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Each day, the safety and well-being of children
across the Nation are threatened by child abuse
and neglect. Many of these children live in homes
where substance use disorders (substance abuse and
dependence) create additional and compounding
problems. The child welfare and alcohol and drug
abuse treatment fields are working to find effective
ways to serve families where this overlap occurs.
Intervening effectively in the lives of these children
and their families is not the responsibility of a single
agency or professional group, but rather it is a shared
community concern.

Since the late 1970s, the Child Abuse and Neglect
User Manual Series has provided guidance on child
protection to hundreds of thousands of multidisciplinary
professionals and concerned community members. The
User Manual Series offers a foundation for understanding
child maltreatment and the roles and responsibilities of
various practitioners in its prevention, identification,
investigation, and treatment. Through the years, the
manuals have served as valuable resources for building
knowledge, promoting effective practices, and enhancing
community collaboration.

A number of changes have occurred that dramatically
affecteachcommunity’sresponse to child maltreatment
since the last update of the User Manual Series in
the early 1990s.

increased recognition of the complexity of issues

The changing landscape reflects

facing children and families, new legislation, practice
innovations, and systems reform efforts. Significant

advances in research have helped shape new directions
for interventions, while ongoing evaluations show
<« »

what works.

The Office on Child Abuse and Neglect within the
Children’s Bureau of the Administration for Children
and Families, U.S. Department of Health and
Human Services, has developed this third edition of
the User Manual Series to reflect increased knowledge
and the evolving state of practice on child protection.
The updated and new manuals are comprehensive
in scope, while succinct in presentation and easy to
follow, and they address trends and concerns relevant
to today’s professional.

This manual, Protecting Children in Families Affected
by Substance Use Disorders, provides a basis for
understanding parental substance use disorder and
its relationship to child maltreatment. The manual
is intended to help child protective services (CPS)
caseworkers identify when drug and alcohol use by
a parent or other caregiver is a factor in child welfare
cases and work more effectively to meet the needs of
all family members involved. The manual encourages
enhanced collaboration between CPS and alcohol
While CPS

caseworkers are the primary audience, alcohol and

and drug abuse treatment agencies.

drug abuse treatment providers may find the manual
helpful in building their understanding of child
protection issues among the families with whom they
work. It also may be useful to other professionals,
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such as those working in health care, mental health,  for Practice and Child Protective Services: A Guide for

child care, law enforcement, and child advocacy. Caseworkers. Readers are encouraged to begin with
these manuals as they address important information

This manual builds on information presented in other | 1. 1 =pg practice is based.

publications in the series, particularly A Coordinated

Response to Child Abuse and Neglect: A Foundation

User Manual Series

This manual—along with the entire Child Abuse and Neglect User Manual Series—is available from Child
Welfare Information Gateway. Contact Child Welfare Information Gateway for a full list of available

manuals and ordering information:

Child Welfare Information Gateway
1250 Maryland Avenue, SW
Eighth Floor
Washington, DC 20024
Phone: (800) FYI-3366 or (703) 385-7565
Fax: (703) 385-3206
Email: info@childwelfare.gov

The manuals also are available online at http://www.childwelfare.gov/pubs/usermanual.cfm.
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he relationship between substance use disorders

(SUDs) and child maltreatment is compelling and
undeniable. More than eight million children in the
United States live with at least one parent who abused
or was dependent on alcohol or an illicit drug during
the past year.! These children face a heightened risk of
maltreatment.? One study, for example, showed that
children of parents with SUDs are nearly three times
more likely to be abused and more than four times
more likely to be neglected than children of parents
who do not abuse substances.’

According to the National Child Abuse and Neglect
Data System (NCANDS), in 2006, an estimated 3.3
million referrals were made to child protective services
(CPS), representing 6 million children. From this
population, approximately 905,000 children were
found to be victims of child abuse or neglect. Of
the maltreated children, 66.3 percent were neglected
(including medical neglect), 16.0 percent physically
abused, 8.8 percent sexually abused, and 6.6 percent
psychologically maltreated. Additionally, 15.1 percent
of victims were associated with “other” types of
maltreatment, such as abandonment or congenital
drug addiction. A child could be identified as a victim
of more than one type of maltreatment.* Additionally,
while estimates vary, most studies suggest that parental

SUDs are a contributing factor for between one- and
two-thirds of children involved with CPS.>

OVERVIEW OF THE CONNECTION BETWEEN
SuBsTANCE USE DISORDER AND
CHILD MALTREATMENT

SUDs often affect the way people live, including how
they function, interact with others, or parent their
children. Studies suggest that SUDs, by impairing
parents’ judgment and priorities, can influence
parental discipline choices and child-rearing styles
and have negative effects on the consistency of care
and supervision provided to children.® The time and
money parents spend on seeking out or on using
drugs or alcohol may limit the resources available in
the household to meet their children’s basic needs. In
addition, families affected by SUDs often experience a
number of other problems—including mental illness,
domestic violence, poverty, and high levels of stress—
which also are associated with child maltreatment.

Children of parents who have SUDs and who are
also in the child welfare system are more likely to
experience emotional, physical, intellectual, and
social problems than children whose parents do not
have SUDs. Additionally, abused and neglected
children from families affected by substance abuse are
more likely to be placed in foster care and to remain
there longer than maltreated children from families
not affected by substance abuse.’

