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Section I: Introduction 
 

Estimated Length of Time: 
25 minutes 
 

Learning Objectives: 
Participants will be able to: 

✓ Recognize the layout of the two-day course 

✓ Identify other participants 
✓ Identify the training’s learning objectives and competencies 
✓ Identify their training needs 

 
Method of Presentation: 
Trainer lecture, activity 

 
Materials Needed: 

✓ Name Tents 

✓ Markers 
✓ Flipchart Paper 
✓ Flipchart Stands 

✓ Masking Tape 
✓ Prepared Flipchart “Welcome Sign” 
✓ Prepared Flipchart ‘What’s In It For Me” 

✓ Prepared Flipchart “Parking Lot” 
✓ Prepared Flipchart “Children Reunified/Placed Where Substance Use/Abuse 

Play(ed/s)” 

✓ Laptop and LCD Projector/Screen 
✓ PowerPoint Slide #1 (Title Slide) 
✓ PowerPoint Slide #2 (Adult Learning) 

✓ PowerPoint Slide #3 (Competencies) 
✓ PowerPoint Slide #4 (Learning Objectives) 
✓ Handout #1 (Agenda) 

  



 

The Pennsylvania Child Welfare Resource Center      309: Drug and Alcohol Issues: 
      An Introduction for Child Welfare Professionals 

           Page 2 of 99 

Section I: Introduction 
 

Pre-Training Environment Preparation: 
 

Display PowerPoint Slide #1 (Title Slide).  Place on trainee tables, Handout #1 

(Agenda). 
 

The trainer will prepare and hang a welcome sign, Parking Lot, What’s In It for Me 
(WIIFM), and Children Reunified/Placed Where Substance Use/Abuse Play(ed/s) 

flipcharts, before participants arrive. The trainer will place them in a trainer-accessible 
and trainee-viewable location in the room. 
 

The trainer should offer, on a resource table, resources related to drug and alcohol 
issues and casework, the Pennsylvania Standards, and other resources that relate 
primarily to casework. 
 

The trainer, before trainees arrive, and as trainees enter the room, should play culturally 
sensitive training day-appropriate music. Also, feel free to post topic-related, life-
affirming, and/or diversity-recognizing posters. 
 

Outline of the Presentation: 
 

• Perform introductions; 

• Discuss training environment; and, 

• Review competencies, training learning objectives, and agenda. 
 

Step 1: 
Perform Initial Introductions 
 

The trainer welcomes each participant upon entering and asks participants to take a 
seat. 
 

After all participants seat themselves, the trainer again welcomes participants to the 
training and introduces himself/herself, making sure to include background and 
experience working in drug and alcohol in child welfare. 
 

The trainer instructs participants to fill in and fold their name tents and explains that 
completing name tents helps participants remember each other’s names and assists the 

trainer in recognizing individuals by name. 
 

The trainer instructs participants to pair with another participant for the first activity. 
 

Instruct participants to ask their partner their position, how long the individual worked in 

child welfare, and their learning needs for the day. Participants should also ask their 
partner, “How many children have you reunified with families with substance abuse 
concerns,” and “With how many children did you use alternatives (such as adoption) 

when reunification with the family with substance abuse concerns did not work?”  
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Section I: Introduction (continued) 
 
Step 1: (continued) 
The trainer then asks one of the partners to introduce the other using the information 

from their answers to the questions above. As participants reveal their numbers of 
children reunified/placed, the trainer writes on the prepared Children Reunified/Placed 
Where Substance Use/Abuse Play(ed/s) a Part flipchart the number of children 

participants offer that they either reunified with their family or placed because of family 
members or other caregivers facing drug and alcohol issues.  
 

The trainer asks the individual reporting on the other partner to reveal their reason for 
attending the training. The trainer writes each trainee’s reason on the WIIFM and relates 
whether this or another training addresses that reason. 

 
After allowing all trainees to introduce one another, the trainer explains the intent of this 
exercise – to allow participants to get to know each other and to show the number of 

children in the child welfare system involved with family members or caregivers that 
have drug and alcohol issues. The trainer emphasizes the importance of detection and 
treatment to children of families and caregivers with drug and alcohol concerns in 

relation to the success of reunification or the need for placement. 
 
Step 2: 

Lecture on Training Environment 
 
The trainer explains that he/she will lead this training; yet, will ensure a participant-

centered training takes place. The trainer then discusses that participants possess a 
great deal of knowledge and have experience working with children of families and 
caregivers with drug and alcohol concerns (as seen on the Children Reunified/Placed 

Where Substance Use/Abuse Play(ed/s) flipchart. The trainer expresses to participants 
that he/she welcomes participant input, experiences, and feedback. 
 

The trainer offers the sign-in sheet. The trainer relates that trainees use the sheet to 
sign in on day one and initial on day two. The trainer explains to participants training 
ground rules. The “15-Minute Rule” states that participants cannot miss more than 15 

minutes of the entire workshop. The trainer explains that lateness can be disruptive to 
the group. The trainer reminds participants that this learning time away from the office is 
for the purpose of learning new skills to improve performance at the office; however, if 

someone must reach participants by phone or pager, they are to put devices on vibrate 
or silent or that participants may feel free to use such devices during breaks and lunch. 
 

The trainer explains that the training is a two-day training and that each day starts at 9 
a.m. and ends at 4 p.m. The trainer explains that each day has two breaks, one in the 
morning and one in the afternoon as well as a one-hour lunch break around noon. 

 
 

Section I: Introduction (continued) 
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Step 2: (continued) 

The trainer relates that participants should feel free to use the restrooms as-needed but 
that participants should come back to the training as quickly as possible as all 
information builds throughout the training day and in observation of the “15-minute rule.” 

The trainer reveals to participants the location of the restrooms in the training facility as 
well as eateries close to the training location. 
 

Step 3: 
Lecture on Adult Learning and Training Competencies 
 

The trainer reviews with participants, PowerPoint Slide #2 (Adult Learning). The 
trainer lectures to participants that, as adults, they retain 10% of what they read, 20% of 
what they hear, 30% of what they see, 50% of what they see and hear, 70% of what 

they say or discuss with others, 80% of what they experience personally, and 90% of 
what they say and do. 
 

The trainer offers that, based on the adult learning statistics, participants should ensure 
that they take an active role in the training and ensure that they use what they learn at 
work as soon as possible in order for the training and its information to remain useful to 

them. 
 
Using PowerPoint Slide #3: (Competencies), the trainer recites to the trainees the 

competencies for this training. 
 
Step 4: 

Lecture on the Training Agenda and Learning Objectives 
 
The trainer asks participants to locate on their tables Handout #1 (Agenda). The trainer 

asks a volunteer to read the agenda to the larger group. The trainer thanks the 
volunteer and asks participants whether they have any questions based on the agenda 
just read to them. 

