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� Preface� 

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.  �e child welfare and alcohol and drug 
abuse treatment “elds are working to “ nd e� ective 
ways to serve families where this overlap occurs. 
Intervening e�ectively 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.  � e 
User Manual Series o�ers a foundation for understanding 
child maltreatment and the roles and responsibilities of 
various practitioners in its prevention, identi“ cation, 
investigation, and treatment.  �rough the years, the 
manuals have served as valuable resources for building 
knowledge, promoting e�ective practices, and enhancing 
community collaboration. 

A number of changes have occurred that dramatically 
a�ect each community•s response to child maltreatment 
since the last update of the User Manual Series in 
the early 1990s. �e changing landscape re” ects 
increased recognition of the complexity of issues 
facing children and families, new legislation, practice 
innovations, and systems reform e�orts.  Signi“ cant 

advances in research have helped shape new directions 
for interventions, while ongoing evaluations show 
•what works.Ž 

� e O�ce 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 re”ect increased knowledge 
and the evolving state of practice on child protection. 
�e 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. 

�  is manual, Protecting Children in Families Aff ected 

by Substance Use Disorders, provides a basis for 
understanding parental substance use disorder and 
its relationship to child maltreatment.  � e 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 e�ectively to meet the needs of 
all family members involved.  �e manual encourages 
enhanced collaboration between CPS and alcohol 
and drug abuse treatment agencies.  While CPS 
caseworkers are the primary audience, alcohol and 
drug abuse treatment providers may “nd 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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CHAPTER 1 

Purpose and Overview 

The 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.1 �ese children face a heightened risk of 
maltreatment.2  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.3 

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 •otherŽ types of 
maltreatment, such as abandonment or congenital 
drug addiction.  A child could be identi“ed as a victim 
of more than one type of maltreatment.4  Additionally, 
while estimates vary, most studies suggest that parental 
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CHAPTER 2 

The Nature of Substance
 Use Disorders 

In This Chapter 

€ \ �e 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. �e likelihood of an individual experiencing 
problems stemming from substance use typically 
increases as the rate of use increases.  � e 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 de“ned 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 signi“cant impairment or distress, re” ected 
by one or more of the following: 

€ \ Failure to ful“ll 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 in” uence) 

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

€ \ Interpersonal or social problems. 9 

Additionally, use of a medication in a manner di� erent 
from how it is prescribed or recommended and use of 
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to buying stolen drugs.  Exhibit 2-1 provides key 
statistics for commonly abused substances. 

Other substances may not have medicinal qualities 
but can a�ect users psychologically and physically or 
lower inhibitions and impair judgment if misused. 
For instance, some individuals drink alcohol at social 

gatherings to feel more comfortable talking and 
relating to others.  Being of legal age and drinking 
alcohol is a commonly accepted practice in the United 
States.  Of course, alcohol often can be misused and 
can negatively a�ect events ranging from tra�  c safety 
to 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.**  (� is “ gure re” ects use of the following drugs: marijuana, cocaine, heroin, 
hallucinogens, and inhalants and the nonmedical use of prescription-type pain relievers, tranquilizers, 
stimulants, and sedatives.)   

�e 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.  �is 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€ 
classi“ed 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. … 10 

* �ese 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, O�ce of Applied Studies: http://www.oas. 
samhsa.gov/nsduhLatest.htm. 

** •Current usersŽ re”ect persons who used the speci“ed 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 de“ned 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 de“ned as having “ve or more drinks on the same occasion on at least 5 di�erent 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 de“ned as having “ve 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.  

�e 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.11 

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.  �is can be di�cult for CPS caseworkers 
to identify because the distinction between •normalŽ 
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 
SUDs.) 

CHARACTERISTICS OF ADDICTION 

Knowing the characteristics of addiction can help 
inform e�ective intervention and practice with 
individuals su�ering from SUDs.  Characteristics 
include: 

€ \ Progressive Nature . A central feature of 
addiction is a progressive use of a substance, 

whether alcohol, prescription medications, or 
illegal drugs.  �e 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 di�cult 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 a� ecting 
their lives.  Another dimension of addiction is 
that individuals who su�er 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 a� ect 
their memory or perception of events or of what 
they have said or done.  �is lack of recognition 
commonly is identi“ed as denial. 

€ \ Chronic Disease . �e National Institute on 
Drug Abuse has de“ned addiction as a chronic 
disease, like heart disease, hypertension, and 
diabetes. Studies have shown alcohol and drug 
abuse treatment is about as e�ective 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.12 

Addiction is di�cult 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.  � ey 
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.13 

�ese 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 a�ects 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.14 

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.15 �ese 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.16  Other research emphasizes a social 
factor to explain that addictions appear to •run in 
the family.Ž  �ese 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.17  Risk for addiction can also be 
a�ected by gender, ethnicity, developmental stage, and 
social environment.18  In other words, both nature 
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.  �ey 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.19 
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Psychophysical withdrawal occurs when individuals 
experience physical symptoms that result from 



to treat both disorders simultaneously, especially with 
individuals who have serious mental illnesses.  

Physical Health Problems 

SUDs 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 
e�ects. It can result from exposure to a variety of events 
ranging from natural disasters to violent crimes.  � e 
consequences of trauma can be signi“ cant, a� ecting 
the victim on biological, psychological, social, and 
spiritual levels.  

Individuals who have experienced a traumatic event 
sometimes turn to drugs or alcohol in an e� ort 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 signi“cant 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.26 

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.27  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).30  PTSD is a psychiatric disorder that can occur 
following the experience or the witnessing of life-a�ecting events, such as military combat, violent or sexual 
assaults, or natural disasters. People who su�er from PTSD often relive the experience through nightmares 
and ”ashbacks, have di�culty 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 di�culties 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.31 When compared to other traumas, sexual abuse and physical abuse have 
been found to be associated with the highest rates of PTSD.32 
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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.42  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.43  Methamphetamine is also known by ever-changing street names, such as 
speed, ice, crystal, crank, tweak, glass, bikers• co�ee, poor man•s cocaine, chicken feed, shabu, and yaba.44 

As with any children of parents with an SUD, children whose parents use methamphetamine are at a 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 a�ected by methamphetamine labs.  In each of the prior 3 years, the number of a�ected children was 
over 3,000.45  �e manufacture of methamphetamine involves the use of highly ”ammable, corrosive, and 
poisonous materials that create serious health and safety hazards.  Children a�ected by methamphetamine 
labs may exhibit symptoms such as chronic cough, skin rashes, red or itchy eyes, agitation, inconsolable 
crying, irritability, and vomiting.46 

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 e�ects of methamphetamine use on the child welfare population.  In a 
2005 survey by the National Association of Counties, 40 percent of CPS o�  cials 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 o�cials reported that methamphetamine use had increased the di�  culty of family 
reuni“ cation.47 

Because of the dramatic escalation of methamphetamine use and the severity of its e�ects, 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_speci“ c/meth.cfm 
and http://www.methresources.gov/. 
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directly a�ects the fetus.58 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.59 

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 de“ciencies, 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 
E�ects, 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 malformations in the skeletal and major organ 
systems. Not all children who are exposed prenatally 
to alcohol develop FAS, ARND, or ARBD, but for 
those who do, these e�ects continue throughout their 
lives and at all the stages of development, although 
they are likely to present themselves di� erently 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 ARBD60 

Developmental 
Stage 

Typical Behaviors or Characteristics 
FAS/ARND/ARBD Behaviors 

or Characteristics 

Infants € Develop mental and physical skills 

€ Bond with caretakers 

Problems with spatial and depth perception, muscle € 
coordination and development, facility with speech, and 
processing information 

Attention de“ cit disorder € 

Inability to focus € 

Possible attachment disorders € 

Toddlers € Develop sense of self 

€ Assert independence by saying •noŽ 

Di�culty exercising self-control, which leads to self>€ 
doubt and feelings of inadequacy 

5…7 year olds € Try new things 

€ Meet or exceed academic standards 

€ Learn new social skills 

Overwhelmed with new situations and interactions with € 
other children 

Inability to pick up social skills by observation € 

Problems meeting academic standards € 

8…12 year olds € Increased in”uence of peers 

€ Games become important method 
of bonding and developing 
interpersonal skills 

Di�culty remembering rules of games € 

Lack of remorse in breaking rules € 

Become depressed and exhibit other behavior problems € 

Teenagers € Continued detachment from parents 

€ Development of individual identity 

€ Learn to identify with larger community 

May lack skills to become good community members € 

Become socially isolated € 

May “nd their way to peer groups that engage in high>€ 
risk behaviors 

May withdraw altogether from groups € 
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More information on FAS is available from the National Organization on Fetal Alcohol Syndrome (http://www.nofas. 
org) and the National Center on Birth Defects and Developmental Disabilities (http://www.cdc.gov/ncbddd/fas). 

� e E�ects of Prenatal Exposure to Drugs 

Similar to alcohol use, use of other substances can 
have signi“cant e�ects on the developing fetus.  For 
example, cocaine or marijuana use during pregnancy 
may result in premature birth, low birth weight, 
decreased head circumference, or miscarriage.61 

Prenatal exposure to marijuana has been associated 
with di�culties in functioning of the brain.62  Even if 
there are no noticeable e�ects in the children at birth, 
the impact of prenatal substance use often can become 
evident later in their lives.  As they get older, children 
who were exposed to cocaine prenatally can have 
di�culty focusing their attention, be more irritable, 
and have more behavioral problems.63  Di�culties 
surface in sorting out relevant versus irrelevant stimuli, 
making school participation and achievement more 
challenging. 

Pregnancy as a Motivation for Treatment 

Given the dangers associated with substance use 
during pregnancy, women who abuse substances 
during pregnancy should receive treatment as early as 
possible. Research has found that women often are 
more amenable to entering treatment when they are 
pregnant.67 CPS caseworkers and other professionals, 

therefore, should try to use the pregnancy to motivate 
women to change. CPS caseworkers may not have 
much opportunity to interact with women who have 
not yet given birth unless there are other children 
in the family who have entered the child welfare 
system. 