Protecting Children in Families Affected by Substance Use Disorders




Note on Terminology

Health and Human Services.

Those working with individuals, families, and communities affected by the use and abuse of alcohol and
drugs use a wide variety of terms to describe the same or similar concepts, especially the spectrum of
substance use. While some readers may be more accustomed to using the term “substance abuse” to mean
any dependence, addiction, or abuse of a substance, this manual uses the term “substance use disorder,”
which encompasses both abuse and dependence (addiction). (See Chapter 2, 7he Nature of Substance Use
Disorders, for more details about the definitions of these terms.) The phrase “substance use disorder” has
been adopted by the public health and alcohol and drug treatment fields as less stigmatizing and more
reflective of the disease’s characterization as a disorder with biological, psychological, and social origins.
Some within the child welfare field have also begun to use this term.

Additionally, reliable, consistent, or generalizable data are limited concerning the relationship between
substance abuse and the frequency of child maltreatment because researchers often define terms such

as “substance abuse” or “child abuse” differently, they collect data from sources that have divergent
perspectives, and neither State alcohol and drug abuse treatment nor State child welfare data systems
consistently require staff to report information about this overlap. When presenting results of studies, this
manual, where possible, uses the same terminology as used in the research description.

For more information about terminology related to SUDs, please refer to the following:

*  National Association of Social Work Standards for Social Work Practice with Clients with Substance Use
Disorders (http://www.socialworkers.org/practice/standards/NASWATODStatndards. pdf)

« Substance Use Disorders: A Guide to the Use of Language (http://www.pacdaa.org/pacdaa/lib/
pacdaa/Substance_abuse_disorders.doc), a publication of the Center for Substance Abuse
Treatment, Substance Abuse and Mental Health Services Administration, U.S. Department of

CPS caseworkers and SUD treatment providers also
report conflicting pressures that arise from trying to
meet concurrently:

® The timeframes required by the Adoption and
Safe Families Act to promote permanency for
abused and neglected children

® The time required to access open treatment slots

®* The time necessary for successful treatment
participation

* The developmental needs of children.®

These challenges underscore the need for quick
and effective screening, assessment, and treatment,
if necessary, of SUDs among families in the child

welfare system. Further, they point to the need for
partnerships between the CPS and SUD treatment
systems to support parents in obtaining the services

they need, while ensuring the safety and well-being
of children.

ORGANIZATION OF THE MANUAL

To assist families experiencing SUDs as well as child
maltreatment, CPS caseworkers must recognize
and address each problem and their interaction.
This manual is structured first to provide CPS
caseworkers and other readers with the groundwork
for understanding SUDs and their dynamics,
characteristics, and effects. The manual then places
parental SUDs into the context of child protection

Purpose and Overview
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and describes its impact on children, as well as its
relationship to child maltreatment. Several chapters
are devoted to helping CPS caseworkers understand
how to recognize and to screen for SUDs in child
maltreatment cases, to establish plans for families
experiencing these problems, and to support
treatment and recovery, as appropriate. 'The manual
also addresses ways in which CPS and SUD treatment
providers can coordinate their work, which is critical
to improving outcomes for both parents with SUDs
and their children.

Specifically, the manual addresses:
® The nature of SUDs
® The impact of parental SUDs on children

* In-home examination, screening, and assessment

for SUDs

®  Treatment of SUDs

® The role of the CPS caseworker when an SUD is
identified

® Similarities and differences between CPS and
SUD treatment providers

®  “Putting it all together’—making the systems
work for families.

Readers should note that no single publication can
address all the intricate factors and interactions
related to the connection between SUDs and child
maltreatment, but this manual can contribute to an
increased understanding of the issues and identify
avenues for enhanced services to families. Professionals
should supplement it with other information, training,
and professional development activities.

Protecting Children in Families Affected by Substance Use Disorders
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In This Chapter

+ The continuum of alcohol and drug use

+ Appropriate and inappropriate uses of
substances

+ Characteristics of addiction
+  Why some people become addicted
+ Negative consequences of SUDs

+  Co-occurring issues

Understanding the nature and dynamics of
substance use disorders (SUDs) can help child
protective services (CPS) caseworkers in screening for
SUDs, making informed decisions, and developing
appropriate case plans for families experiencing this

problem.

THE CONTINUUM OF ALCOHOL
AND DruG UsE

Substance use, like many human behaviors, occurs
along a broad continuum from no use to extremely
heavy use. Thelikelihood ofan individual experiencing
problems stemming from substance use typically
increases as the rate of use increases. The continuum
for the use of substances includes substance use,
substance abuse, and substance dependence or
addiction.

Substance use is the consumption of low or infrequent
doses of alcohol or drugs, such that damaging
consequences are rare or minor. In reference to
alcohol, this means drinking in a way that does not
impair functioning or lead to negative consequences,
such as violence. In reference to prescription drugs,
use involves taking medications as prescribed by a
physician. Regarding over-the-counter medications,
use is defined as taking the substance as recommended
for alleviating symptoms. Some people who choose
to use substances may use them periodically, never
use them to an extreme, or never experience life
consequences because of their use.