 

Trainer Note: Any questions or comments that the trainer cannot address, the trainer 
should offer that participants place those comments/questions on the Parking Lot for 
referencing outside the training day. Find the answers to the comments and respond to 
those questions or comments or direct individuals to resources that can address those 

questions an/or comments (such as other Resource Center trainings or other resources 
– ex the Substance Abuse and Mental Health Services Administration (SAMHSA) 

National Clearinghouse for Alcohol and Drug Information at http://ncadi.samhsa.gov/). 

 
The trainer, using PowerPoint Slide #4 (Learning Objectives), reviews the learning 

objectives for the training. 
 

Section I: Introduction (continued) 
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Step 4: (continued) 
The trainer reads the following: 

 
The Resource Center designed this Drug and Alcohol Issues: An 
Introduction for Child Welfare Professionals curriculum to fall under Title 

IV-E funding. As such, this curriculum discusses drug and alcohol issues 
such as treatment, assessment and the like; however, the curriculum does 
not focus on these items as they relate to parents/caregivers. The trainer 

mentions to participants that the primary focus, under Title IV-E must 
remain on the child and the child’s reunification with the family or 
placement in another setting (whether with kin, in a permanent foster 

home, or in an adoptive home). The curriculum addresses treatment, 
assessment, and the like, but primarily as those concepts relate to 
reunification of the child with the child’s family or caregivers. The 

curriculum also discusses service planning, but only as those services 
relate to efforts to ensure child permanency. 

 

The trainer asks participants whether they have any questions pertaining to the 
statement, based on what the trainer just read. 
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Section II: Substance Concern-Related Fundamental Concepts 
 

Estimated Length of Time: 
2 hours, 50 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Identify the specials related concerns specific to families involved in drug use that 

differ from cases not involving drugs and alcohol 
✓ Explain the signs of substance use and the impact that substances have on 

caregivers and children 

✓ Recognize the names of commonly used substances 
✓ Recognize the various types of paraphernalia caregivers might use to get 

substances in their bodies 

✓ Articulate the number of cases they and/or their agency has involving drug and 
alcohol use 

 

Method of Presentation: 
Trainer lecture, individual activity, small group activity, large group discussion 
 

Materials Needed: 
✓ Flipchart Paper 
✓ Flipchart Stands 

✓ Markers 
✓ Masking Tape 
✓ Laptop and LCD Projector/Screen 

✓ Prepared Flipchart “Possible Signs of Drug Use” 
✓ Prepared Flipchart “Tricks of the Substance Use Trade” 
✓ Prepared Flipchart “Ways in Which Parents/Caregivers & Their Substance 

Dependency can Harm Children” 
✓ Prepared Flipchart “Cannabinoids” 
✓ Prepared Flipchart “Depressants” 
 

Materials Needed: (continued) 
✓ Prepared Flipchart “Disassociative Anesthetics” 
✓ Prepared Flipchart “Hallucinogens” 

✓ Prepared Flipchart “Number of Children Reunified/Placed Where Substance 
Use/Abuse Play(ed/s) a Part” 

✓ Prepared Flipchart “Opioids and Morphine Derivatives” 

✓ Prepared Flipchart “Stimulants” 
✓ Prepared Flipchart “Other Compounds” 
✓ PowerPoint Slides #5-10 (Examples of Drug Paraphernalia) 

✓ Handout #2 (Substance Abuse Statistics True & False Test) 
✓ Handout #3 (Commonly Abused Drugs) 
✓ Handout #4 (A Quick “Meth” Breakdown) 
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✓ Handout #5 (Possible Signs of Drug Use) 
✓ Handout #6 (Guiding Principles for Child Welfare) 
✓ Pre-Work (Drug & Alcohol Pre-work) 

✓ Appendix #1A (Cannabinoids) 
✓ Appendix #1B (Depressants) 
✓ Appendix #1C (Dissociative Anesthetics) 

✓ Appendix #1D (Hallucinogens) 
✓ Appendix #1E (Opioids and Morphine Derivatives) 
✓ Appendix #1F (Stimulants) 

✓ Appendix #1G (Other Compounds) 
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Section II: Substance Concern-Related Fundamental Concepts 
 
Outline of the Presentation: 
 

• Introduce section 

• Discuss participant experience with clients facing drug and alcohol concerns  

• Reveal statistics related to substance use/abuse 

• Discuss drug and alcohol abuse facts 

• Perform Drug Names activity 

• Discuss how people get substances into their bodies 

• Identify drug paraphernalia 

• Discuss the effects of substance abuse on the parent/caregiver 

• Identify the signs of substance abuse in adults 

• Identify the Child Welfare Guiding principles 

• Compare the Child Welfare and Drug and Alcohol principles 
 
Step 1: 

Introduction to the Topic 
 
The trainer lectures that, as revealed by the Number of Children Reunified/Placed 

Where Substance Use/Abuse Play(ed/s) a Part flipchart, those working in the child 
welfare system serve many individuals that face drug and alcohol issues. As this is the 
case, child welfare professionals must recognize the concept that chemical dependency 

in a family affects the well-being of each family member and almost all aspects of the 
lives of those with such dependencies. The individual’s dependency especially affects, 
directly and/or indirectly, the physical, emotional, and developmental status, of the child 

for whom that parent/caregiver cares. This is no less true during the latter stages of a 
case when a child welfare professional must consider, as part of concurrent planning in 
the Child’s Permanency Plan, whether to reunify the child with their parent/caregiver or 

place the child in an alternate setting. 
 
Step 2: 

Participant Experience with Clients Facing Drug and Alcohol Concerns 
 
Participants, in their caseloads, probably see the ways in which chemical dependency 

can – and does – harm children and adolescents (from this point on collectively referred 
to as children) during various stages of development. 
 

The trainer reveals to participants the Ways in which Parents/Caregivers and Their 
Substance Dependency Can Harm Children flipchart and asks participants to describe 
the ways participants have seen or heard of children affected by parental/caregiver 

substance abuse issues including alcohol and other drugs. The trainer should list these 
on the pre-made flipcharts. As an example, the trainer should list the first example, 
through prenatal exposure of an infant to alcohol or other drugs.  
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 2: (continued) 

If participants do not cover these, be sure to list the following before moving on: 
 

• The creation of a postnatal environment that fails to meet the pressing 
developmental needs of infants, toddlers, and preschoolers 

• Children’s passive exposure to illicit drugs used in their homes 

• Through active harm caused by violence, sexual assault, neglect, or 
abandonment 

• Genetic and environmental factors that may place children and adolescents at 
risk of developing chemical dependency problems of their own 

• Neglect 

• Social embarrassment 

• Verbal and/or physical abuse 
 

The trainer moves the Ways in which Parents/Caregivers and Their Substance 
Dependency Can Harm Children flipchart to a location in the room where participants 

can view it during the training and thanks participants for their comments. 
 