Once their babies are born, signi“cant changes can 
occur in the lives of women who abused alcohol or 
drugs during pregnancy.  In the case of babies who 
test positive for substances at birth, the mothers may 
experience remorse and sadness over the actual or 
potential consequences of their substance use, which 
also can be a motivating factor to seek treatment. 
If CPS is involved, mothers may admit to enough 
drug use to explain the positive drug test, but not 
to an addiction, due to the fear of losing custody of 
their children.  �ey may comply with treatment 
requirements in order to compensate for the 
problems their SUD may have caused their children. 
Nevertheless, new di�culties may begin when CPS 
closes the case and the pressure is o� the mothers to 
stay clean. For instance, they may be tempted to use 
drugs and alcohol again.  (For more information on 
treatment issues, see Chapter 5, Treating Substance 

Use Disorders.) 

�e E�ects of Prenatal Methamphetamine Use 

Prenatal exposure to methamphetamine can cause a wide range of problems, including birth defects, fetal 
death, growth retardation, premature birth, low birth weight, developmental disorders, and hypersensitivity 
to touch in newborns.  Older children who were exposed prenatally to substances may exhibit cognitive 
de“cits, learning disabilities, and poor social adjustment.64 

Caseworkers should note that methamphetamine users might not be knowledgeable about the potential 
harm to themselves or to the fetus.  Like cocaine and heroin users, methamphetamine users tend to avoid 
prenatal care clinics.65  Caseworkers also should be careful of labeling children who have been exposed 
prenatally to methamphetamine.  For example, labeling a child as a •meth babyŽ can cause the child or others 
to have lower expectations for academic and life achievements and to ignore other causes for the physical and 
social problems the child may encounter.66 
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THE IMPACT ON CHILDHOOD  DEVELOPMENT 

Exposure to parental SUDs during childhood also 
can have dire consequences for children.  Compared 
to children of parents who do not abuse alcohol or 
drugs, children of parents who do, and who also are in 
the child welfare system, are more likely to experience 
physical, intellectual, social, and emotional problems. 
Among the di�culties in providing services to these 
children is that problems a� ected or compounded by 
their parents• SUDs might not emerge until later in 
their lives.68 

�is section summarizes some of the consequences 
of SUDs on childhood development, including 
a disruption of the bonding process; emotional, 
academic, and developmental problems; lack of 
supervision; parenti“cation; social stigma; and 
adolescent substance use and delinquency. 

Disruption of the Bonding Process 

When mothers or fathers abuse substances after 
delivery, their ability to bond with their child„so 
important during the early stages of life„may be 
weakened.  In order for an attachment to form, it is 
necessary that caregivers pay attention to and notice 
their children•s attempts to communicate.  Parents 
who use marijuana, for example, may have di�culty 
picking up their babieight not eihEs obecase marijuana,durll 





 

CHAPTER 4 

In-home Examination, 
Screening, and Assessment 
of Substance Use Disorders 

In This Chapter 

€ In-home examination 

€ Screening 

€ Assessment 

The previous chapter described some of the e� ects 
of parental substance use disorders (SUDs) on 

children, but how does a child protective services 
(CPS) worker determine if SUDs exist in the family? 
�is chapter discusses in-home examinations, SUD 
screening instruments, and SUD assessments, 
including their methods, bene“ts, and limitations, 
and how caseworkers can incorporate them into their 
practice. 

IN-HOME EXAMINATION 

An in-home examination includes observations by the 
CPS caseworker of the people and the environment 
in a home. When visiting a home as part of an 
investigation, the caseworker should check for the 
following indicators of possible SUDs: 

€ \ A report of substance use is included in the CPS 
call or report 

€ \ Drug paraphernalia (e.g., a syringe kit, charred 
spoons, a large number of liquor or beer bottles) 

€ \ �e scent of alcohol or drugs 

€ \ A child or other family member reports alcohol 
or drug use by a parent 

€ \ A parent appears to be under the in”uence of a 
substance, admits to having an SUD, or shows 
other signs of addiction or abuse (e.g., needle 
marks). 

�is list can be used pre- or post-screening and can be 
incorporated into every home visit.77 

SCREENING 

Screening is the use of a simple, and usually brief, 
set of questions that have been validated (i.e., tested 
to show that they accurately indicate the presence of 
an SUD). Results are easy to interpret.  Generally, 
individuals who are not trained SUD treatment 
providers use the instruments.  

�e goal of screening is to determine whether a family 
member requires further evaluation for SUDs.78 

CPS caseworkers can use screening as a part of their 
standard home visits or family assessments.  � is 
section describes the importance of screening, sample 
screening instruments, bene“ts and limitations 
of screening instruments, and what to do when 
an instrument indicates an individual may have 
an SUD. 
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Signs of Methamphetamine Use and Manufacture79 

With the increased use of methamphetamine, “rst responders are now more likely to work with clients who are 
users or manufacturers of this drug.  �e following information can assist them in identifying methamphetamine 
use or manufacturing. 

Signs of possible methamphetamine use include: 

Increased breathing and pulse rate € 

Sweating € 

Rapid/pressured speech € 

Euphoria (an exaggerated feeling of well-being) € 

Hyperactivity € 

Dry mouth € 

Tremors (shaking hands) € 

Dilated pupils € 

Lack of appetite€ 

Insomnia or lack of sleep € 

Bruxism (teeth-grinding) € 

Depression € 

Irritability, suspiciousness, paranoia € 

Visual and auditory hallucinations € 

Formication (the sensation of bugs crawling on the skin) € 

�e presence of white powder, straws, or injection equipment. € 

Signs that methamphetamine is possibly being manufactured in a home include: 

Laboratory equipment (e.g., ”asks, rubber tubing, beakers, large amounts of co� ee “ lters) € 

Large quantities of pills containing ephedrine or pseudoephedrine (e.g., certain cold medicines) € 

A chemical odor€ 

Chemicals not commonly found in a home (e.g., red phosphorous, acetone, liquid ephedrine, ether, € 
iodine, phenylacetone [P2P]) 

Cheminusuonly found farm818Sd(090anhydosphor)lart ciacines) € 



 

Safety Issues When Encountering a Suspected Methamphetamine Lab 

First responders should use extreme caution and seek assistance from law enforcement, “ re/rescue personnel, 
hazardous materials crews, or other appropriate individuals or groups if they are visiting a home that has a 
suspected methamphetamine lab because these homes may have: 

Individuals under the in”uence of methamphetamine or other drugs and/or who may be armed € 

Defense systems, including explosive devices and other booby traps € 

Vicious animals € 

Dangerous and volatile chemicals. € 80 

First responders who enter a methamphetamine lab that has not been properly ventilated and cleaned„or 
who are not properly equipped to avoid exposure to chemicals (i.e., have respirators, protective clothing)„ 
may experience shortness of breath, coughing, chest pain, dizziness, vomiting, lack of coordination, burns, 
and, in some cases, death. If “rst responders do come into contact with possibly dangerous chemicals, they 





are more apparent.  �e opposite also can be true; 
an SUD may mask other problems, such as domestic 
violence or disabilities. Moreover, addiction often is 
characterized by denial, and family members may not 
recognize that they have an SUD.  For example, they 
may feel that their drinking is within an acceptable 
range or that their marijuana use is not problematic. 

Screening is just one of many approaches used to 
identify SUDs. It is not completely accurate nor will 
it work all the time (i.e., not all positive responses will 
demonstrate an SUD, and not all negative responses 
will rule out a disorder).  CPS caseworkers should also 

rely on additional techniques, such as observation, 
medical histories, reports from family members or 
friends, or arrest records.  Nevertheless, using a brief 
screening instrument takes little time and provides an 
objective method for caseworkers to use in opening 
a discussion about sensitive issues.  In this way, 
screening becomes part of a continuum of activities 
aimed at addressing families• problems with SUDs. 

Sample Screening Instruments 

Ideally, screening instruments used by CPS < 
caseworkers should be brief, easily administered,  < 

Exhibit 4-1 
Sample Screening Instruments for Substance Use Disorders 

�e CAGE Questionnaire (amended for drug use) 

C Have you ever felt the need to Cut down on your drinking or drug use? 

A Have you ever felt Annoyed by people criticizing your drinking or drug use? 

G Have you ever felt bad or Guilty about your drinking or drug use? 

E Have you ever had a drink or used a drug “rst thing in the morning to steady your nerves or get rid of a 
hangover? (Eye-opener) 

Scoring: If the answer is •yesŽ to one or more questions, the responder should receive a formal alcohol and 
drug assessment.  Answering •yesŽ to one or two questions may indicate alcohol and drug-related problems. 
Answering •yesŽ to three or four questions may indicate alcohol or drug dependence.83 

UNCOPE 

U Have you spent more time drinking or Using than you intended? 

N Have you ever Neglected some of your usual responsibilities because of alcohol or drug use? 

C Have you ever felt you wanted or needed to Cut down on your drinking or drug use in the past year? 

O Has your family, a friend, or anyone else ever told you they Objected to your alcohol or drug use? 

P Have you found yourself thinking a lot about drinking or using? (Preoccupied) 

E Have you ever used alcohol or drugs to relieve Emotional discomfort, such as sadness, anger, 
or boredom? 

Scoring: Two or more positive responses indicate possible abuse or dependence and a need for further 
assessment by an SUD treatment provider.84 
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does not indicate a problem, the caseworker•s best 
judgment always should take precedence. 

What to Do When a Screen Indicates a  ; 
Substance Use Disorder  ; 

If the results of a screening instrument or an in-home 
check indicate that a parent may have an SUD, the 
CPS caseworker should take the following steps: 

€ \ Ensure that the parent receives an SUD assessment 
from a quali“ed SUD treatment provider. 

€ \ If an SUD is present, address it in the case plans 
for both the parent and the child. 

€ \ Ensure that a quali“ed professional assesses the 
child for the impact of parental SUD or for the 
possibility of the child•s own use of substances.  

€ \ Coordinate service plans with the treatment 
professional.87 

Even if an SUD initially has been ruled out as an 
important factor in the family•s case plan, the 
caseworker should reassess if the family is not making 
progress in dealing with other issues.  An unidenti“ ed 
SUD can hamper a family•s progress for years. 