Substance abuse is a pattern of substance use that
leads to significant impairment or distress, reflected
by one or more of the following:

* Failure to fulfill major role obligations at work,
school, or home (e.g., substance-related absences
from work, suspension from school, neglect of a
child’s need for regular meals)

* Continued use in spite of physical hazards (e.g.,
driving under the influence)

® Trouble with the law (e.g., arrests for substance-
related disorderly conduct)

* Interpersonal or social problems.?

Additionally, use of a medication in a manner different
from how it is prescribed or recommended and use of

Protecting Children in Families Affected by Substance Use Disorders



an intravenous drug that is not medically required are
considered substance abuse.

Individuals may abuse one or more substances
for a certain period of time and then modify their
behaviors because of internal or external pressures.
Abuse is characterized by periodic events of abusive
use of substances, which may be accompanied by
life consequences directly related to its use. With
proper intervention, an individual with substance
abuse problems can avert progression to addiction.
At this level of progression, the abusers often are not
aware, or if they are, they may not be honest with
themselves that the negative consequences they
experience are linked to their substance use. With
proper intervention, these individuals are able to
choose to limit or to cease substance use because of
the recognition of the connection between use and
consequences. Other people, however, may continue
abusing substances until they become addicted.

Substance dependence or addiction is the progressive
need for alcohol or drugs that results from the use of
that substance. This need creates both psychological
and physical changes that make it difficult for the
users to control when they will use the substance or
how much they will use. Psychological dependence
occurs when a user needs the substance to feel normal
Physical
dependence occurs when the body adapts to the

or to engage in typical daily activities.

substance and needs increasing amounts to ward off
the effects of withdrawal and to maintain physiological
functioning. Dependence can result in:

® The continued use of a substance despite
negative consequences. The individual continues
drug or alcohol use despite incidents, such as
accidents, arrests, or a lack of money to pay for
food because it was spent on drugs.

® An increase in tolerance to the substance. The
individual requires more of the alcohol or drug to
obtain the same effect.

®* Withdrawal symptoms. The individual needs
to consume the substance in order not to
experience unpleasant withdrawal effects, such

as uncontrollable shaking and tremors or intense

nausea.

The individual who is

* Behavioral changes.
dependent:

—  Uses more than intended

— Spends a majority of the time either
obtaining, using, or withdrawing from the
use of the substance

— Cannot stop using until the substance is
gone or the individual passes out.

Criteria for diagnosing substance dependence and
substance abuse as an SUD have been defined in
the Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition, Text Revision (DSM-IV-TR),
the American Psychiatric Association’s classification
index for mental disorders. (See Appendix D,
Diagnostic and Statistical Manual of Mental Disorders
Criteria, for more information on this topic.)

APPROPRIATE AND INAPPROPRIATE
USES OF SUBSTANCES

Certain substances, when used appropriately, have
helpful and even lifesaving uses. Many individuals
use various drugs to help overcome physical and
psychological problems. Drugs can alleviate cold and
flu symptoms, make it easier to sleep, reduce physical
or emotional pain, and help overcome feelings of
anxiety, panic, or depression. Some of these drugs
require a prescription from a doctor to be obtained
legally, while others are considered safe enough to
be sold over the counter to the public. Although
these drugs have many health benefits, many also
can be used in a higher quantity or in combination
with other substances to produce either a “high”
or a numbing effect. Combining these drugs with
alcohol or other drugs can intensify their effects and
increase risks to the user and to those around the
user. Individuals who abuse prescription medication
sometimes resort to forging prescriptions, to visiting
several doctors who will prescribe the same drug
without asking questions (“doctor shopping”), or
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to buying stolen drugs. Exhibit 2-1 provides key  gatherings to feel more comfortable talking and
statistics for commonly abused substances. relating to others. Being of legal age and drinking

Other substances may not have medicinal qualities alcohol is a commonly accepted practice in the United

but can affect users psychologically and physically or States. Of course, alcohol often can be misused and

lower inhibitions and impair judgment if misused. <% negatively affect events ranging from traffic safety

For instance, some individuals drink alcohol at social ~ t© the ability to care adequately for children.

Exhibit 2-1

Selected Drug Statistics from the National Survey on Drug Use
and Health (NSDUH)*

® An estimated 19.9 million Americans, or 8.0 percent of the population aged 12 or older, were current
illicit drug users in 2007.** (This figure reflects use of the following drugs: marijuana, cocaine, heroin,
hallucinogens, and inhalants and the nonmedical use of prescription-type pain relievers, tranquilizers,
stimulants, and sedatives.)

® The estimated number of Americans who were current users of the following drugs in 2007:

— Marijuana: 14,448,000

—  Cocaine: 2,075,000 (including 610,000 users of crack)
— Hallucinogens: 996,000 (including 503,000 users of Ecstasy)
—  Inhalants: 616,000

— Heroin: 338,000

* In 2007, approximately 6.9 million people aged 12 or older (2.8 percent of the population) were
current users of prescription-type psychotherapeutic drugs taken nonmedically, including pain relievers,
tranquilizers, stimulants, and sedatives. This includes 529,000 individuals who were current users of
methamphetamine, which can be manufactured illegally using existing prescription drugs.