According to the National Committee for the Prevention of Child Abuse (NCPCA) (1996) 
as found on the Child Welfare League of America (CWLA) website,  
 

“[a]lthough it is difficult to quantify a causal relationship between alcohol 

and other drug (AOD) use and child maltreatment, experts agree there is a 
high correlation between parental chemical dependency and child abuse 
and neglect. The NCPCA report also relates the fact that nearly 80% of 

states report that parental substance abuse is one of the top two problems 
exhibited by families reported for maltreatment. 
 

The committee’s statements only serve to reinforce the information child welfare 

children professionals already know and just how important an issue with which 
caseworkers deal. 
 

The trainer asks volunteers to reveal how many cases they now work with, or have 

worked with, where drug and alcohol issues play(ed) a role in the family’s involvement 
with Children and Youth Services. If volunteers wish to do so, the trainer asks 
volunteers to offer a brief background of the drug and alcohol issues the parents faced 

in the Children and Youth Services (CYS) agency and the impacts upon children that 
volunteers saw or see. In relation to the NCPCA information just offered, the trainer 
asks the volunteer how apparent it was to the worker or co-workers that the 

parent(s)/caregiver(s) faced drug and alcohol issues and that those issues affected the 
child for whom they cared. The trainer thanks the volunteer(s) for sharing and relates to 
participants that this informal survey serves as a small sampling of child welfare 

professional experiences. 



 

The Pennsylvania Child Welfare Resource Center      309: Drug and Alcohol Issues: 
      An Introduction for Child Welfare Professionals 

           Page 10 of 99 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 3: 
Substance Abuse Statistics 
 

With regard to substance use concerns and child welfare, many parties performed 
research and have gathered a great deal of related statistical information. Using the 
Pre-Work (Drug & Alcohol Pre-work) the trainer asks participants to share some of 

the statistics located concerning drugs and alcohol and child welfare and the possible 
impact it had upon them and their co-workers. The trainer should list these statistics on 
a flipchart. 

 
The trainer relates that the Child Welfare League of America conducted a large survey 
in which the League polled state public child welfare agencies to determine the types of 

policies, programs, and the like that public child welfare agencies had to support 
chemically dependent families. The trainer distributes Handout #2 (Substance Abuse 
Statistics True & False Test) and asks participants individually to complete the 

handout [Child Welfare League of America (October 28, 1997)]. 
 
After a few minutes, in a large group format, the trainer should discuss participants’ 

answers, asking a volunteer to read each question and their answer. 
 
Below are the correct answers and associated statistics: 

 
1. True: 67% of parents involved with the child welfare system need AOD 

treatment 

2. False: Child welfare agencies could only refer for appropriate services [including 
reunification-related services] for 31% of those parents in need 

3. False: Less than half of all states report that training on recognizing and dealing 

with AOD problems is available for foster parents 
4. True: Only 9 states (of 47 states responding) provide similar training for kinship 

care providers yet 30 percent of all children currently in out-of-home care 

are in kinship care living with a relative 
5. False: 83% could not provide the number of youth in out-of-home care whose 

parents are chemically dependent 

6. False: Only 11% believe that children and parents with AOD problems can be 
treated in a timely manner (less than 1 month) 

7. True: 42% rely on school-based education drug prevention programs as the only 

form of prevention services available for youth in out-of-home care 
8. True: 94% could not provide the number of youth in out-of-home care known to 

abuse AOD themselves 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 3: (continued) 
The test above reveals that substance abuse concerns are a serious issue, one with 
which, for various reasons, many agencies are find difficulties in contending. Training, 

cross-systems collaboration, family empowerment, and professional experience can 
help to improve many of the statistics, as we will see throughout the curriculum. 
 

According to the U.S. Department of Health and Human Services, SAMSHSA Center for 

Substance Abuse Treatment, children who have parents/caregivers that involve 
themselves with alcohol or other drugs: 

• Are almost three times more likely to be verbally, physically, or sexually abused 
and four times more likely to be neglected than other children 

• Are at greater risk for: 
o mental illness or emotional problems, such as depression or anxiety 
o physical health problems 
o learning problems, including difficulty with cognitive and verbal skills, 

conceptual reasoning and abstract thinking 

• Are four times more likely to develop alcoholism or other drug concerns 
 

Child welfare professionals know that, parental/caregiver substance dependency might 
create conditions that impair caretaking, threaten child safety, well-being, and 
permanency. Child welfare professionals also know that agencies must provide services 

to the child and family in order to restore stability through reunification and promote 
optimal development of child functioning with either the child’s original family or an 
alternate caregiver. All the above statistics and concepts serve to reinforce that idea. 
 

Participants will now focus briefly on drug and alcohol facts to prepare them better to 
look at the history that caused individuals in the child welfare field to focus on alcohol 
and other drugs as a factor that impedes child permanency and well-being. 
 

Step 4: 
Discussing Drug and Alcohol Abuse Facts 
 

Many commonly abused drugs fall into seven general classifications. The trainer writes 
one of the classifications, Opioids and Morphine Derivatives, on a flipchart. The trainer 

asks participants to name and list the other six classifications on a flipchart. Answers 
should include: 
 

• Cannabinoids 

• Depressants 

• Dissassociative Anesthetics 

• Hallucinogens 

• Stimulants 

• Inhalants and Anabolic Steroids (grouped as Other Compounds on Handout #3) 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 5: 

Drug Names Activity 
 

Knowing the substances and their respective classifications and the effects of those 
substances on a client assists participants in recognizing signs of drug use and relapse. 

This information is crucial, as relapse affects a child welfare professional’s decision to 
reunify the child with a caregiver fighting substance dependency or place the child 
because of the caregiver’s inability to fight substance addiction. 
 

The trainer relates that it is time for participants to identify the substances available to 
those caregivers under each category. The trainer divides the large group into seven 
smaller groups and distributes to the groups Appendix #1A (Cannabinoids), 

Appendix #1B (Depressants), Appendix #1C (Dissociative Anesthetics), Appendix 
#1D (Hallucinogens), Appendix #1E (Opioids and Morphine Derivatives), 
Appendix #1F (Stimulants), and Appendix #1G (Other Compounds). Each group 

should have a separate appendix letter (ex. group one should have Appendix #1A 
(Cannabinoids), group two should have Appendix #1B (Depressants), and etcetera.) 
 

The trainer instructs the groups to put together the puzzles and after putting together 
the puzzles, to list the names of substances on their respective pre-made flipcharts for 

their classification – Cannabinoids; Depressants; Dissassociative Anesthetics; 
Hallucinogens; Stimulants; and, Inhalants and Anabolic Steroids. 
 

