Occurs in the Context of the Family

+ Substance use is a disease that affects the family.
+ Adults (who have children) primarily identify themselves as parents.
+ The parenting role and parent-child relationship cannot be separated from treatment.

+ Adult recovery should have a parent-child component, including prevention for the child.

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

Family-centered treatment is an important step to family recovery. We know that recovery
occurs within the context of relationships.
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A Family Focus

Parent Recovery Child Well-Being
Parenting skills and Well-being/behavior
competencies Development/health
Family connections and Family Recovery e
resources and Well-Being e —
N:’;'"F’”t;' IR Tl Bl : Basic necessities Mental health
e s Employment Adolescent substance use
ablah e Housing Atrisk youth prevention
Domestic violence Childcare
Transportation

Family counseling
Specialized parenting

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

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

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

Family connections and resources

Parental mental health

Medication management

©O O O O

Parental substance use
o Domestic violence

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

Development/health

School readiness

Trauma

Mental health

o O O©0O O O

Adolescent substance use
0 At-risk youth prevention

* Supporting the entire family's recovery and well-being means providing:
0 Basic necessities
o Employment
0 Housing
o Childcare
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0 Transportation
o Family counseling
0 Specialized parenting
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Focusing Only on the Parent’'s Recovery Without Addressing
the Needs of Children...

Can threaten the parent's ability to achieve and
sustain recovery and establish a healthy relationship
with their children, thus risking:

* Recurrence of maltreatment

* Re-entry into out-of-home care

* Relapse and sustained recovery

+ Additional infants with prenatal substance exposure

+ Additional exposure to trauma for the child/family

* Prolonged and recurring effect on
child’s well-being

(LS. Department of Health and Human Services, 2013)

Focusing only on the parent’s recovery issues without addressing the needs of the child and the

family as a whole can threaten the parent’s ability to achieve and sustain recovery, to parent

effectively, and to establish a healthy and positive relationship with their child(ren); thus risking:

Recurrence of maltreatment

Re-entry into out-of-home care

Relapse and sustained recovery

Additional infants with prenatal substance exposure
Additional exposure to trauma for the child/family

Prolonged and recurring effect on child’s well-being
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Substance Abuse
and Child Welfare

E. National Center on

A Program of the

Substance Abuse and Mental Health Services
Administration

Center for Substance Abuse Treatment
and the

Administration on Children, Youth and Families
Children's Bureau
Office on Child Abuse and Neglect

www.ncsacw.samhsa.gov
ncsacw@cffutures.org
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