® An estimated 22.3 million Americans aged 12 or older in 2006 (9.0 percent of the population) were
classified with substance abuse or dependence. Of these:

— 3.2 million abused or were dependent on both alcohol and illicit drugs;
— 3.7 million abused or were dependent on illicit drugs but not alcohol;
— 15.5 million abused or were dependent on alcohol but not illicit drugs.*®

* These statistics are drawn from the 2007 NSDUH, an annual survey of the civilian, noninstitutionalized population of the
United States aged 12 or older. To see the full results of the most recent survey, visit the website of the U.S. Department of Health
and Human Services, Substance Abuse and Mental Health Services Administration, Office of Applied Studies: http://www.oas.
samhsa.gov/nsduhLatest.htm.

** “Current users” reflect persons who used the specified drug during the month prior to the NSDUH interview.
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Quick Facts on Alcohol Use

* Slightly more than half of Americans aged 12 or older, or approximately 127 million people, reported
being current drinkers of alcohol in the 2007 NSDUH. (Current drinkers were defined as having had at
least one drink in the 30 days prior to the survey.)

® An estimated 17 million people (6.9 percent of the population) were heavy drinkers. (Heavy drinking
was defined as having five or more drinks on the same occasion on at least 5 different days in the past 30
days.)

* Among pregnant women aged 15 to 44, an estimated 11.6 percent reported current alcohol use, and 3.7
percent reported binge drinking. (Binge drinking was defined as having five or more drinks on the same
occasion on at least 1 day in the past 30 days.)

®  Excessive alcohol use is the third leading lifestyle cause of death in the United States and was determined
to be a key factor in approximately 79,000 deaths annually from 2001-2005.

® The U.S. Dietary Guidelines for Americans recommends no more than one drink per day for adult
women and no more than two drinks per day for adult men. It also lists several types of individuals—
including children, adolescents, and pregnant women—who should avoid alcohol completely.!

For more information on commonly abused substances, see Appendix E, Commonly Abused Substances.

With respect to child protection, substance use
becomes problematic when it contributes to the harm
of children. This can be difficult for CPS caseworkers
to identify because the distinction between “normal”
alcohol use and problematic use may be blurred and
subject to interpretation. (See Chapter 4, In-home
Examination, Screening, and Assessment of Substance
Use Disorders, for more information about identifying

SUD:s.)

CHARACTERISTICS OF ADDICTION

Knowing the characteristics of addiction can help
inform effective intervention and practice with
individuals suffering from SUDs. Characteristics
include:

® DProgressive Nature. A central feature of
addiction is a progressive use of a substance,

whether alcohol, prescription medications, or
illegal drugs. The physical, emotional, and social
problems that arise from addiction typically
continue to worsen unless the SUDs are treated
successfully. If left untreated, addiction can cause
premature death through overdose; through
organic complications involving the brain, liver,
heart, and many other organs; and by contributing
to motor vehicle crashes, homicide, suicide, and
other traumatic events.

Denial and Concealment. Addiction can
be difficult to identify, even for individuals
experiencing it. People who are addicted to a
substance often engage in elaborate strategies
to conceal the amount being consumed and
the degree to which the substance is affecting
their lives. Another dimension of addiction is
that individuals who suffer from it often do not
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perceive that their pattern of drinking or drug
use creates or contributes to their problems.
Additionally, the use of substances may affect
their memory or perception of events or of what
they have said or done. This lack of recognition
commonly is identified as denial.

® Chronic Disease. The National Institute on
Drug Abuse has defined addiction as a chronic
disease, like heart disease, hypertension, and
diabetes. Studies have shown alcohol and drug
abuse treatment is about as effective as treatments
required for these other chronic diseases.
Lifetime management of chronic diseases in all
cases requires individuals to change their habits
and activities and to take precautions that
prevent them from relapsing or worsening their
condition.

® Lapses and Relapses. Lapses and relapses are

common features of addiction. A lapse is a
period of substance use after the individual has
been clean and sober for some length of time. A
relapse is not only using the substance again, but
also returning to the problem behaviors associated

with it."?

Addiction is difficult to deal with; many individuals
lapse or relapse one or more times before being able to
remain abstinent. If lapses or relapses occur, they do
not necessarily mean that treatment has failed. They
can point the way toward needed improvements in
how those individuals are approaching recovery. Most
individuals who have lapsed or relapsed can identify,
prior to the lapse or relapse, certain situations,
thoughts, or behaviors that contributed to the use of
the substance.

WHY SOME PEOPLE BECOME ADDICTED

Many theories and explanations have been proposed
to describe the reasons why some individuals become

addicted to substances and others do not. Research on
the causes of addiction is not conclusive, and multiple
factors may contribute to it. Early explanations
for addiction included moral weakness, insanity,
demonic possession, and character pathology.”
These explanations, combined with the problematic
behaviors that sometimes accompany addiction, have
created a serious stigma. Recent research, however,
indicates that substance addiction is a brain disease
that changes its structure and functioning, which in
turn affects an individual’s behaviors. Although the
initial use of a substance may be voluntary, a person’s
ability to control future use may be seriously impaired
by changes in the brain caused by prior use.'