The trainer notes to participants that their groups have five minutes to complete this 

activity. 
 

The trainer tells the groups to commence putting together the puzzles. 
 

After five minutes, the trainer stops the activity and asks groups to review their answers 

on their pre-made flipcharts. 
 

The trainer relates that knowing the names of substances that people commonly 
use/abuse is important, as hearing clients use associated terms, either medical or 

street, and/or having the ability to recognize the drugs, will better prepare a child welfare 
professional to make better-informed decisions concerning child safety, permanency, 
and well-being. If drugs and/or alcohol appear in the home, and the caregiver appears 

to be under the effects of such substances, the child welfare professional must begin 
more closely to survey the situation to ensure the safety and well-being of the child. 
 

As one might imagine, the appearance of drugs and alcohol, as well as client over-
familiarity with related drug terms might very well suggest that substance use/abuse 

exists in the home. Caregivers may facilitate the use of substances through many 
means. 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 6: 
Discussing How People Get Substances in Their Bodies 
 

The trainer offers that people have been using substances for thousands of years. Over 
the thousands of years that people used drugs and alcohol, people have had time to 
devise various methods to get the substances into their bodies. The trainer relates that 

we have time only briefly to look at how people get substances in their bodies. 
 
The trainer reveals to participants the pre-made Tricks of the Substance Use Trade 

flipchart. 
 
The trainer asks participants to describe methods of getting drugs in one’s body with 

which they are familiar. The trainer captures all participant comments on the Tricks of 
the Substance Use Trade flipchart. 
 

Ensure to include the following: 
 

• Swallowing 

• Smoking 

• Injecting 

• Inhaling 

• Snorting 

• Absorbing through the Skin (like the nicotine patch) 
 
Step 7: 
Drug Paraphernalia Discussion 

 
To accompany the various methods of getting the substances in one’s body, people 
have invented numerous tools called paraphernalia to assist them in facilitating 

substance use. The trainer relates to participants that they will now briefly look at the 
formal definition of paraphernalia and discuss a few examples of such paraphernalia. 
 

The United States Drug Enforcement Administration defines drug paraphernalia, in their 
web article titled Drug Paraphernalia: Tools of the Illegal Drug Trade as: 
 

“any legitimate equipment, product, or material… modified for making, 
using, or concealing illegal drugs such as cocaine, heroin, marijuana, and 
methamphetamine.”  
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 7: (continued) 
As important as having some knowledge of the methods by which people get 
substances in their bodies is, also important is the idea that participants have some 

knowledge of the tools that individuals use to get substances in their bodies as well as 
some of the means by which individuals conceal those tools and drugs. 
 

Participants must know this information, as, come time for visitation when considering 
reunification and/or placement; they need a general idea for what to look for when 
considering probable drug and paraphernalia hiding areas. The trainer should stress 

that, in most instances, clients will not leave their paraphernalia in the open during 
visitation. 
 

The trainer asks volunteers to reveal some of the paraphernalia they, during their time 

in the agency, saw individuals implement (keeping in mind confidentiality) to use 
substances and/or transport/hide illegal substances. The trainer lists participant 
comments on a flipchart. 
 

The trainer displays PowerPoint Slides #5-10 (Examples of Drug Paraphernalia) and 
compares these items with the items that the participants listed. 
 

Just as quickly as people discover the ways in which users hide, use, and transport 
drugs, those using or selling the substances that assist in endangering the safety, 
permanency, and well-being of children find new ways to hide, use, and transport those 

substances. 
 

Participants just looked at how people get substances in their system as well as the 
various paraphernalia used to hide those substances and facilitate getting those 

substances in their systems. The class needs to look at the effects of the substances on 
the parent/caregiver of a child, once those substances enter user’s body. 
 

The trainer must relate that the overview course must focus more on drug and alcohol 
issues as it relates to the reunification and permanency of the child. Later in the training, 
participants will look at the effects on the child of parent/caregiver substance abuse. 
 

Step 8: 
Discussion of the Effects of Substance Abuse on the Parent/Caregiver 
 

The trainer relates that the handout he/she is about to pass out contains information 

from the National Institute on Drug Abuse (NIDA) dealing with content they already 
discussed, including the classifications of substances, the names of substances that fall 
under those classifications, as well as the means by which people get those substances 

into their systems.  
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 8: (continued) 
However, the NIDA handout also reveals other important information – such as the 
intoxication effects of the substances and the effects that those substances have on 

one’s health. 
 

The trainer distributes Handout #3 (Commonly Abused Drugs). In the table of 

commonly abused drugs, NIDA offers a great deal of information concerning commonly 
abused substances. The NIDA website, the link to which appears on the table, also 
offers a lot of useful substance-related information. The handout reveals commonly 

abused substance medical and street names, the means by which people use the 
substances, as well as some of the effects on individuals that use those substances. 
 

As adults remember 70% of what they say and discuss with others, participants will now 

identify intoxicating effects of substances and the consequences to one’s health 
resulting from substance use. 
 

The trainer asks participants, for five minutes, to look at Handout #3 in the column titled 

Intoxication Effects / Potential Health Consequences on the far left of the Commonly 
Abused Drugs table and review the effects the various substances have on individuals 
that use those substances. The trainer asks individuals to look for one “ah-ha” regarding 

the information about substance intoxicating effects/effects on health and for information 
participants believe to be very important for parents/caregivers of children to know. 
 

The trainer allows participants five minutes to reveal their respective “ah-ha” as to why 
they found that information interesting. 
 

The many effects of substance use on caregivers is a very complex topic. One could 

look at the topic from a physiological standpoint and consider exactly what happens as 
the drug enters the body through the various methods. One could study in-depth the 
various effects of those methods on the body (positive and negative); one could try to 

pinpoint at what point the drug(s) take effect; one could consider the composition of the 
drug itself; and so on. The trainer relates that we obviously do not have time in the two-
day training to look at the exact details of drugs and their physiological effects on a 

person. Still, participants have to have a cursory understanding not of the physiological 
factors but of the appeal of the drugs and the impacts upon health to those that use the 
substances; since, after all, if the drug affects the parent/caregiver, it affects the child for 

whom they care. 
 

The dynamics of drug use is astounding when one considers the many ways in which 
people can get substances into their systems.  
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 8: (continued) 

The dynamic is also interesting when considering the varying times it takes drug effects 
to take hold based on the different methods and the differences in human physiology 
(height and weight), the strength of the effects (considering method and physiology), the 

time the effects last (considering method and physiology), and the repercussions of 
taking the substances in the various ways. 
 

The trainer distributes Handout #4 (A Quick “Meth” Breakdown). The trainer lectures 

to participants, just to give them an idea of the topic’s complex nature, the information 
on the methamphetamines handout – looking at the various methods of use, time until 
users notice the effects, the extent of the effects, the period the effects last, and the 

associated dangers of each method. 
 