ASSESSMENT 

Once screening indicates that an individual may have 
an SUD, an assessment is the next step in a continuum 
of activities to address the problem.  An assessment 
is a detailed evaluation used to determine whether 
treatment is needed.  If so, then the assessment is 

Drug Testing Parents 

Physical drug testing of parents for evidence of substance use brings to the surface complicated and 
interrelated issues of public policy, science and technology, and ethics.  Drug testing of adults has di� erent 
goals in di�erent contexts.  For example, parole and probation o�cers use drug testing to monitor 
compliance with the conditions of parole and probation; employers use them to make hiring decisions; 
and alcohol and drug abuse treatment programs use tests to assess whether a person is complying with the 
treatment plan.  Parents involved with CPS who are known to have an SUD are likely to be tested as part 
of their alcohol and drug abuse treatment or to meet court requirements.  CPS may rely on the results of 
drug tests to inform decisions about providing services or reuni“cation, or they may consider drug testing 
as a means of determining if there is an SUD.  Whichever way drug testing is used, it is important for CPS 
caseworkers and administrators to understand the following uses and limitations: 

Drug tests do not demonstrate patterns of drug use or demonstrate if a person is abusing or is € 

dependent on substances. Test results simply indicate the recent use of a substance and, for some 
substances, the amount used. 

Common drug tests do not provide accurate information about alcohol use because alcohol € 

metabolizes quickly and is not detectable after approximately 8 hours. 

Whether drug use is detected by tests depends not only on the drug used, but also on other € 

factors such as the characteristics of each drug, an individual•s metabolism, and the cut-o� levels 
established by the agency requesting the test or the laboratory analyzing it. 

Drug tests are typically physically invasive procedures, which raises questions about an individual•s € 

right to privacy. 

Individuals may be afraid to discuss problems if they believe they will be tested. € 

Positive results from drug tests require that there be quali“ed and trained sta� available to initiate € 

careful and sensitive follow-up discussions with family members.88 
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utilized to design an appropriate treatment or service 
plan. Assessments should include various aspects of 
family living, such as housing, health issues, child 
behavior problems, and family strengths.  In general, 
only professionals who are trained in administering 
assessments and in interpreting their results should 
conduct them. 

Importance of Sharing Information 

Ideally, the CPS caseworker and the SUD treatment 
provider who is conducting the assessment will share 
information. Information from the CPS caseworker 
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For information about how the child welfare system, SUD treatment providers, and the courts can improve 
screening and assessment policies and protocols, refer to Screening and Assessment for Family Engagement, 

Retention, and Recovery (SAFERR) at http://www.ncsacw.samhsa.gov/“ les/SAFERR.pdf. 
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�e goal of treatment is to help individuals break 
the cycle of addiction and dependence so that they 
may learn better ways of dealing with challenges in 
their lives.  Caseworkers should keep in mind that 
treatment does not equal recovery.  Recovery is a 
lifelong process, with treatment being one of the “ rst 
steps. Recovery entails making lifestyle changes to 
regain control of one•s life and accepting responsibility 
for one•s own behavior.90 

Research has demonstrated that SUD treatment 
works.  A number of national studies over the past 
decades have shown that SUD treatment can result in 
abstinence from substance use, signi“ cant reduction 
in the abuse of substances, decreased criminal activity, 
and increased employment.91 Recent studies also 
link SUD treatment for mothers with children in 

substitute care to improved child welfare outcomes, 
such as shorter stays in foster care for children and 
increased likelihood of reuni“ cation.92  Furthermore, 
treatment has been shown to be cost-e� ective and to 
reduce costs in such areas as crime, health care, and 
unemployment.93 

TREATMENT C



€ \ Type and setting . An individual should be 
placed in the type and setting of treatment that 
is most appropriate for the speci“ c problems 
and needs. Just as a doctor may determine that 
a patient should receive medication instead of 
surgery to correct a problem, an SUD treatment 
provider must make decisions about the most 
appropriate course of treatment for an individual. 
�e type, length, and duration of the treatment 
vary depending on the type and the duration of 
the SUD and the individual•s support system 
and personal characteristics. �e duration of the 
treatment may range from weeks or months to 
years.  

€ \ Reassessment and modi“cation of treatment 
plan. An individual•s treatment and service plan 
should be reassessed and continually modi“ ed to 
ensure that the plan meets the person•s evolving 
needs.95 

€ \ Involuntary treatment . An individual does not 
have to •hit bottomŽ or •want to changeŽ in 
order to bene“t from treatment.  Involuntary or 
mandated treatment can be just as e� ective as 
voluntary treatment.  Sanctions or enticements 
in the family, work, or court setting can 
signi“cantly increase treatment entry, retention, 
and success.96 

€ \ Attorney involvement . In instances where the 
parent has an attorney, the attorney also can play 

a key role in the early engagement of the client in 
treatment.  CPS caseworkers and SUD treatment 
providers can facilitate this by reaching out to 
attorneys to help them understand the treatment 
process and clients• needs.  �is helps them 
represent the clients better and provides a better 
opportunity for reuni“ cation. 

€ \ Timetables . Because of the potential con” icts 
between child welfare and treatment timetables, 
treatment should begin as soon as possible 
so that there is time for family reuni“ cation. 
Often, however, there are delays in treatment 
either because it is not available or the need for 
treatment is not determined right away.  CPS 
caseworkers and SUD treatment providers should 
work together to engage clients in treatment as 
early as possible. 
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drugs, develop strategies for dealing with these 
situations, and build speci“c skills to address 
behaviors and problems that are associated with 
SUDs. For example, if a woman suggests that 
she is most likely to use cocaine after she has had 
a “ght with her partner, the therapist would work 
with her to develop more positive ways of dealing 
with her anger and frustration following a “ ght. 
�e treatment provider also may detail possible 
consequences to the individual, such as breaking 
parole and being forced to return to prison, as a 
means of changing behavior.  

€ \ Motivational enhancement treatment in>
corporates some elements of cognitive-behavioral 
treatment, but focuses on increasing and then 
maintaining participants• motivations for change. 
Rather than forcing individuals to accept that 
they have a problem, this approach focuses on 
the individual•s needs and the discrepancies 
between their goals and their current behaviors. 
�is approach seeks to draw solutions from the 
treatment participants rather than having the 
solutions imposed by therapists. 

€ \ Contingency management includes both mo>
tivational enhancement treatment and an 
additional component of reinforcements and 
rewards.  For example, credits may be o� ered as 

a reward for established positive behaviors, such 
as consistent attendance in group therapy or 
negative urinalysis testing.  �ese credits then can 
be exchanged for items (such as baby products). 

€ \ �  erapeutic community  is an approach based 
on both cognitive-behavioral therapy and on the 
notion that treatment is best provided within the 
context of a community of individuals who have 
similar histories. �is model was developed to 
provide treatment to individuals with antisocial 
character traits in addition to SUDs and tends to 
be highly confrontational.  By having treatment 
participants confront each others• behaviors 
and attitudes, they learn a great deal about their 
own behaviors and also learn from the other 
participants.  Often, therapeutic community 
models of treatment are found within the 
correctional system.  Given its confrontational 
nature, a therapeutic community may not be 
appropriate for some individuals.  For example, 
women who have experienced intimate partner 
violence likely would not react well to this 
treatment approach.  

€ \ Trauma-informed treatment services generally 
follow one or more of the above treatment 
theories and re”ect an understanding of trauma 
and its impact on SUDs and recovery.  � is 

Model Treatment and Prevention Programs 

�e following Internet resources provide information about model SUD treatment and prevention 
interventions and their characteristics: 

�e Substance Abuse and Mental Health Services Administration (SAMHSA) has compiled € 
a list of evidenced-based programs that have prevented or reduced SUDs and other related 
behaviors. SAMHSA•s National Registry of Evidence-based Programs and Practices has reviewed 
these programs rigorously and assessed their e�ectiveness.  To view this list, go to http:// 
modelprograms.samhsa.gov. 

SAMHSA•s € Guide to Evidence-Based Practices provides listings for more than 35 websites that 
contain information and research on speci“c evidence-based programs and practices for the 
treatment or prevention of SUDs.  Listings can be sorted and browsed by topic areas, target age 
groups, and settings.  To view these listings, visit http://www.samhsa.gov/ebpWebguide/index. 
asp. 

�e National Institute on Drug Abuse of the National Institutes of Health o�ers a list of principles € 
for substance use prevention based on a number of long-term research studies.  �at list can be 
viewed at http://www.nida.nih.gov/Infofacts/lessons.html. 
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approach acknowledges that a large percentage 
of SUD treatment participants have sustained 
physical, emotional, and sexual trauma in their 
lives and their disorder may be the result of self-
medicating behaviors to deal with post-traumatic 
stress disorder symptoms.  

€ \ Trauma-speci“c treatment services go a step 
further than trauma-informed treatment services 
and address the impact of the speci“c trauma on 
the lives of participants.  �is approach works 
to facilitate trauma healing and recovery as part 
of the treatment services.  Several integrated, 
trauma-speci“c, treatment models for women 
have been developed in recent years.98 

€ \ Treatment based upon the relational model of 
women•s development acknowledges the primacy 
of relationships in the lives of women and focuses 
upon the establishment and support of positive 
relationships.  �ese positive relationships for the 
treatment participant may be with the therapist or 
with other signi“ cant “gures, especially children 
and spouses. 

SUPPORT SERVICES 

Along with SUD treatment, supplemental services 
often are provided to give additional support aimed 
at improving treatment outcomes.  �e following are 
important support services for treatment: 

€ \ Case management services  are aimed at 
eliminating or reducing barriers to participation 
in treatment and include links to housing, food, 
medical care, “nancial assistance, and legal 
services.  Case management also may include 
problem-solving sessions to assist individuals in 
establishing priorities among the many demands 
made upon them by multiple systems. 

€ \ Twelve-step models that incorporate the 12 
steps of Alcoholics Anonymous into treatment. 
Participants •work the stepsŽ and move through 
treatment by accomplishing each of the 12 steps 
with guidance from a sponsor and with emphasis 
on attendance at meetings. Spirituality or belief 
in a •higher powerŽ is a central component of 12>
step models. 