Some research, including adoption and twins
studies, has demonstrated a biological and genetic
predisposition to addiction, with scientists estimating
that genetic factors account for 40-60 percent of an
individual’s risk of addiction.” These studies suggest
that an individual’s genes play a role in vulnerability
to addiction. For example, one study found that
children whose parents are addicted to drugs or
alcohol are three times more likely to develop an
SUD later in life than children whose parents are
not addicted.’® Other research emphasizes a social
factor to explain that addictions appear to “run in
the family.” These studies suggest that children who
grow up in families with SUDs may model their adult
behavior on what they have seen and known in their
familial experience.’” Risk for addiction can also be
affected by gender, ethnicity, developmental stage, and

8 In other words, both nature

social environment.!
and nurture contribute to a person’s vulnerability or

resistance to substance abuse.

Many self-help groups, such as 12-step programs,
consider addiction a progressive illness that is physical,
spiritual, and emotional in nature. They believe that
individuals who are addicted must admit that they are
powerless over the substance; that is, they are unable
to resolve the problem on their own and must seek
help outside themselves."
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even uncontrollable drug use.

the drug.

essential to good outcomes.?°

People who are addicted to drugs are from all walks of life. Many suffer from poor mental or physical
health, occupational, or social problems, which make their addictive disorders much more difficult to treat.
Even if there are few associated problems, the severity of addiction itself ranges widely among people.

Isn’t drug addiction a voluntary behavior? A person may start taking drugs voluntarily, but as times
passes and drug use continues, something happens that makes a person go from being a voluntary drug
user to a compulsive drug user. This happens because the continued use of addictive drugs changes the
brain. These changes can be dramatic or subtle, but often, without treatment, they result in compulsive or

How is addiction similar to a disease? Drug addiction is a brain disease. Every type of drug abuse has
its own mechanism for changing how the brain functions. Regardless of which drug a person is addicted
to, many of the effects on the brain are similar. These may include modifications in the molecules and
cells that make up the brain, changes in memory processes and thinking, transformation of moods, and
sometimes changes in motor skills, such as walking and talking. These changes can have a significant
influence on all aspects of a person’s behavior and can cause the individual to do almost anything to obtain

Why can’t drug addicts quit on their own? In the beginning, almost all addicted individuals believe

that they can stop using drugs on their own, and most try to stop without treatment. However, most of
these attempts fail to achieve long-term abstinence. Research has shown that long-term drug use results in
significant changes in brain function that persist long after the individual has stopped using drugs. These
drug-induced changes in brain function can have many behavioral consequences, including the compulsion
to use drugs despite adverse consequences—one of the defining characteristics of addiction.

Understanding that addiction has such an important biological component may help explain the difficulty
in achieving and maintaining abstinence without treatment. Psychological stress from work or family
problems, social cues (e.g., meeting individuals from one’s drug-using past), or the environment (e.g.,
encountering streets, objects, or even smells associated with drug use) can interact with biological factors to
hinder sustained abstinence and to make relapse more likely. Research studies indicate, however, that even
the most severely addicted individuals can participate actively in treatment and that active participation is

NEGATIVE CONSEQUENCES OF SUBSTANCE
UsE DISORDERS

Negative consequences from alcohol and drug use,
abuse, and dependence generally fall into three
categories: loss of behavioral control, psychophysical
withdrawal, and role maladaptation.

Loss of behavioral control happens when individuals
do things they normally would not do because their
inhibitions and reasoning abilities are impaired. Loss
of behavioral control can include passing out, having
a blackout (i.e., short-term memory loss), behaving
violently, leaving children unsupervised or in a
potentially unsafe situation, and neglecting children’s
basic needs.
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Psychophysical withdrawal occurs when individuals
experience physical symptoms that result from
withdrawing from using a substance. Indicators
of psychophysical withdrawal include becoming
nauseated or vomiting; feeling feverish, hot, sweaty,
agitated, or nervous; and experiencing significant
changes in eating or sleeping patterns. In advanced
cases, withdrawal may include experiencing, seeing,
or hearing things that are not there, such as having
the sensation of bugs crawling on the skin or having
seizures or convulsions. Physical withdrawal,
particularly from alcohol and heroin, can be life

threatening,.

Role maladaptation occurs when individuals
cannot conform to what are generally considered
their expected roles (e.g., parent, breadwinner). For
parents, this can mean difficulties in caring properly
for their children (e.g., prioritizing a need for drugs
over a child’s needs for food and clothing). Other
examples of role maladaptation due to SUDs include
relationship problems, failure to keep a job, difliculties

paying the bills, and criminal activity.

Problems in one area will not necessarily indicate
or predict problems in other areas. Someone who
experiences regular hangovers from drinking (defined
as anxiety, agitation, nausea, and headaches) can
experience these symptoms without experiencing
a significant loss of behavioral control or role
maladaptation.  Others struggling with addiction,

however, may suffer from all three consequences.

Co0-0CCURRING ISSUES

CPS caseworkers must place SUDs into context with
the other problems that families may face. In general,
these families have more numerous and complex
issues to address than those who are not abusing or
addicted to alcohol and drugs. Similarly, child abuse
and neglect seldom occur in a vacuum; these families
often are experiencing several layers of problems. For
both SUDs and child maltreatment, common co-
occurring issues include mental and physical illnesses,

domestic violence and other trauma, economic
difficulties or poverty, housing instability, or dangerous
neighborhoods and crime.?* All of these challenges
can constitute barriers to successful participation in
SUD treatment and, when addressed, can improve an
individual’s chances of attaining long-term abstinence.
The following sections describe some of the most
common co-occurring issues experienced by families
affected by child maltreatment and SUDs. The goal
is to increase caseworker awareness of the variety of
symptoms and factors, particularly those most likely
to affect assessment and decisions regarding services
for families and children involved in CPS cases.