Trainer Note: In offering this handout, you have the option of noting to participants that 
the information on the PowerPoint stems from a collection of reputable as well as 
underground resources. The PowerPoint cites no resources, as the information 
discovered in all sources appears to be generally accepted information. While the other 

methods are somewhat self-explanatory, “rectal injection” refers to a method known as 
“booty bumping,” a method in which a male places the meth. on the penis and inserts 

the meth via rectal intrusion. 
 

The trainer asks volunteers, either from the professional experience or by using the 
NIDA table, to offer the drug classification to which Meth belongs, the medical name, 

and the street name(s) of methamphetamines. The trainer thanks all volunteers. 
 

• Classification: Stimulants 

• Medical Name: Methamphetamines 

• Street Names: Chalk, Crank, Crystal, Fire, Glass, Go Fast, Ice, Meth, Speed 
 

Trainer Note: Participants might offer other street names for methamphetamines such 
as P, Tina, Chrissy, and/or Zip. Many names exist, especially depending upon what 

area of the state, country, or the world in which you study the drug. Ensure that you 

recognize participant comments as valid and worthwhile. 
 

The trainer asks participants whether they had any experiences with Meth and Meth 
labs in their agencies; and, if they’re willing to share, what those experiences were (ex: 

what did they see in the lab, what were their experiences with other agencies in working 
with children exposed to meth. labs, etc) 
 

After processing with participants the Meth Breakdown, the trainer impresses upon 
participants that they looked only briefly at meth., which is merely one of the six most 

commonly used stimulants and only one of the 27 most commonly abused substances 
on the NIDA table.  
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 8: (continued) 
The trainer relates that, to look at all the substances, even in minor detail, and, to give 
the substances and the laws and policies, drug and alcohol impact on children, family 

engagement and cross-systems collaboration, discussion time, as well as the other 
topics they still need to cover would be difficult in two days. 
 

The NIDA table of Most Commonly Abused Drugs that they now have serves as a great 

starting point and reference for drug and alcohol information. The references allow 
participants quickly to see some of the immediate effects of drug use on the individuals 
that use/abuse substances. Still, only through further research, professional experience, 

future drug and alcohol trainings, participant relationships formed during those trainings, 
and collaboratively working with cross-systems partners can participants expect to gain 
a well-rounded knowledge base considering substance effects on individuals caring for 

children. 
 

The trainer then asks participants whether they have any general questions or 
comments regarding their brief look at the effects of substances and/or the resource the 

received. The trainer offers to participants any assistance the trainer can. The 
participants to whom the trainer cannot offer assistance, he/she asks them to place their 
questions/comments on the Parking Lot. 
 

Participants will now look briefly at the signs of substance abuse as it relates to 
parents/caregivers of children. 
 

Step 9: 
Discussing the Signs of Substance Abuse in Adults 
 

Trainer Note: For this step, create ahead of time a flipchart titled Possible Signs of 
Drug Use. Leaving room between the following to write participant comments, write 

Physical Indicators, Social Indicators, Psychological Indicators, and Work/Educational 

Indicators. 

 

The trainer lectures that signs usually exist signaling that an individual might be using 
substances. All of the signs one might recognize as possible indicators of drug use fit 

into four types of indicators. One such indicator involves psychological aspects such as 
personality changes. The trainer removes the paper covering Psychological Indicators 
on the flipchart titled Possible Signs of Drug Use. 

 
The trainer now asks participants to think about what the other three indicator areas 
might be. The trainer asks volunteers to offer the remaining three indicators. As 

volunteers offer an indicator, the trainer removes the paper covering the respective 
indicator. 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 9: (continued) 
Should participants not recognize and offer the remaining three indicators, the trainer 
will coach participants to these answers by having them think of possible signs and to 

what areas those signs relate (ex., Trembling of hands/Physical, Change in 
Friends/Social, Skipping Work/Work). Should participants offer signs as well as 
indicators, the trainer should feel free to write the sign(s) under the corresponding 

indicator, ensuring to note that the trainer plans, in a moment, to focus on signs of drug 
use. 
 

Once the class offers all the indicators, the trainer notes that he/she would like once 
again to use participant professional experience in an activity. The trainer relates that, in 
the following activity, participants are to identify signs one might see that signify that an 

individual might be using substances. 
 
The trainer, using the Possible Signs of Drug Use flipchart, indicates that one of the 

Psychological signs of drug use includes personality changes, and writes under 
Psychological Indicators, personality changes. 
 

Trainer Note: If participants already identify personality changes (during the time the 
trainer lead participants in identifying the indicators) the trainer should offer to 

participants another sign, ensuring to write that sign under its respective indicator. 

 
Numerous signs exist that are similar to signs of possible drug use. Emphasize the word 
“possible” as other factors might resemble signs that an individual uses drugs and as 

one might mistake any one of the signs for drug use when the signs point to another 
issue (such as a mental health or life-concerns.) 
 

Allowing roughly five minutes, as a large-group, the trainer asks participants to name 
some of the signs they believe signify that a person uses/abuses substances as well as 
the indicator to which that sign belongs. As participants reveal their answers, the trainer 

lists those answers on the corresponding area of the flipchart(s). 
 
After trainees offered all the ideas they could devise, the trainer distributes Handout #5 

(Possible Signs of Drug Use) and asks participants to review the content. After giving 
participants time to review the handout, the trainer asks participants whether the group 
missed any signs during the brainstorming activity. The trainer, for roughly one minute, 

asks participants to reveal a few of the missed signs (if any). 
 
The trainer then briefly touches only a few of the indicators listed on the handout, as 

necessary: 
 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 



 

The Pennsylvania Child Welfare Resource Center      309: Drug and Alcohol Issues: 
      An Introduction for Child Welfare Professionals 

           Page 19 of 99 

 
Step 9: (continued) 

Physical Indicators 
 

• Change in 
appetite, erratic 
eating habits 

• Loss of 
coordination 

• Slurred speech 

• Incoherence 

• Inattention to 
dress and 

personal hygiene 

• Overall changes 
in physical 
appearance 

• Weight loss 

• Change in vitality 
and sleep 
patterns 

• Tired, lethargic 

• Dreamy, blank 
expression 

• Loss of memory 

• Dilated or 
constricted pupils  

• Needle (“Track”) 
marks 

• Trembling 

• Possession of 
drugs 

• Chronic sinus 
problems 

• Smell of alcohol 
on breath 

Social Indicators 

 

• Changes in 
friends 

• Unknown friends 

• Association with 
known drug users 

• Changes in 
hangouts  

• Always going 
“nowhere special” 