Treatment Example:  Methadone Maintenance 

Treatment can take many forms and can be multilayered and complex in attempting to address the nature 
of SUDs. For example, opioid replacement therapy is a treatment that substitutes a noneuphoria inducing 
and legally obtainable drug (e.g., methadone, buprenorphine) for heroin or another opiate.  � e treatment 
also provides counseling and other rehabilitation services.  Methadone maintenance treatment is a type 
of opioid replacement therapy and is very e�ective.  Along with preventing illicit opiate use, methadone 
has been shown to be e�ective in reducing criminal activity and increasing employment.  Additionally, 
this treatment method reduces the risk of HIV-associated behaviors (e.g., needle use and sharing) and 
infection.99 

Individuals engaged in methadone maintenance treatment can face heavy discrimination within the child 
welfare system from judges, attorneys, and caseworkers who believe the ultimate goal of treatment should 
be a completely drug-free individual.  Stopping the methadone treatment, however, leaves the individual at 
a very high risk for relapse to illicit opiate use and its associated high-risk factors, including unsafe injection 
practices and illegal behavior in order to support a habit.  All of these can signi“cantly increase the risk of 
abuse or neglect to children in the custody of these parents.  Hence, the decision to require a detoxi“ cation 
from methadone must be considered carefully and based upon sound clinical principles rather than upon 
the stigma associated with methadone treatment. 





 

is not uncommon. Not only do these women face 
the loss of a relationship, but many also face the loss 
of economic support.  �is has particular importance 
when the women are also mothers with young, 
dependent children. 

Even if mothers do not have to contend with 
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 increase safety risks.  In addition, CPS caseworkers 
usually are required by the court to seek and to involve 
absent parents.  In some cases, it is the fathers of the 
children in the child welfare system who become the 
focus of intervention due to the presence of mothers 
in treatment.  In these cases, men•s roles as fathers 
and primary caregivers for their children warrant 
signi“cant attention as they struggle to provide 
appropriate, nurturing, and consistent parenting. 

BARRIERS TO TREATMENT 

Most people who have SUDs do not receive treatment. 
According to NSDUH, approximately 23.2 million 
people in 2007 needed SUD treatment.  Of these, 
2.4 million (10.4 percent) received treatment at a 
specialty facility (including hospitals, drug or alcohol 



 
 

 

CHAPTER 6 

The Role of Child 
Protective Services When 
Substance Use Disorders 

Are Identified 

In This Chapter 

€ Family assessment and case planning 

€ Supporting parents in treatment and recovery 

€ Supporting children of parents with SUDs 

Once substance use disorders (SUDs) are identi“ ed 
as an issue to be addressed in a family•s case plan, 

the child protective services (CPS) caseworker needs 
to have a discussion with the family to understand 
their perceptions of the role and the impact substance 
abuse or dependence has in their lives.  � is discussion 
should include what can be done about the issue and 
how the family can be motivated to change.  Since a 
discussion about SUDs may be met with denial and 
even anger toward the caseworker, a focus on the needs 
of the children generally will align caseworkers and 
parents in determining the best way to improve the 
situation. �is chapter discusses family assessments 
and how they can be used in case planning, how to 
support parents who are in treatment and recovery, 
and how to assist children whose parents have SUDs. 

FAMILY ASSESSMENT AND CASE PLANNING 

During the initial family assessment or investigation, 
the CPS caseworker identi“es the behaviors and 
conditions of the child, parent, and family that 
contribute to the risk of maltreatment, which may 
include a family member•s SUD.  During the family 

assessment, the caseworker engages the family in a 
process designed to gain a greater understanding of 
family strengths, needs, and resources so that children 
are safe and the risk of maltreatment is reduced.114  In 
particular, the caseworkers work with the family to: 

€ \ Identify family strengths that can provide a 
foundation for change (e.g., support systems) 

€ \ Reduce the risk of maltreatment by identifying 
and by addressing the factors that place children 
at risk 

€ \ Help the children cope with the e� ects of 
maltreatment, parental SUDs, and other co>
occurring problems. 

A family-focused response to address family 
functioning issues is essential to an e�ective case plan. 
Families are involved with CPS because of serious 
breakdowns in functioning that can be in” uenced 
profoundly by a family member•s SUD, as well as by 
the same family member•s transition to recovery.  Not 
only must the parents• substance use be addressed, but 
the behavioral problems and issues that have developed 
for children over the span of their parents• substance 
use also must be resolved.  To cease substance abuse 
and to make positive changes in their lives, it is vital 
for parents to move toward full acceptance of their 
substance abuse or addiction and its consequences. 
When parents address their SUDs and other issues, 
positive changes in family functioning can be achieved 
while the families also receive services through CPS. 
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Once the parent is in treatment, the CPS caseworker 
can coordinate with the SUD treatment provider to 
monitor progress, to develop ongoing supports, and to 
intervene in times of crisis.  Ongoing communication 
allows both systems to obtain a more complete picture 
of the family, which will allow for the development 
and modi“cation of appropriate service plans. 

When working with parents who are in treatment or 
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€ \ �e relationship between the caseworker or 
treatment provider and the client should be 
collaborative with each participant bringing his 
own expertise. 

€ \ Argument and aggressive confrontation should 
be avoided.121 

�e connections, realizations, new understandings, 
and solutions should come from the client rather than 
from the CPS caseworker.    

For more information on motivational interviewing, 
go to http://www.motivationalinterview.org or 
www.americanhumane.org/rmqic. 
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CHAPTER 7 

Child Protective Services 
and Substance Use Disorde r 

Treatment Providers: 
Similarities and Differences 

In This Chapter 

€ Areas of similarity 

€ Areas of di� erence 

Just as there often is an overlap between the clients 
who child protective services (CPS) and substance 

use disorder (SUD) treatment agencies serve, 
there also is common ground in the structures and 
the principles that guide these two systems. CPS 
caseworkers and SUD treatment providers should 
understand the similarities and the di� erences 
between the two systems so that they can o� er the 



Shared Characteristics of Families Served  ; 

As discussed earlier, individuals with SUDs and 
parents who maltreat their children often have many 
other problems (e.g., mental illness, health issues, 
histories of domestic violence, poverty).  � ey require 
services that are beyond the scope of either CPS or 
SUD treatment agencies.  Many of these problems 
overlap, so both CPS and SUD treatment agencies 
“nd themselves trying to address problems, such as a 
serious mental disorder, criminal records, HIV/AIDS, 
and limited job skills. Too often, each agency tries to 
tackle these varied problems on its own, overlooking 
opportunities to share this enormous responsibility 
with others. 

Shared Management and Operational Challenges 

CPS and SUD treatment program administrators 
and sta� often face similar challenges in managing 
their agencies and operating their programs.  � ese 
challenges may be external, such as locating services that 
families need, coordinating with agencies that provide 
those services, navigating complex bureaucracies, and 
responding to political opinions or media coverage 
that portray families as unworthy of support. 
Other challenges are internal, such as di�culties 
in hiring and training sta�, high sta� turnover and 
burnout, low pay, and outdated computer record-
keeping systems. 

To the extent that administrators and sta� can design 
strategies that build on their common management 
challenges, they may ease some of these burdens.  For 
example, both CPS and SUD treatment managers 
spend time locating and coordinating services, such as 
housing or mental health counseling, frequently for 
the same families. Time could be saved, and possibly 
outcomes improved, if managers collaborated in 
securing these services.  In addition, managers could 
design joint training programs for sta� from both 
agencies and seek continuing education units for sta� 
who participate.   

Shared Pressures to Attain Measurable Outcomes  ; 

Federal legislation requires both CPS and SUD 
treatment agencies to achieve measurable results, such 
as employment for adults and permanency decisions 
for children.  �erefore, managers from both systems 
are required to design and to monitor their programs 
to attain those results.  �is means that managers in 
both systems have to: 

€ \ Establish clear goals for sta� 

€ \ Create internal monitoring and progress review 
systems 

€ \ Identify problems early and resolve them 
quickly.  

CPS and SUD treatment program managers can 
share ideas for establishing processes that lead to 
measurable results.  �ey also can collaborate in 
designing monitoring and tracking systems in a 
way that provides useful information between their 
agencies as well as within them.  

AREAS OF DIFFERENCE 

Notwithstanding these similarities, CPS and 
SUD treatment agencies may become confused or 
frustrated when trying to work together, even when 
they share overarching goals.  �e two systems di� er 
in some fundamental ways, including how families 
enter programs, the choices available to families 
while they are participating, and the consequences for 
families if they cannot meet the standards required 
for completion. � ese di�erent contexts lead to 
di�erent experiences for families involved with each 
system. Likewise, sta� in each system face disparate 
experiences and challenges. 

Parents can be angry or frightened when CPS 



 

 

 

determine that their children have to be removed. 
When families come to the attention of CPS agencies, 
they often become involved with the courts, SUD 
treatment agencies, and other service providers. 
If they refuse to comply with the requirements 
established by these agencies, or if they cannot make 
adequate progress, they know they risk losing their 
children permanently.  

In contrast, people generally enter SUD treatment 
voluntarily when they decide they are ready, and 
they leave when they want, even if they still are using 
substances. At times, however, courts order treatment 
as a condition of probation or parole.  Coercive 
treatment has increased over the past several years, 
in part due to the increase in the use of drug courts, 
which are special courts designed for arrestees who 
have SUDs.  

CPS and SUD treatment agencies also di�er in the 
following ways: 

€ \ �e primary focus of CPS is on the safety and 
well-being of children, and the primary focus 
of SUD treatment is on adult recovery.  Sta� of 
the two systems may see themselves as serving 
di�erent clients, even if the clients are from the 
same family.  

€ \ �e two systems operate under di�erent laws and 
regulations. 

€ \ Funding for the two systems comes from di� erent 
sources and with di�erent conditions, even while 
often serving the same family. 

€ \ CPS caseworkers and SUD treatment providers 
may have di�erent training, professional 
backgrounds and credentials, and disciplines. 
�  ey also commonly use di�erent terms and 
have di�erent de“nitions of certain terms. 
For example, CPS caseworkers usually do not 
di�erentiate between substance use, abuse, or 
addiction. Caseworkers generally only want to 
know if the substance use a�ects an individual•s 
ability to parent. 

€ \ Data collection requirements, computer systems, 
and management reporting requirements are 
often inconsistent or incompatible between the 
two systems. 