Mental Illness

SUDS have a strong association with mental illness.
In 2007, an estimated 24.3 million adults aged 18 or
older had a serious mental illness.?? (Having a serious
mental illness is defined as having a diagnosable
mental, behavioral, or emotional disorder during
the past year that met the DSM-IV criteria.) Adults
with a serious mental illness are much more likely to
have used illicit drugs within the past year than those
adults without a serious mental illness (28.0 percent
versus 12.2 percent).?®

It is not clear why there is a high correlation between
SUDs and mental illness. Three ways in which they
may relate to one another are:

® The disorders may occur independently of each
other.

® The mental health disorder may place an
individual at greater risk for SUDs.

®  Alcohol or drug intoxication or withdrawal may
result in temporary mental health disorders, such
as paranoia or depression.?*
It is common for either the SUD or the mental health
issue to go undiagnosed. In addition, not all mental
health problems affecting a parent necessarily will
appear severe or profound. As a result, when one issue
is identified, it is important to screen for the other.
When both are identified, current accepted practice is
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to treat both disorders simultaneously, especially with
individuals who have serious mental illnesses.

Physical Health Problems

SUD:s can cause or worsen physical health problems.
For example:

® Alcohol abuse can cause numerous physical
problems related to the function of the liver,
heart, digestive system, and nervous system.

®  Marijuana use is associated with ailments ranging
from a burning or stinging sensation in the mouth
or throat, to respiratory problems, to an increased
likelihood of cancer in the throat and lungs.

® Individuals who inject drugs, such as heroin or
methamphetamine, put themselves at risk of
contracting infectious diseases, such as HIV/

AIDS and hepatitis C, through the sharing of
syringes and other injection paraphernalia.

Domestic Violence and Other Forms of Trauma

Trauma can take the form of a physical injury or a
painful or disturbing experience that can have lasting
effects. It can result from exposure to a variety of events
ranging from natural disasters to violent crimes. The
consequences of trauma can be significant, affecting
the victim on biological, psychological, social, and
spiritual levels.

Individuals who have experienced a traumatic event
sometimes turn to drugs or alcohol in an effort to
deal with the resulting emotional pain, anxiety, fear,
or guilt. If the pattern becomes well established, it
may indicate that the person has an SUD. SUDs,
particularly if they are active over a period of time,
increase the likelihood of further exposure to
accidental and intentional acts that may result in
additional trauma. In addition, individuals who have
not experienced a traumatic event, but have an SUD,
have an increased likelihood of exposure to events that
may then result in trauma, such as being assaulted.

Studies have shown that a high percentage of women
treated for SUDs also have significant histories of

trauma.25

Women who abuse substances are more
likely to experience accidents and acts of violence,
including assaults, automobile accidents, intimate
partner violence, sexual abuse and assault, homicide,

and suicide.?®

Alcohol commonly is cited as a causal factor and
precursor to adult domestic violence.  Research
studies indicate that approximately 25 to 50 percent
of domestic violence incidents involve alcohol and
that nearly one-half of all abusers entering batterer

intervention programs abuse alcohol.?’

Despite
the evidence that many batterers and victims abuse
alcohol, there is no empirical evidence that substance
use disorder directly causes domestic violence.

However, SUDs increase the severity and frequency

Post-traumatic Stress Disorder

Women who abuse substances sometimes cite continued substance use as a perceived aid in controlling
symptoms of post-traumatic stress disorder (PTSD).*® PTSD is a psychiatric disorder that can occur
following the experience or the witnessing of life-affecting events, such as military combat, violent or sexual
assaults, or natural disasters. People who suffer from PTSD often relive the experience through nightmares
and flashbacks, have difficulty sleeping, and feel detached or estranged. PTSD also is associated with
impairment of the ability to function in social or family life, including employment instability, marital
problems and divorce, family discord, and difficulties in parenting. Research has indicated that women
with PTSD are twice as likely to abuse or to be dependent on alcohol and are four times as likely to abuse
or to be dependent on drugs.®* When compared to other traumas, sexual abuse and physical abuse have
been found to be associated with the highest rates of PTSD.*
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of the batterers” violence and interfere with domestic
violence interventions.?® They also contribute to the

increased severity of injuries among victims.*®

Poverty

SUD:s cross all socioeconomic lines, but studies show
that there is a relationship between poverty and
substance abuse.® People living in poverty sometimes
turn to substances for relief from the anxiety and
the stress associated with economic insecurity. Of
course, spending money on alcohol or drugs often
only contributes to economic problems. Dealing
illegal drugs is viewed by some as a source of income
and a means of escaping poverty. Unfortunately,
some individuals suffering from economic hardship
feel that they have little to lose if they get involved in
drugs, no matter what the effects are on themselves or
their families.

Parents who are distracted by their financial problems
may have less energy and attention for parenting. In
some homes, the psychological distress of poverty may
be directed toward the children. Research hasindicated
a strong association between child maltreatment,
particularly neglect, and poverty.3* CPS case plans
invariably need to address issues related to poverty
and establish service plans for families.