• Secretive phone 
conversations 

• Receive calls 
from individuals 
that refuse to 
identify 

themselves 

• Hang-up phone 
calls 

• Constant lying 

• Overt hostility 
and outbursts 

• Withdrawal from 
family 

• Stealing small 
items 

• Disappearance of  
money 

• Often borrowing 
money 

• Unexplained 
influx of money 

Psychological Indicators 

 

• Personality 
changes 

• Depression or 
over-activity 

• Mood swings 

• Talkativeness 

• Irritability, hostility 

• Secretiveness 

• Over-reaction to 
criticism 

• Confusion 

• Anxiety, paranoia 

• Lack of ambition 
or drive, apathy 

• Unpredictable 
behavior 

• Hallucinations 

• Uncharacteristic 
behavior for 
individual’s 

personality 

 

 
 
 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 
Step 9: (continued) 
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Work/Educational Indicators 
 

• Truancy 

• Frequently skips 
work/class 

• Constantly late 

• General loss of 
interest in 

work/school 

• Declining 
work/school 

performance 

• Change from 
normal 

capabilities 

• Poor conduct and 
attitude 

• Dropping out of 
organized 

activities 

• Quitting job or 
dropping out of 

school 
 

 
Environmental Indicators 

 

• Containers of alcohol 

• Pills/drugs lying around 

• Tinted windows in the home 
(possibly signifying a drug lab) 

• Abundant known chemicals used 
in making drugs 

• Smell of drugs or alcohol in the 
home 

• Visible drug paraphernalia (such 
as syringes, razor blades, 
marijuana and other pipes, and 
other devices that facilitate drug 

use) 

• Marijuana seeds 

• Drug-oriented magazines 

• Smell of marijuana 

• Attempts to disguise odor of 
marijuana with cigarettes, 

incense, room deodorizer, 
etcetera 

 

 
The trainer now asks participants to think about a person with whom they worked that 
had a substance use/abuse issue. 

 
The trainer asks volunteers to share with the larger group any signs as well as the 
indicator area to which the sign(s) belong that the volunteer noticed related to a person 

with the substance use/abuse concerns. In addition, the trainer asks how many of the 
signs the volunteers believed were present at the point they realized substance abuse 
might be an issue. The trainer also asks volunteers to relate how they knew the signs 

pointed to a possible substance abuse issue rather than other issues (such as a change 
in life) in which that person might offer similar signs. The trainer thanks volunteers for 
participating in the activity and for sharing their experiences and knowledge. 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 9: (continued) 
As child welfare professionals, often times participants are going to be the first person to 
identify the possibility of a substance abuse issues. Their ability to notice physical 

evidence of substance use/abuse in a home, as well as the social, psychological, and 
work/educational indicators, assists them in correctly assessing the concerns a family 
has as well as the steps the family might work upon better to ensure reunification. 

However, in lieu of the family member(s) not having the ability to alleviate the signs of 
the substance use (abuse) and, in turn, the use/abuse itself, an alternative permanent 
and safe placement must always remain an option to which they look. 

 
This brief substance overview does not qualify them to make diagnoses about clients or 
their substance abuse concerns. The information serves to assist child welfare 

professionals in recognizing possible signs of substance abuse as parent/caregiver 
substance abuse might have adverse effects on those for whom they care. Their 
individual experience(s) as well as the experience(s) of their peers will prove valuable in 

recognizing parent/caregiver substance abuse. Child welfare professionals must form a 
collaborative referring partnership with their drug and alcohol counterparts in assessing 
and working with individuals that child welfare professionals believe might abuse drugs 

and/or alcohol in such a way that it effects child safety, permanency, and well-being. 
 
Step 10: 

Discussing the Guiding Principles for Child Welfare 
 
Closely associated to the importance of being aware of substance concern-related 

fundamental concepts, is the need for us to examine the basic assumptions, beliefs, 
and principles that should guide our interventions with substance dependent families. 
 

The trainer asks participants, in large group, to share some of the principles that guide 
them in their work with all children and their families. 
 

Should participants not cover the points in the list below, the trainer must ensure that 
he/she covers the points below: 
 

• Children are entitled to protection from harm 

• Individuals should empower and support families 

• Most parents want to be good parents 

• All families need help at some point 

• Most children are better off with their own parents 

• Individuals should treat with respect all children and families 

• Families should be physically and emotionally healthy 
 
The trainer distributes Handout #6 (Guiding Principles for Child Welfare). 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 10: (continued) 
The trainer lectures to participants that the following guiding principles came about 
primarily because of the Child Welfare League of America (CWLA) and the work of a 

Chemical Dependence and Child Welfare Steering Committee – consisting of 70 
individuals who came together to discuss the nature of addiction and the best interests 
of children. 

 
The trainer briefly lectures upon each of the principles on the Guiding Principles for 
Child Welfare handout including: 

 
Principle #1: Child welfare policies and services must reflect an understanding and 
appreciation of factors that positively or negatively affect child development and family 

systems. Abuse of alcohol and other drugs affects child development and family 
systems. Thus, child welfare policies and programs must: 
 

• Respond to the unique needs of children affected by prenatal alcohol or drug 
exposure or by a host of other detrimental experiences related to their parents’ 

chemical involvement or dependency; and 
 

• Respond to the needs of all children entering the system who are themselves 
chemically involved or at-risk of alcohol or drug problems and prevent children 
already in the system from becoming chemically involved 

 
Principle #2: Research and empirical data must guide child welfare policies and 
services related to serving all children and families. Research suggests that chemical 

involvement affects differently individual children and families. 
 

• Therefore, child welfare professionals must recognize that chemically involved 
children and families are not alike. Child welfare professionals must tailor the 
process of assessment, planning, and service delivery to match individual needs 
with appropriate resources. 

 
Principle #3: P.L. 105-89, the Adoption and Safe Families Act (ASFA), mandates that 
child safety, well-being, and permanency achieved in a timely manner serve as the 

cornerstone of our work with children and families. ASFA establishes timelines under 
which those serving children must achieve permanency for children whether that be 
through reunification, adoption, or some other court-approved permanent living 

arrangement. 
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Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 

Step 10: (continued) 

• Therefore, parental chemical dependency does not alter the requirements of 
state and federal laws. Individuals must address, within existing legal 
frameworks, recommendations for improved services to chemically involved 
children and families. 

 

Principle #4: Families are important to the development of children. All children need a 
sense of belonging. The biological family, within a community that supports a positive 
cultural and ethnic identity, usually best promotes this sense of belonging. This principle 

is no less true in the case of children of chemically dependent families. 
 

• Therefore, in planning for the child, child welfare professionals must consider the 
complex needs of the chemically dependent family. Family involvement is 
essential. Child welfare professionals must support family involvement, beginning 
with the delivery of preventive services, through treatment and intervention, 

permanency planning, and final implementation of the permanency plan. 
 