Both systems operate within strict con“ dentiality 
guidelines and sta� can be uncomfortable sharing 
information with each other, which can cause 
frustration.  (See Chapter 8, Putting It Together: 

Making the Systems Work for Families, for a more 
detailed discussion of con“dentiality issues.) 
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€ \ Respect 



 





 

 

Online Tutorials for Knowledge-building and Cross-systems Work 

�e National Center on Substance Abuse and Child Welfare, an initiative of the Administration for 
Children and Families and the Substance Abuse and Mental Health Services Administration, has 
developed four free online self-tutorials to build knowledge about SUDs and child welfare and to support 
and facilitate cross-systems work.  �e tutorials are each intended for a speci“c audience: child welfare 
professionals, substance abuse treatment professionals, judicial o�cers and attorneys in the dependency 
system, and legislators. A certi“cate for claiming Continuing Education Units is available upon successful 
completion of each tutorial. �e tutorials are available at http://www.ncsacw.samhsa.gov/tutorials/ 
index.asp. 

For more information on training resources, visit http://www.childwelfare.gov/systemwide/training/. 

priorities and integral elements of agency culture. 
If senior o�cials decide to co-locate sta�, they are 
more likely to realize that collaboration is an expected 
method of conducting business, not merely an agency 
buzzword. 

Co-location can be highly e�ective in helping 
CPS caseworkers and SUD treatment providers 
develop relationships that are essential to delivering 
comprehensive and well-organized services.  It can 
change what are often a series of sequential referrals 
into concurrent discussions (case sta�ngs) that 
bring greater expertise to case planning.  Caseworker 
stress and burnout can be reduced if several people 
4i[(CPhoncuipected )]TJ -0.0411 Tw 663 makrevasewor



 

CPS agencies and SUD treatment programs noted 
that while Federal and some State laws are obstacles 
to information exchange, these laws did not create 
insurmountable barriers to collaboration.131  �  is 
section discusses con“dentiality laws and ways to 
share information appropriately. 

Con“ dentiality Laws 

Laws addressing various aspects of con“ dentiality 
involving professional relationships, communications, 
and situations vary.  �ese laws may focus on: 

€ \ SUD treatment privacy requirements 

€ \ Mandated reporting of child abuse and neglect 

€ \ Privacy of CPS records 

€ \ Client-therapist con“ dentiality statutes 

€ \ Research programs and data collection on human 
subjects.132 

SUD treatment con“dentiality laws are based on the 
view that individuals with SUDs are more likely to 
seek treatment if they know that information about 
them will not be disclosed unnecessarily to others. 
Without the assurance of privacy, the fear of public 
disclosure of their problem possibly could prevent 
some individuals from obtaining needed treatment. 

At times, however, there are important reasons for 
agencies to share information when working with the 
same families. Federal SUD treatment regulations 
specify circumstances under which it is appropriate 
that information be shared, including if the 
information relates to reports of child abuse or neglect. 

See Appendix I, Confidentiality and the Release of 

Substance Use Disorder Treatment Information, for a list 
of circumstances in which patient record information 
can be released.  Additionally, the Child Abuse 
Prevention and Treatment Act of 1974 (P.L. 93…247) 
requires that States allow for the public disclosure of 
information regarding a death, or near death, of a 
child when it is the result of maltreatment. 

SUD treatment providers are subject to mandatory 
child abuse reporting laws in their States, requiring 
treatment sta� to report incidents of suspected child 
abuse and neglect. However, this exemption from 
standard con“dentiality requirements applies only to 
initial reports of child abuse or neglect.  It does not 
apply to requests or even subpoenas for additional 
information or records, even if the records are sought 
for use in civil or criminal investigations.  � us, patient 
“les and patient-identifying information protected by 
the Federal con“dentiality law still must be withheld 
from CPS agencies and the court unless there is 
some other authorization such as patient consent, an 
appropriate court order, or in some cases, a Quali“ ed 
Service Organization Agreement (QSOA).  Consent 
forms and QSOAs are discussed later in this chapter. 

Key considerations related to the types of information 
that can be shared between CPS caseworkers and 
SUD treatment providers include: 

€ \ CPS case information . Factors surrounding 
the case, any previous case history, the family 
environment, and other factors that are 
informative to the SUD treatment provider in 
conducting the assessment and in developing the 
treatment plan.  CPS caseworkers must obtain 
appropriate consent to share this information. 

Subpoenas 

A subpoena to testify in court is not su�cient to require the release of con“dential information, as 
speci“ed under Federal regulations related to con“dentiality, nor is a police search warrant.  If subpoenaed 
to court to testify, an SUD treatment provider should “rst refuse, citing Federal regulations related to 
con“dentiality.  Only with a judge•s subsequent court order that “nds a just cause to ignore this law in this 
particular case may a counselor testify without a client•s written consent. 
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€ \ SUD screening information . Federal law and 
regulations allow CPS caseworkers to share with 
SUD treatment personnel information gathered 
during a screening for the purpose of referring an 
individual for an assessment. 

€ \ SUD diagnosis and treatment information . 
An SUD treatment agency may not disclose this 
information without written consent or court 
order.  �is is true even if the CPS agency referred 
the family member to the treatment program and 
mandated the assessment. For an example of a 
consent form, see Appendix J, Sample Qualifi ed 

Service Organization Agreement and Consent 

Form. 

€ \ Attendance in treatment programs . SUD 
treatment programs may report a family member•s 
attendance at treatment, or their failure to attend, 
as long as the patient has signed a written consent 
that has not expired or been revoked.  Attendance 
is often a key component of the family•s case 
plan. 

€ \ A treatment participant•s relapse . SUD 
treatment programs may report information about 
relapse to CPS caseworkers if that information is 
covered by a valid written consent signed by the 
patient. However, for many CPS agencies, the key 
information may be whether the family member 
is making satisfactory progress in treatment, even 
if relapse has occurred.  

€ \ Combined case plan. Most of the discussion 
between SUD treatment providers and CPS 
caseworkers will be permissible as long as the 
information discussed is covered by a valid written 
consent form. It is advisable to tell family members 
that their case will be discussed at periodic 
meetings or telephone calls and speci“ cally who 
will participate in the discussions. 

If CPS caseworkers release the results of a substance 
abuse evaluation or any information regarding a client•s 
treatment, they violate Federal regulations related to 
con“dentiality.  Everyone, not just SUD treatment 
providers, is bound by Federal con“ dentiality 

statutes, and CPS caseworkers can be prosecuted 
for violating these laws. Caseworkers should clarify 
with their supervisor or their agency•s attorney any 
questions they may have about this statute and should 
document any legal advice given that pertains to this 
statute. 

Ways to Share Information Appropriately 

In order for the CPS caseworker and SUD treatment 
provider to communicate, it is important to obtain 
the client•s consent early, preferably at the time of 
the referral to treatment.  Clients involved with CPS 
agencies may consent voluntarily to information 
disclosures in order to aid investigations of child 
maltreatment because their refusal to cooperate may 
result in losing custody of their children.  However, 
information that has been disclosed through consent 
may not be used in criminal investigations or to 
prosecute the person.  A consent form is only valid 
until the date, event, or condition on which it expires, 
or at any time when the treatment participant or 
client revokes consent.  �erefore, it is a good idea to 
set the expiration date far enough into the future to 
ensure that needed information can be retrieved by 
the other agency.  It is permissible to have the consent 
form contain an end date that “ ts circumstances.133 

(See Appendix I, Confidentiality and the Release of 

Substance Use Disorder Treatment Information, for 
details about what should be included in a voluntary 
consent form.) 

Another way that information can be shared between 
systems is through a QSOA.  SUD treatment providers 
may disclose information under a QSOA without the 
patient•s consent.  A QSOA is an agreement between 
two service organizations to share information about 
and to protect the con“dentiality of individuals they 
serve.  A QSOA should not be confused with an 
MOU, which usually is an agreement between two or 
more organizations to provide services to a common 
set of clients. 

A quali“ed service organization is one that provides 
services to the SUD treatment program.  CPS 
agencies meet this de“nition if they provide services 

Protecting Children in Families Affected by Substance Use Disorders 61 





CONCLUSION 

For sta� in any agency, it is easy to lose sight of the 
other systems and agencies that share a common 
client base. Families that experience SUDs and child 
maltreatment have needs, problems, and strengths 
that are diverse and complex.  As a result, they often 
require the services of multiple agencies.  It is critical 

that CPS caseworkers and SUD treatment providers 
have an understanding of the other system as well as 
the skills and desire to work toward a common goal. 
It is equally important that families are consulted in 
order to make certain that the collaborative structure 
helps them to address their SUDs and to ensure the 
safety and well-being of their children.  With all of 
the parties committed to working jointly toward the 
same goals and being open to innovative approaches, 
successful outcomes can be achieved. 
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needs that must be addressed, and the strengths on 
which to build. 

Family Group Conferencing … a family meeting 
model used by CPS agencies to optimize family 
strengths in the planning process.  �is model brings 
the family, extended family, and others important 
in the family•s life (e.g., friends, clergy, neighbors) 
together to make decisions regarding how best to 
ensure the safety of the family members.  

Family Unity Model … a family meeting model used 
by CPS agencies to optimize family strengths in the 
planning process.  �is model is similar to the Family 
Group Conferencing model.  

Full Disclosure … CPS information to the family 
regarding the steps in the intervention process, the 
requirements of CPS, the expectations for the family, 
the consequences if the family does not ful“ ll the 
expectations, and the rights of the parents to ensure 
that the family completely understands the process. 

Guardian ad Litem … a lawyer or lay person who 
represents a child in juvenile or family court. Usually 
this person considers the best interest of the child 
and may perform a variety of roles, including those 
of independent investigator, advocate, advisor, and 
guardian for the child. A lay person who serves in this 
role is sometimes known as a court-appointed special 
advocate or CASA. 

Habituation … the result of repeated consumption of 
a drug that produces psychological, but not physical, 
dependence. �e psychological dependence produces 
a desire (not a compulsion) to continue taking drugs 
for the sense of improved well-being. 

Home Visitation Programs … prevention programs 
that o�er a variety of family-focused services to 
pregnant women and families with new babies. 
Activities frequently encompass structured visits to 
the family•s home and may address positive parenting 
practices, nonviolent discipline techniques, child 
development, maternal and child health, available 
services, and advocacy. 