Homelessness

In some cases, extreme poverty and other factors may
lead to homelessness. Homeless people typically
experience several overlapping challenges, including
SUDs, mental illnesses, and a variety of physical
health problems. Parents with children account for
approximately 11 percent of the homeless population,

and this number appears to be growing.®

Crime

Crime has a strong association with drug use. In the
most recent study of its kind, more than three out of
every four State, Federal, orlocal jail inmates previously
were involved seriously with drugs or alcohol in some
way (e.g., convicted of a drug- or alcohol-related
crime, used illicit substances regularly, were under the
influence of alcohol or drugs when they committed

a crime).%®

Another study found that adults who
were arrested for a serious offense were much more
likely to have used an illicit drug in the prior year
(60.1 percent) than those who were not arrested (13.6
percent).*” In addition, many individuals in prisons
and jails experience multiple, overlapping problems.
For instance, research indicates that among inmates
with a serious mental disorder, 72 percent have a co-
occurring SUD.® It often is challenging for these
individuals to obtain appropriate services either in
prison or upon their release.

Because women are generally the primary caretakers
of their children, the increase in the number
of incarcerated women over the past decade is
particularly relevant to CPS caseworkers. The Bureau
of Justice Statistics reports that the female prison
population increased from 44,000 in 1990 to more
than 111,000 in 2006.* One-third of incarcerated
women have been convicted of drug offenses, and
approximately 65 percent of women in prison report
having used drugs regularly.** Additionally, 75 percent
of incarcerated women are mothers, and two-thirds
have minor children, who often are placed outside the
home while their mothers are incarcerated.**

In response to problems arising from low-level,
nonviolent drug offenses, many States and localities
have established alternative, less putative programs,
such as drug courts, to rehabilitate offenders. (For
more information on drug courts, see Chapter
8, Putting It Together: Making the Systems Work
for Families.)
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Methamphetamine Use and Its Impact

on Children

Methamphetamine is a powerfully addictive drug, and individuals who use it can experience serious health
and psychiatric conditions, including memory loss, aggression, violence, psychotic behavior, and potential
coronary and neurological damage.*? Its use in the United States has become an issue of great concern to
professionals working with children and families. In 2007, there were an estimated 529,000 current users of
methamphetamine aged 12 or older. Approximately, 5.3 percent of the population reported using this drug
at least once in their lifetime.”® Methamphetamine is also known by ever-changing street names, such as
speed, ice, crystal, crank, tweak, glass, bikers’ coffee, poor man’s cocaine, chicken feed, shabu, and yaba.**

Aswithany children of parents with an SUD, children whose parents use methamphetamine are ata particularly
high risk for abuse and neglect. What compounds the problem for children of methamphetamine users is that
the drug is relatively easy to make, and therefore, many of these children are exposed to the additional risks
of living in or near a methamphetamine lab. During 2005, an estimated 1,660 children were injured, killed
at, or affected by methamphetamine labs. In each of the prior 3 years, the number of affected children was
over 3,000.* The manufacture of methamphetamine involves the use of highly flammable, corrosive, and
poisonous materials that create serious health and safety hazards. Children affected by methamphetamine
labs may exhibit symptoms such as chronic cough, skin rashes, red or itchy eyes, agitation, inconsolable
crying, irritability, and vomiting.*®

Many communities have Drug Endangered Children (DEC) programs that assist CPS caseworkers, law
enforcement, and medical services to coordinate services for children found living in environments where
drugs are made. For more information on DEC programs, visit http://www.whitehousedrugpolicy.gov/

enforce/dr_endangered_child.html.

CPS agencies have witnessed the effects of methamphetamine use on the child welfare population. In a
2005 survey by the National Association of Counties, 40 percent of CPS officials reported that the number
of out-of-home placements due to methamphetamine use had increased in the previous year. In addition,
59 percent of the CPS officials reported that methamphetamine use had increased the difficulty of family
reunification.”’

Because of the dramatic escalation of methamphetamine use and the severity of its effects, further information
on the drug and its impact on child welfare can be found throughout this manual. Additional resources are
available at http://www.childwelfare.gov/systemwide/service_array/substance/drug_specific/meth.cfm
and http://www.methresources.gov/.
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to 17 years.”® These children are at increased risk for
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A Definition of Child Maltreatment

The Child Abuse Prevention and Treatment Act, reauthorized in the Keeping Children and Families Safe
Act of 2003 (PL. 108-36), provides the minimum standards for defining child physical abuse, neglect, and
sexual abuse that States must incorporate into their statutory definitions in order to receive Federal funds.
Under this Act, child maltreatment is defined as:

“Any recent act or failure to act on the part of a parent or caregiver, which results in death, serious physical
or emotional harm, sexual abuse or exploitation, or an act or failure to act which presents an imminent risk
of serious harm.”!

A “child” under this definition generally means a person younger than age 18 or who is not an emancipated

minor. In cases of child sexual abuse, a “child” is one who has not attained the age of 18 or the age specified
52

by the child protection law of the State in which the child resides, whichever is younger.
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childhood development. It is intended to help child
protective services (CPS) caseworkers understand
the behaviors and problems that some children in
the child welfare system may exhibit and that hold
implications for their potential need for services.