Principle #5: All parents coming to the attention of the child welfare system must receive 

services and supports to prevent their unnecessary separation from their children. 
When necessary, parents must also receive services that support ongoing safe and 
healthy relationships with their children and facilitate family reunification. 

 

• Therefore, efforts to support children within their chemically dependent families 
must attempt to address chemical dependency in the family while meeting the 
developmental and safety needs of the children. Specific services and activities 
to strengthen and support families will vary with the individual circumstances of 

the child and family. 
 
Principle #6: Many families have multiple problems that require coordinated services 
and effective case management. 

 

• Therefore, child welfare services for chemically involved families should be 
comprehensive, community-based, culturally/ethnically competent, and 
coordinated through an active case manager who provides linkage with a range 
of alcohol and drug prevention, treatment, and post-permanency services. 

 
Principle #7: Effective delivery of services to all children and families is dependent on a 
well-trained and well-compensated workforce and adequate funding to support an array 

of services and cross-system approaches. 
 
 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 
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Step 10: (continued) 

• Therefore, quality services for children and families who are chemically involved 
must be delivered by staff, caregivers, and/or volunteers who are: representative 

of the clients served, trained in alcohol and other drug issues as they affect 
families, able to deliver culturally-competent services, and professionally 
supported to manage their assigned cases. 

 
Principle #8: Child welfare professionals must base child welfare services on a respect 
for and sensitivity to the racial, cultural, and ethnic diversity represented in our society. 

Furthermore, child welfare agencies must identify and help to remedy economic 
conditions that place the well-being of children and families at risk. 
 

• Therefore, child welfare agencies must examine and address racial, cultural, and 
economic barriers in their policies and/or practices that have a negative impact 
on people of color or low-income families. Child welfare professionals must be 

aware of racial, cultural, and ethnic strengths and traditions upon which they 
might draw as resources to promote recovery and prevent relapse. 

 

The trainer reveals to participants that they will again look at the NIDA treatment 
principles in conjunction with the child welfare principles and look for similarities 
between the two upon which to build common ground. 

 
Step 11: 
Comparing Child Welfare and Drug and Alcohol Treatment Principles 

 
The trainer asks participants to reference Handout #18 (Principles of Effective Drug 
and Alcohol Treatment) and compare NIDA’s treatment principles to the child welfare 

principles on Handout #6 (Guiding Principles for Child Welfare). The trainer relates 
to participants that similarities do exist between the focus of the Child Welfare system, 
whom it serves, and how, compared to that of the Drug and Alcohol System (D&A 

System), whom it serves, and how. The trainer asks participants to look at the 
Treatment principles and the child welfare principles and look for similarities between 
the two. 

 
The trainer asks participants, as a large group, to offer a few of the similarities they see 
between the drug and alcohol systems and the child welfare system. 

 
The trainer, as necessary, will ensure to reveal to participants the specific similarities 
between the NIDA and child welfare principles seen below that participants might not 

address during their discussion: 
 
 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 
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Step 11 (continued): 

• Child Welfare Principle #1: 
o First bullet point and NIDA principle 1 are similar with concern to 

responding to unique needs 

o Second bullet point and NIDA principles 2 and 3 are similar with concern 
to responding to the needs of all clients immediately and doing so in such 
a way that addresses the multiple needs of the individual 

 

• Child Welfare Principle #2: 
o Similar to NIDA principle 1 with concern to uniqueness of each client and 

unique client needs 
 

• Child Welfare Principle #4: 
o Similar to NIDA principles 3 and 4 in that 3 offers that treatment must 

address social needs and 4 discusses the need for family therapy 

o NIDA Principle 4 discusses the need for social services (a collaborative 
effort) 

o Similar to NIDA principle 4 in that it offers the idea of offering family 

therapy and NIDA principle 6 in that it offers the idea that one must treat 
the client (this thought coincides with the goal of ensuring the safety and 
stability of the client, in doing so, a caseworker ensures a better 

opportunity to reunify the child with a safer and more stable parent) 
 

• Child Welfare Principle #5: 
o NIDA principles 1-13 coincide with this principle in that the principles of 

treatment at all levels offer a person facing substance abuse concerns the 

opportunity for a more stable life. Once again, when one assists a client 
abusing substances, and when that individual abusing the substances 
takes advantage of the assistance, family members tend to benefit at 

many levels. (Despite this idea, many conflicts might come about, for 
example ASFA timeline conflicts considering many possible relapses and 
child permanency – or lack of child permanency due to the parent being in 

treatment). 
 

• Child Welfare Principle #6: 
o NIDA principles 1 and 3 in that NIDA principle 1 notes that one should 

offer services that match the needs of the client and NIDA principle 3 
offers a holistic approach to offering treatment to individuals with 

substance abuse concerns 
 
 

 

Section II: Substance Concern-Related Fundamental Concepts 
(continued) 

 
Step 11: (continued) 
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• Child Welfare Principle #8: 
o NIDA principles 1 and 3 in that NIDA principle 1 notes that one should 

offer services that match the needs of the client and NIDA principle 3 
offers a holistic approach to offering treatment to individuals with 

substance abuse concerns 
 

The trainer asks volunteers from the larger group to offer one comment on how they 
might see strengths arising from the similarities in the D&A and child welfare systems. 
 

The similarities between the two systems serve as a starting point to recognizing 

strengths in both systems because of the similarities. Individuals in both systems must 
ensure that they value their relationship with the partner system as well as those 
professionals within either system as both parties offer expertise in their related fields 

upon which individuals in both systems might draw. 
 

Individuals in either the D&A system or the child welfare system should view the 
similarities as common ground upon which to build a very valuable and collaborative 

relationship in ensuring their respective client’s well-being – whether that client be child 
or adult. Child welfare professionals might not reunify a child with a parent not receiving 
appropriate treatment through the D&A system. Alternatively, D&A professionals might 

not be willing to let parents that abuse substances, possibly stemming from parental 
abuse by a child, see the child, should that child not receive appropriate counseling 
stemming from the child welfare and mental health systems. Cross-systems ties 

abound; and, collaboration between family-serving systems remains essential. Only by 
seeing common ground and building relationships can we all help the clients on whom 
we focus and individuals important to our clients. 