Immunity … established in all child abuse laws to 
protect reporters from civil law suits and criminal 
prosecution resulting from “ling a report of child 
abuse and neglect. 

Initial Assessment or Investigation … the stage of the 
CPS case process during which the CPS caseworker 
determines the validity of the child maltreatment 
report, assesses the risk of maltreatment, determines 
if the child is safe, develops a safety plan if needed to 
ensure the child•s protection, and determines services 
needed. 

Intake … the stage of the CPS case process in which 
the CPS caseworker screens and accepts reports of 
child maltreatment. 

Interview Protocol … a structured format to ensure 
that all family members are seen in a planned strategy, 
that community providers collaborate, and that 
information gathering is thorough. 

Involuntary Commitment … process by which 
patients who have not committed any crime are 
brought to SUD treatment against their wishes 
by relatives, police, or through a court proceeding. 
Also known as •protective custodyŽ or •emergency 
commitment.Ž 

Juvenile and Family Courts … established in most 
States to resolve con”ict and to otherwise intervene 





 

result of over-discipline or physical punishment that 
is inappropriate to the child•s age. 

Prevention … the theory and means for reducing the 
harmful e�ects of drug use in speci“ c populations. 



 

Service Provision … the stage of the CPS casework 
process during which CPS and other service 
providers o�er speci“c services to reduce the risk of 
maltreatment. 

Sexual Abuse … inappropriate adolescent or adult 
sexual behavior with a child. It includes fondling 
a child•s genitals, making the child fondle the 
adult•s genitals, intercourse, incest, rape, sodomy, 
exhibitionism, sexual exploitation, or exposure to 
pornography.  To be considered child abuse, these 
acts have to be committed by a person responsible for 
the care of a child (for example a babysitter, a parent, 
or a day care provider) or related to the child.  If a 
stranger commits these acts, it would be considered 
sexual assault and handled solely by the police and 
criminal courts. 

Substance Abuse … a pattern of substance use 
resulting in clinically signi“cant physical, mental, 
emotional, or social impairment or distress, such 
as failure to ful“ll major role responsibilities, or 
use in spite of physical hazards, legal problems, or 
interpersonal and social problems. 

Substance Dependence … see •addiction.Ž 

Substance Use … consumption of low or infrequent 
doses of alcohol and other drugs, sometimes called 
experimental, casual, or social use, such that damaging 
consequences may be rare or minor. 

Substance Use Disorder (SUD) … a medical 
condition that includes the abuse of or addiction to 
(or dependence on) alcohol or drugs. 

Substantiated … an investigation disposition 
concluding that the allegation of maltreatment or risk 
of maltreatment was supported or founded by State 
law or State policy.  A CPS determination means that 
credible evidence exists that child abuse or neglect has 
occurred. 

System of Care … a comprehensive continuum 
of child welfare, SUD, and other support services 
coordinated to meet the multiple, evolving needs of 
clients. 

Tertiary Prevention … treatment e�orts geared to 
address situations in which child maltreatment already 
has occurred, with the goals of preventing child 
maltreatment from occurring in the future and of 
avoiding the harmful e�ects of child maltreatment.  

Tolerance … a state in which the body•s tissue cells 
adjust to the presence of a drug in given amounts 
and eventually fail to respond to ordinarily e� ective 
dosages. Consequently, increasingly larger doses are 
necessary to produce desired e� ects. 

Treatment … the stage of the child protection case 
process during which speci“c services are delivered 
by CPS and other providers to reduce the risk of 
maltreatment, support families in meeting case goals, 
and address the e�ects of maltreatment. 

Universal Prevention … activities and services 
directed toward the general public with the goal of 
stopping maltreatment before it starts.  Also referred 
to as •primary prevention.Ž 

Unsubstantiated (also Not Substantiated) … an 
investigation disposition that determines that there is 
not su�cient evidence under State law or policy to 
conclude that the child has been maltreated or is at 
risk of maltreatment.  A CPS determination means 
that credible evidence does not exist that child abuse 
or neglect has occurred. 

Withdrawal … symptoms that appear during the 
process of stopping the use of a drug that has been 
taken regularly. 
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APPENDIX B 

Resource Listings of Selected 
National Organizations Concerned

 with Child Maltreatment and/or 
Substance Use Disorders 

�e following are several representatives of the many 
national organizations and groups dealing with 
various aspects of child maltreatment and substance 
use disorders.  Visit http://www.childwelfare.gov to 
view a more comprehensive list of resources and visit 
http://www.childwelfare.gov/organizations/index. 
cfm to search an organization database.  Inclusion 
on this list is for information purposes only and does 
not constitute an endorsement by the O�  ce on Child 
Abuse and Neglect or the Children•s Bureau. 

NATIONAL AND FEDERAL SUBSTANCE USE ; 

DISORDER ORGANIZATIONS ; 

Addiction Technology Transfer Centers ; 

address: National O�  ce 
University of Missouri…Kansas City 
5100 Rockhill Road 
Kansas City, MO  64110-2499 

phone: (816) 235-6888 

fax: (816) 235-6580 

email: no@nattc.org 

website: http://www.nattc.org 

A nationwide, multidisciplinary resource that draws 
upon the knowledge, experience, and latest work of 
recognized experts in the “eld of addictions. 

Community Anti-Drug Coalitions of America  ; 

address:  625 Slaters Lane, Suite 300 
Alexandria, VA 22314 

phone: (800) 54-CADCA 

fax: (703) 706-0565 

email: info@cadca.org 

website: http://cadca.org 

Builds and strengthens the capacity of community 
coalitions to create safe, healthy, and drug-free 
communities. Supports its members with technical 
assistance and training, public policy, media strategies 
and marketing programs, conferences, and special 
events. 

Join Together Online 

address:   715 Albany Street, 580-3rd Floor 
Boston, MA 02118 

phone: (617) 437-1500 

fax: (617) 437-9394 

email: info@jointogether.org 

website:  http://www.jointogether.org 

Supports community-based e�orts across the country 
to reduce, prevent, and treat substance use disorders. 
Focuses attention on strengthening community 
capacity to expand the demand for and supply of 
high-quality substance use disorder treatment. 
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Substance Abuse and Mental Health 
Services Administration 

address:   1 Choke Cherry Road 
Rockville, MD  20857 

phone: (240) 276-2000 

fax: (240) 276-2010 

website: http://www.samhsa.gov 

Seeks to improve the quality and availability of 
prevention, treatment, and rehabilitative services in 
order to reduce illness, death, disability, and cost to 
society resulting from substance use disorders and 
mental illnesses. 

CHILD  WELFARE ORGANIZATIONS 

American Humane Association 
Children•s Division 

address: 63 Inverness Drive, East 
Englewood, CO  80112-5117 

phone: (303) 792-9900 

fax: (303) 792-5333 

website: www.americanhumane.org 

Conducts research, analysis, and training to help public 
and private agencies respond to child maltreatment. 

American Professional Society on the Abuse of 
Children 

address:  350 Poplar Avenue 
Elmhurst, IL  60126 

phone: (630) 941-1235

 (877) 402-7722 

fax: (630) 359-4274 

email: apsac@apsac.org 

website: www.apsac.org 

Provides professional education, promotes research to 
inform e� ective practice, and addresses public policy 
issues. Professional membership organization. 

American Public Human Services Association 

address: 810 First Street, NE, Suite 500 
Washington, DC  20002-4267 

phone: (202) 682-0100 

fax: (202) 289-6555 

website: www.aphsa.org 

Addresses program and policy issues related to the 
administration and delivery of publicly funded human 
services.  Professional membership organization. 

AVANCE Family Support and Education Program 

address:  118 N. Medina 
San Antonio, TX  78207 

phone: (210) 270-4630 

fax: (210) 270-4612 

website:  www.avance.org 

Operates a national training center to share and 
disseminate information, materials, and curricula 
to service providers and policymakers interested in 
supporting high-risk Hispanic families. 

Child Welfare League of America 

address:  
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National Black Child Development Institute  ; 

address: 1313 L Street, NW 
Suite 110 
Washington, DC  20005-4110 

phone: (202) 833-2220 

fax: (202) 833-8222 

email: moreinfo@nbcdi.org 

website:  www.nbcdi.org 

Operates programs and sponsors a national training 
conference through Howard University to improve 
and protect the well-being of African-American 
children. 

National Children•s Advocacy Center 

address:  210 Pratt Avenue 
Huntsville, AL  35801 

phone: (256) 533-KIDS 

fax: (256) 534-6883 

website:  http://www.nationalcac.org 

Provides prevention, intervention, and treatment 
services to physically and sexually abused children and 
their families within a child-focused team approach. 

National Indian Child Welfare Association 

address:  5100 SW Macadam Avenue, Suite 300 
Portland, OR  97239 

phone: (503) 222-4044 

fax: (503) 222-4007 

website:  www.nicwa.org 

Disseminates information and provides technical 
assistance on Indian child welfare issues.  Supports 
community development and advocacy e� orts to 
facilitate Tribal responses to the needs of families and 
children. 

National Resource Center for Child Protective 
Services 

address:  925 #4 Sixth Street, NW 
Albuquerque, NM  87102 

phone: (505) 345-2444 

fax: (505) 345-2626 

website:  http://www.nrccps.org 

Focuses on building State, local, and Tribal capacity 
through training and technical assistance in child 
protective services, including meeting Federal 
requirements, strengthening programs, eligibility for 
the Child Abuse Prevention and Treatment Act grant, 
support to State Liaison O�  cers, and collaboration 
with other national resource centers. 

CHILD  ABUSE PREVENTION ORGANIZATIONS 

National Alliance of Children•s Trust and 
Prevention Funds 

address: 

http://www.nrccps.org/
http://www.nicwa.org/
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Prevent Child Abuse America  ; 

address: 





 

APPENDIX C 

State Telephone Numbers 
for Reporting Child 

Maltreatment 

Each State designates speci“c agencies to receive and investigate reports of suspected child abuse and neglect. 
Typically, this responsibility is carried out by child protective services (CPS) within a Department of Social 
Services, Department of Human Resources, or Division of Family and Children Services.  In some States, police 
departments also may receive reports of child abuse or neglect. 