THE IMPACT ON PRENATAL DEVELOPMENT

In 2006 and 2007, an average of 5.2 percent of
pregnant women aged 15 to 44 years used an illicit
drug during the month prior to being surveyed, and
11.6 percent had consumed alcohol.® Nationwide,
between 550,000 and 750,000 children are born each
year after prenatal exposure to drugs or alcohol.*
These children often are medically fragile or born
with a low birth weight. Some are born prematurely
and require intensive care.

Identifying the effects of drugs and alcohol on fetuses
has posed challenges for researchers. While there has
been some success researching the effects of alcohol
on fetal development, securing accurate information
regarding the use of illicit drugs from pregnant
women or women who have given birth has proven
to be very difficult. In addition, women who abuse
substances often have other risk factors in their lives
(e.g., a lack of prenatal care, poor nutrition, stress,
violence, poor social support) that can contribute
significantly to problematic pregnancies and births.

The sections that follow summarize some of what is
known about the effects of substance use on prenatal
development.

Pregnancy and SUDs

Women who use alcohol or illicit drugs may find
it difficult or seemingly impossible to stop, even
when they are pregnant. Moreover, pregnancy can
be stressful and uncomfortable. For someone who
commonly uses drugs and alcohol to minimize pain
or stress, this practice may not only continue, but also
become worse. Pregnant women can face significant
stigma and prejudice when their SUDs are discovered.
For these reasons, some women avoid secking
treatment or adequate prenatal care. Other pregnant
women, however, do seek treatment. According to
the Substance Abuse and Mental Health Services
Administration, 3.9 percent of the women admitted
to State licensed or certified SUD treatment programs
were pregnant at the time of admission.” In another
study, pregnant women aged 15 to 44 years were
more likely than nonpregnant women of the same age
group to enter treatment for cocaine abuse.®

The Effects of Prenatal Exposure to Alcohol

Drinking alcohol during pregnancy can have serious
effects on fetal development. Alcohol consumed by
a pregnant woman is absorbed by the placenta and

Screening Newborns at Birth

of CPS.

Opinions differ about how best to respond to prenatal substance exposure. Some hospitals are
reconsidering whether they should test newborns for drugs, and some courts are treating prenatal substance
exposure as a public health matter, turning to CPS only if they determine the child was harmed. Decisions
regarding whether and when to screen newborns for prenatal substance exposure are beyond the purview

Child welfare legislation has provided some guidance regarding how such cases should be handled. The
Keeping Children and Families Safe Act of 2003 requires that health care providers notify CPS, as
appropriate, to address the needs of infants born exposed to drugs, and requires the development of a plan
of safe care for any affected infants. In 20006, statutes in 15 States and the District of Columbia specified
reporting procedures when there is evidence at birth that an infant was exposed prenatally to drugs,
alcohol, or other controlled substances. Additionally, 13 States and the District of Columbia included
prenatal substance exposure in their definitions of child abuse or neglect.®
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directly affects the fetus.®® A variety of birth defects
to the major organs and the central nervous system,
which are permanent, can occur due to alcohol use
during pregnancy, though the risk of harm decreases
if the pregnant woman stops drinking completely.>®
Collectively, these defects are called Fetal Alcohol
Syndrome (FAS). FAS is one of the most commonly
known birth defects related to prenatal drug exposure.

Children with FAS may exhibit:
®  Growth deficiencies, both prenatally and after birth
®  Problems with central nervous system functioning

* IQs in the mild to severely retarded range

®  Small eye openings and poor development of the
optic nerve

® A small head and brain
® Joint, limb, ear, and heart malformations.

Alcohol-Related  Neurodevelopmental — Disorder
(ARND) and Alcohol-Related Birth Defects (ARBD)

are similar to FAS. Once known as Fetal Alcohol
Effects, ARND and ARBD are terms adopted in
1996 by the National Academy of Sciences’ Institute
of Medicine. ARND and ARBD encompass the
functional and physiological problems associated
with prenatal alcohol exposure, but are less severe
than FAS. Children with ARND can experience
functional or mental impairments as a result of
prenatal alcohol exposure, and children with ARBD
can have malformationsin the skeletal and majororgan
systems. Not all children who are exposed prenatally
to alcohol develop FAS, ARND, or ARBD, but for
those who do, these effects continue throughout their
lives and at all the stages of development, although
they are likely to present themselves differently at
each developmental stage. Exhibit 3-1 compares
typical childhood behavior at each developmental
stage with behaviors and characteristics associated

with FAS, ARND, and ARBD.

Exhibit 3-1

Childhood Behavior and Characteristics Associated with FAS, ARND, and ARBD®

* Assert independence by saying “no”

Devel al FAS/ARND/ARBD Behavi
eve opment Typical Behaviors or Characteristics ] 'e aviors
Stage or Characteristics
Infants * Develop mental and physical skills * Problems with spatial and depth perception, muscle
« Bond with carctakers coordination and development, facility with speech, and
processing information

* Attention deficit disorder
* Inability to focus
¢ Possible attachment disorders

Toddlers * Develop sense of self * Difficulty exercising self-control, which leads to self-

doubt and feelings of inadequacy

5-7 year olds * Try new things

* Meet or exceed academic standards

e Learn new social skills

e Overwhelmed with new situations and interactions with
other children

* Inability to pic