Many States have local or toll-free telephone numbers for reporting suspected maltreatment.  �  e reporting 
party must be calling from the same State where the child is allegedly being maltreated for most of the 
following numbers to be valid. 

For States not listed, or when the reporting party resides in a di�erent State from the child, please call Childhelp, 
800-4-A-Child (800-422-4453), or your local CPS agency.  States may occasionally change the telephone 
numbers listed below. To view the most current contact information, including State Web Addresses, visit 
http://www.childwelfare.gov/pubs/reslist/rl_dsp.cfm?rs_id=5&rate_chno=11-11172. 

Alabama (AL) 
334-242-9500 

Delaware (DE) 
800-292-9582 

Indiana (IN) 
800-800-5556 

Alaska (AK) 
800-478-4444 

District of Columbia (DC) 
202-671-SAFE (7233) 

Iowa (IA) 
800-362-2178 

Arizona (AZ) 
888-SOS-CHILD 

Florida (FL) 
800-96-ABUSE 

Kansas (KS) 
800-922-5330 

(888-767-2445) (800-962-2873) 

Arkansas (AR) Hawaii (HI) 
Kentucky (KY) 
800-752-6200 

800-482-5964 808-832-5300 

Colorado (CO) Idaho (ID) 
Maine (ME) 
800-452-1999 

303-866-5932 800-926-2588 800-963-9490 (TTY) 

Connecticut (CT) 
800-842-2288 

Illinois (IL) 
800-252-2873 

Massachusetts (MA) 



Mississippi (MS) 
800-222-8000 
601-359-4991 

Missouri (MO) 
800-392-3738 
573-751-3448 

Montana (MT) 
866-820-KIDS (5437) 

Nebraska (NE) 
800-652-1999 

Nevada (NV) 
800-992-5757 

New Hampshire (NH) 
800-894-5533 
603-271-6556 

New Jersey (NJ) 
877-652-2873 
800-835-5510 (TDD/TTY) 

New Mexico (NM) 
800-797-3260 
505-841-6100 

New York (NY) 
800-342-3720 
518-474-8740 
800-369-2437 (TDD) 

Oklahoma (OK) 
800-522-3511 

Pennsylvania (PA) 
800-932-0313 

Puerto Rico (PR) 
800-981-8333 
787-749-1333 

Rhode Island (RI) 
800-RI-CHILD 
(800-742-4453) 



  

  

APPENDIX D

 Diagnostic and Statistical 
Manual of Mental 

Disorders Criteria 1 

Criteria for Substance Dependence 

A maladaptive pattern of substance use, leading to clinically signi“cant impairment or distress, as manifested 
by three (or more) of the following, occurring at any time in the same 12-month period: 

1. \ Tolerance, as de“ned by either of the following: 

a. \ A need for markedly increased amounts of the substance to achieve intoxication or desired e� ect. 

b.\ \Markedly diminished e�ect with continued use of the same amount of the substance. 

2. \ Withdrawal, as manifested by either of the following: 

a. \ �e characteristic withdrawal syndrome for the substance (refer to criteria A and B of the criteria sets 
for withdrawal from the speci“ c substances). 

b.\ \�e same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms. 

3. \ �e substance often is taken in larger amounts or over a longer period than was intended. 

4. \ �ere is a persistent desire or unsuccessful e�orts to cut down or control substance use. 

5. \ A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting multiple doctors 
or driving long distances), use the substance (e.g., chain-smoking), or recover from its e� ects. 

6. \ Important social, occupational, or recreational activities are given up or reduced because of substance use. 

7. \ �e substance use is continued despite knowledge of having a persistent or recurrent physical or 
psychological problem that is likely to have been caused or exacerbated by the substance (e.g., current 
cocaine use despite recognition of cocaine-induced depression, or continued drinking despite recognition 
that an ulcer was made worse by alcohol consumption). 

1  American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (4th ed.) Text Revision (DSM-IV-TR). 
Washington, DC: Author. 
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Specify if: 

a. \ With physiological dependence„evidence of tolerance or withdrawal (i.e., either Item 1 or 2 is 
present). 

b. Without physiological dependence„no evidence of tolerance or withdrawal (i.e., neither Item 1 nor 2 
is present). 

Criteria for Substance Abuse 

A maladaptive pattern of substance use leading to clinically signi“cant impairment or distress, as manifested 
by one (or more) of the following, occurring within a 12-month period: 

1. \ Recurrent substance use resulting in a failure to ful“ll major role obligations at work, school, or home 
(e.g., repeated absences or poor work performance related to substance use; substance-related absences, 
suspensions, or expulsions from school; neglect of children or household). 

2. \ Recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile or 
operating a machine when impaired by substance use). 

3. \ Recurrent substance-related legal problems (e.g., arrests for substance-related disorderly conduct). 

4. \ Continued substance use despite having persistent or recurrent social or interpersonal problems caused 
or exacerbated by the e�ects of the substance (e.g., arguments with spouse about consequences of 
intoxication, physical “ ghts). 

�e symptoms never have met the criteria for substance dependence for this class of substance. 
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APPENDIX E 

Commonly Abused 
Substances 

�is appendix presents information about some of 
the most commonly abused types of substances and 
the drugs a�liated with those types.  A table provides 
additional information on commonly abused 
substances, including street names and methods of 
use. 

TYPES OF COMMONLY ABUSED SUBSTANCES 

Cannabinoids (e.g., marijuana, hashish) can 
produce feelings of euphoria, anxiety, or depression 
as well as distort perception and slow reaction time. 
Marijuana, the most commonly used illicit drug, 
has been associated with automobile and industrial 
accidents as well as physical ailments, most notably 
cancer.1  It is usually smoked, making its health risks 
similar to those of tobacco in terms of pulmonary and 
cardiac e� ects. 

Club Drugs (e.g., GHB, ketamine, MDMA, 
” unitrazepan, yaba) include a variety of drugs from 
other drug categories (e.g., hallucinogens, depressants). 
�e name is derived from the fact these substances 
often are used by younger people at nightclubs and 
parties.  Some club drugs, gamma hydroxyl butyrate 
(GHB) and Rohypnol in particular, have gained 
notoriety for use in drug-assisted sexual assault cases 
and, therefore, are referred to as •predatory drugs.Ž 

Certain club drugs, such as ketamine, have medical or 
veterinary uses, but are used in a signi“ cantly di� erent 
quantity or by a population other than for whom they 
are intended. Yaba, which means •crazy medicineŽ 
in �ai, is a combination of methamphetamine and 
ca�eine and is becoming increasingly available at rave 
parties. Like methamphetamine, use of yaba can result 
in a rapid heart rate and damage to the small blood 
vessels in the brain, which can lead to stroke.  Its use 
also can lead to violent behavior, paranoia, confusion, 
or insomnia. 

Depressants (e.g., barbiturates) include some 
drugs that are prescribed to reduce anxiety or act as 
a sedative or anticonvulsant.  Depressants are used 
illicitly to produce feelings of well-being and to lower 
inhibitions. Signs of use include fatigue, confusion, 
and impaired coordination and memory.  Alcohol, 
the most commonly abused substance, is categorized 
as a depressant.  

Hallucinogens (e.g., acid, mescaline, psilocybin, 
phencyclidine) have no known medical use and are 
illegal. �ese substances produce altered states of 
perception and feeling.  Users often are disoriented 
or inattentive.  � e e�ects of hallucinogens are 
unpredictable and depend on several factors, including 
the user•s personality, the surroundings in which they 
are used, the quantity taken, and the drug•s purity. 

1 U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration. (2003). Marijuana: 
Facts for teens [On-line]. Available: http://www.nida.nih.gov/MarijBroch/Marijteens.html. 



 

Users may experience a •bad tripŽ that can include 
terrifying thoughts and feelings, fear of insanity or 
death, and deep despair.  An observable, long-term 
e�ect for some users is persistent perception disorder, 
which is commonly referred to as ” ashbacks. 

Inhalants (e.g., aerosol sprays, nitrous oxide, 
butyl nitrate) usually are legal and readily available 
household and commercial products whose chemical 
vapors are inhaled to produce mind-altering e� ects. 
Observable e�ects of use include runny nose, watery 
eyes, and headaches.  Users can ingest the substances 
by inhaling directly from product containers, sni�ng 
a cloth saturated with the substance, or sni�ng 
the substance from a plastic bag that is placed over 
the nose and mouth. Deeply inhaling vapors or 
using large amounts over a short time may result in 
disorientation, violent behavior, unconsciousness, or 
even death.  High concentrations of inhalants can 
cause su�ocation by displacing oxygen in the lungs. 
One of the signi“cant factors in the use of inhalants is 
their accessibility, particularly for children.  National 
surveys indicate inhaling dangerous products is 
becoming a widespread problem.2 

Opioids and Narcotic Pain Relievers (e.g., heroin, 
morphine, oxycodone, hydrocodone) are used 
illegally for their euphoric e�ects. Many opioids and 
narcotic pain relievers originally were developed to 

relieve pain, and doctors still prescribe some for that 
purpose. �e pain of withdrawal from heroin and 
other opioids is made worse by the fact that these drugs 
medicate pain. �erefore, individuals in withdrawal 
may experience pain they did not feel while using 
opiates and may not be able to deal with pain as they 
normally would. Signs of use include needle marks as 
well as decreased pulse and respiration rates.  

Stimulants (e.g., cocaine, amphetamines, meth>
amphetamine) can produce e� ects such as increased 
alertness, over-activity, depression, and insomnia. 
Cocaine is a powerful stimulant that primarily 
a�ects the dopamine system„the part of the brain 
that regulates feelings of pleasure and excitement. 
Cocaine use can cause violent or hypersexual 
behavior, paranoid thinking, and agitation or anxiety. 
Prenatal exposure to cocaine can cause premature 



 than a high from cocaine.4  Individuals who use �e types of substances used by adolescents and adults change faster than current literature can document, and families may mention drugs that are unknown to child protective services caseworkers.  �

 ree valuable 

Federal Internet resources for current information on a variety of substances are: € \ �e National Clearinghouse for Alcohol and Drug Information ( 







 

Selected Substance Use Disorder Screening Instruments 

Instrument Purpose Summary For More Information 
Alcohol Use Disorders Designed to identify € Ten questions that can �  omas Babor 
Identi“cation Test individuals whose alcohol be self-administered or Alcohol Research Center 
(AUDIT) 1 use has become a danger to asked by another person. University of Connecticut 

their health. Includes three € Takes about 1 minute to 263 Farmington Avenue 
subscales that assess amount complete. Farmington, CT  
and frequency of drinking, 
alcohol dependence, and € Targeted at adults. 

06030-2103 

problems caused by alcohol. € Free except for training 
materials. 

CAGE Questionnaire2 Related to drinking 
behavior. 

€ 

€ 

€ 

Four questions that can 
be self-administered or 
asked by another person. 

Targeted at individuals 
16 years of age or older. 

Questions can be 
incorporated into other 
questionnaires. 

Available through numerous 
publications, websites, and 
treatment and prevention 
programs, including: 

http://pubs.niaaa.nih.gov/ 
publications/Assesing%20 



 

 

 

 

Selected Substance Use Disorder Screening Instruments 

Instrument Purpose Summary For More Information 
Michigan Alcoholism Designed to screen for Twenty-“ ve questions € Melvin L. Selzer, M.D. 
Screening Test (MAST)5 lifetime alcoholism-related 

problems. 
that can be self-
administered or asked by 
another person. Shorter 
version also available. 

Takes 5 minutes to € 
administer. 

Targeted at adults. € 

Minor cost for original, € 



 

 

 

 

Triage Assessment for Designed for both drug € � irty questions. Norman G. Ho� mann, Ph.D. 
Addictive Disorders 
(TAAD) 

and alcohol use in face-to>
face interviews where time 
commitment is minimal. 

€ Takes 12…13 minutes to 
administer and score. 

Evince Clinical Assessments 
P.O. Box 17305 
Smith“eld, RI  02917 

€ 

€ 

€ 

Can be administered 
by anyone with good 
interviewing skills. 

Requires expertise to 
score. 

Must be purchased. 

(800) 755-6299 
http://www.evinceassessment. 
com 

TWEAK Alcohol Screen Developed and validated for 
women. Recommended by 
the California Institute of 
Mental Health. 

€ 

€ 

€ 
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______________________________________________________________________

9. Yes �R No �R The client has used the following in the last 12 months: 

Marijuana/Hashish �R



APPENDIX H 

Memorandums of 
Understanding 1 

What is a Memorandum of Understanding (MOU)? 

An MOU is a written agreement that serves to clarify relationships and responsibilities between two or more 
organizations that share services, clients, and resources. 

Why is it important to have an MOU? 

MOUs help strengthen community partnerships by delineating clear roles between individuals, agencies, 
and other groups.  Communities with MOUs report that the strengthened partnerships resulted in enhanced 
services for children and families. 

What is actually included in an MOU? 

Generally, MOUs can address a variety of issues and topics.  Content areas to consider including in an 
MOU are: 

€ Clari“cation of agency roles; 

€ Referrals across agencies; 

€ Assessment protocols; 

€ Parameters of con“ dentiality; 

€ Case management intervention; 

€ Interagency training of sta� ; 

€ Agency liaison and coordination; 

€ Process for resolving interagency con” icts; 

€ Periodic review of the MOU. 

   Bragg, H. L. (2003). Child protection in families experiencing domestic violence [On-line]. Available: http://www.childwelfare.gov/ 
pubs/usermanuals/domesticviolence/. 
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How do we know our community is ready to develop an MOU? 

Communities that are concerned about reducing the incidence of child maltreatment are excellent candidates 
for creating an MOU.  In communities that are experiencing strained relationships between potential partners, 
the process of writing an MOU provides a unique opportunity to address misperceptions and di�erences and to 
work jointly to resolve gaps in service delivery. 

What strategies should we undertake as we begin the MOU process? 

Depending on existing relationships within communities, one strategy may include inviting key supporters to 



APPENDIX I 

Confidentiality and the 
Release of Substance 

Use Disorder 
Treatment Information 

�e Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act (1970) 
and the Drug Abuse O�ce and Treatment Act (1972) regulate the disclosure of con“ dential information 
by substance use disorder treatment programs that receive Federal assistance.  Generally, a provider cannot 
release any information that identi“es an individual in the program and cannot acknowledge the presence of 
an individual in the treatment program.  �e following are exceptions under which client information can be 
released: 

€ \ It will be used in internal communications between or among those with a legitimate interest who 
need the information in connection with their duties that arise out of the provision of diagnosis, 
treatment, or referral for treatment of substance use disorders if the communications are within the 
program or between a program and an entity that has direct administrative control over the program. 

€ \ 



… A statement regarding revocation of consent; 

… �e date, event, or condition upon which the consent will expire; 

… �e signature of the patient; 

… �e date on which the consent is signed.1 

Adapted from U.S. Department of Justice, Office of Juvenile Justice and Delinquency Prevention. (2000). Legal issues. 
Juvenile Accountability Incentive Block Grants Program Bulletin [On-line]. Available: http://www.ncjrs.org/html/ 
ojjdp/jiabg_blltn_03_1_00/6.html. 
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APPENDIX J 

Sample Qualified Service 
Organization Agreement 

and Consent Form 

XYZ Service Center (“the Center”) and 

(Name of the alcohol/drug program) 

(the “Program”) hereby enter into an agreement whereby the Center agrees to provide: 

(Nature of services to be provided to the program) 

Furthermore, the Center: 

(1) Acknowledges that in receiving, transmitting, transporting, storing, processing, or otherwise dealing with any 
information received from the Program identifying or otherwise relating to the patients in the Program (“protected 
information”), it is fully bound by the provisions of the Federal regulations governing the ConÞ dentiality of Alcohol 
and Drug Abuse Patient Records, 42 CFR, Part 2; and the Health Insurance Portability and Accountability Act 
(HIPAA), 45 CFR, Parts 142, 160, 162, and 164, and may not use or disclose the information except as permitted or 
required by this Agreement or by law; 

(2) Agrees to resist any efforts in judicial proceedings to obtain access to the protected information except as 
expressly provided for in the regulations governing the ConÞdentiality of Alcohol and Drug Abuse Patient Records, 
42 CFR, Part 2. 

(3) Agrees to use appropriate safeguards (can deÞ ne with more speciÞcity) to prevent the unauthorized use or 
disclosure of the protected information; 

(4) Agrees to report to the Program any use or disclosure of the protected information not provided for by this 
Agreement of which it becomes aware (insert negotiated time and manner terms); 

(5) Agrees to ensure that any agent, including a subcontractor, to whom the Center provides the protected 
information received from the Program, or created or received by the Center on behalf of the Program, agrees to the 
same restrictions and conditions that apply through this agreement to the Center with respect to such information;* 

(6) Agrees to provide access to the protected information at the request of the Program, or to an individual as 
directed by the Program, in order to meet the requirements of 45 CFR § 164.524, which provides patients with the 
right to access and copy their own protected information (insert negotiated time and manner terms); 
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(7) Agrees to make any amendments to the protected information as directed or agreed to by the Program pursuant 
to 45 CFR § 164.526 (insert negotiated time and manner terms); 

(8) Agrees to make available its internal practices, books, and records, including policies and procedures, relating 
to the use and disclosure of protected information received from the Program, or created or received by the Center 
on behalf of the Program, to the Program or to the Secretary of the Department of Health and Human Services for 
purposes of the Secretary determining the Program’s compliance with HIPAA (insert negotiated time and manner 
terms); 

(9) Agrees to document disclosures of protected information, and information related to such disclosures, as would 
be required for the Program to respond to a request by an individual for an accounting of disclosures in accordance 
with 45 CFR § 164.528 (insert negotiated time and manner terms);* 

(10) Agrees to provide the Program or an individual information in accordance with paragraph (9) of this agreement 
to permit the Program to respond to a request by an individual for an accounting of disclosures in accordance with 
45 CFR § 164.528 (insert negotiated time and manner terms); 

Termination 

(1) The program may terminate this agreement if it determines that the Center has violated any material term; 

(2) Upon termination of this agreement for any reason, the Center shall return or destroy all protected information 
received from the Program, or created or received by the Center on behalf of the Program. This provision shall 
apply to protected information that is in the possession of subcontractors or agents of the Center. The Center shall 
retain no copies of the protected information. 

(3) In the event that the Center determines that returning or destroying the protected information is infeasible, the 
Center shall notify the Program of the conditions that make return or destruction infeasible (insert negotiated time 
and manner terms). 

Upon notiÞcation that the return or destruction of the protected information is infeasible, the Center shall extend the 
protections of this Agreement to such protected information and limit further uses and disclosures of the information 
to those purposes that make the return or destruction infeasible, as long as the Center maintains the information. 

Executed this ______ day of ______, 20 ___. 

_____________________________________ ________________________________ 
President       Program Director 
XYZ Service Center 



_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

________________________    ______________________________ 

______________________________ 

Sample Consent Form 

Consent for the Release of Con“ dential Information 

I, __________________________, authorize ________________________________________________
  (Name of patient)  (Name or general designation of program making disclosure) 

to disclose to ____________________________________________________________
 (Name of person or organization to which disclosure is to be made) 

the following information:________________________________________________________________ 
(Nature and amount of information to be disclosed;  as limited as possible) 

�e purpose of the disclosure authorized in this is to: 

(Purpose of disclosure, as speci“c as possible) 

I understand that my substance use disorder treatment records are protected under the Federal regulations 
governing Con“dentiality and Drug Abuse Patient Records, 42 CFR, Part 2, and the Health Insurance Portability 
and Accountability Act of 1996, 45 CFR, Parts 160 and 164, and cannot be disclosed without my written consent 
unless otherwise provided for by the regulations.  I also understand that I may revoke this consent in writing at 
any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires 
automatically as follows: 

(Speci“cation of the date, event, or condition upon which this consent expires) 

I understand that generally (insert name of program) may not condition my treatment on whether I sign a consent 
form, but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Date       Signature of Patient 

Signature of parent, guardian, or uthorized 
representative where required. 

Adapted from Legal Action Center. (n.d.). Sample consent - basic [On-line]. Available: http://www.lac.org/doc_ 
library/lac/publications/Consent-Basic.pdf. 
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