 
Being aware of substance abuse statistics, how one might get substances into one’s 
body, and the effects of substance use on a caregiver, directly correlates to whether we 

decide to reunify a caregiver facing substance use concerns and their child. After all, if 
we see signs of caregiver substance use or notice the caregiver under the effects of 
substances when the permanency plan directly notes that, because of treatment 

stipulations, the caregiver cannot use substances; we might seriously have to consider 
not reunifying the caregiver and child. We looked at the child welfare principles as those 
principles assist in shaping the way we think about substance dependency and the 

assumptions we make about individuals who use, abuse, or become dependent on 
alcohol or other drugs. It is critical for caregivers and other service providers to examine 
how the child welfare systems’ principles might affect the delivery of services to clients 

especially when those clients receive services in other systems. It is equally critical for 
those in the child welfare system to review the principles of their partner systems to 
better understand the partners with which they must work to better the lives of the child 

welfare client and the individuals that influence the life of our client. 
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Section III: Drug and Alcohol Impact on Children and the Family 
 

Estimated Length of Time: 
1 hour, 50 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Articulate the significance of Maslow’s Hierarchy of Needs to children who are 

members of families that face drug and alcohol concerns, 
✓ Identify, based on a video, indicators of substance abuse, child safety/risk issues, 

and strengths of a family with substance use concerns; and, 

✓ Recognize the roles children might assume in substance abusing families. 
 
Methods: 

Individual thought/work, lecture, large group discussion, video 
 
Materials Needed: 

✓ Markers 
✓ Masking Tape 
✓ Flipchart Paper 

✓ Flipchart Stands 
✓ Prepared Flipchart “Maslow’s Hierarchy of Needs” 
✓ TV/VCR 

✓ Laptop and LCD Projector/Screen 
✓ PowerPoint Slide #11 (Characteristics of Families Affected by Substance 

Dependency/Abuse) 

✓ Handout #7 (Substance Abuse Statistic) 
✓ Handout #8 (The Impact of Substance Abuse on Children) 
✓ Handout #9 (Reflections on Reflections) 

✓ Handout #10 (Roles Children Might Assume in Substance Using/Abusing 
Families) 

✓ Handout #11 (The Effect of Substance Abuse on Children) 
✓ Video #1 (Reflections from the Heart of a Child) 
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Section III: Drug and Alcohol Impact on Children and the Family 

 

Outline of the Presentation: 

• Discuss families and chemical dependency; 

• Reveal and discuss Maslow’s Hierarchy of Needs; 

• Discuss Unsafe families; 

• View Reflections from the Heart of a Child video; and, 

• Discuss how substance abuse affects children. 
 
Step 1: 
Discussing Families and Chemical Dependency 

 
The trainer distributes Handout #7 (Substance Abuse Statistic) and asks participants 
to volunteer to read the information on the handout. The trainer asks participants to offer 

feedback on the statistics, including whether they believe the statistics to be 
representative of the agencies, whether they find the statistics untrue or true, etceteras. 
 

The trainer then reiterates that almost two out of every three substantiated reports to 
Children and Youth involve substance abuse. This statistic reflects the concept that 
current substance use trends indicate that substance use/abuse problems are 

increasingly a factor in families whom the child welfare system serves.  
 
The trainer distributes to participants, Handout #8 (The Impact of Substance Abuse 

on Children) and relates that the National Adoption Information Clearinghouse in 
conjunction with the National Clearinghouse on Child Abuse and Neglect Information 
revealed the following information in their article Substance Abuse and Maltreatment. 

The trainer asks different volunteers to read one of the bullet points on the impact 
handout. The trainer thanks volunteers for reading the information and facilitates a brief 
discussion on the thoughts that such information invokes within them. The trainer then 

asks participants, if they wish to do so, to offer comments on the information. If no 
participants choose to comment on the information, the trainer thanks participants again 
and continues. 

 
Chemical dependency can permeate all aspects of family life, and can profoundly affect 
the physical, emotional, and developmental status of children. Chemical dependency 

can – and does – harm children in any number of ways. Some of the ways in which 
substance abuse might harm children include: 
 

• through the prenatal exposure of an infant to alcohol or other drugs 

• through the creation of a postnatal environment that fails to meet the pressing 
development needs of infants, toddlers, and preschoolers 

• through children’s passive exposure to illicit drugs used in their homes 

• through educational needs, for example, financial, how to save and work with 
money 
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Step 1: (continued) 

• through active harm caused by violence, sexual assault, neglect, or 
abandonment 

• through genetic and environmental factors that may place children and 
adolescents at risk of developing chemical dependency problems of their own 

 

In a chemically involved family, neither parents nor their children are likely to have their 
needs met, so attachment and trust may suffer. Children of all ages require secure 
attachments to loving parents or other caregivers that are consistent and responsive to 

their needs. When parents chemically involve themselves, their children are likely to 
suffer long-term problems, including school failure, withdrawal, inattentiveness, and 
behavior problems – issues we saw in previous parts of the day. If alcohol and drug 

issues in the family go unaddressed, children might continue to have problems in their 
relationships with peers and adults. These unaddressed issues might also manifest 
themselves psychosocially and/or cause them to face their own substance abuse 

concerns in the future. 
 
In order to understand the impact of substance abuse on the child, it is extremely 

important for those involved in providing services to the chemically dependent family 
member to comprehend the family dynamics involved. When the Child Welfare 
Professional understands the family dynamic, the professional then has the ability to 

better delve into the effects of the dependency on each family member. 
 
As a large group, the trainer asks participants to brainstorm the functions of a family. 

The trainer records participant responses, be sure to include the following: 
 

• Nurturance 

• Support 

• Education 

• Role and behavior modeling 

• Transmission of cultural and ethical values and beliefs 

• Protection 

• Procreation 

• Means of survival 
 
These are only a few of the reasons why, whenever possible, we need to seek 

reunification. 
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Step 2: 

Maslow’s Hierarchy 
 
The trainer asks participants whether they heard of Abraham Maslow. If participants 

raise hands, the trainer asks volunteers for what Abraham Maslow is most famous – this 
being among other topics, Maslow’s Hierarchy of Needs. If no one raises their hand, the 
trainer asks participants whether they heard of Maslow’s Hierarchy of Needs.  
 

Maslow’s hierarchy is not the only theory available that addresses the needs of people. 

For example, there exists: 
 

Sigmund Freud (id, superego, and ego), 
 

Carl Jung (ego, personal unconscious, 

and collective unconscious) 
 

Erik Erikson (epigenetic principle that 

says that we develop through a 
predetermined unfolding of our 
personalities in stages: infant, toddler, 

preschooler, and so on); and, 
 
B. F. Skinner (operant conditioning) 

 
However, Maslow’s Hierarchy applies very well to the notion of families both safe and 
unsafe as the hierarchy provides us with a visual means of priority on the needs of 

human beings. 
 

The trainer, on a flipchart titled, Maslow’s Hierarchy of Needs, draws a triangle similar to 
the one below. Many offer the needs identified by Maslow in pyramid shape, with the 
base needs starting from the bottom and working up to the higher-level needs. 
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Step 2: (continued) 
The trainer then asks participants what the five needs are, according to Maslow. As 

participants reveal the needs, the trainer fills in the needs in the following manner. 
 

 
 

The trainer, after capturing all the five needs on the chart, facilitates, based on the 

information below, a discussion on what the needs are and how substance use in the 
family might impact caregivers meeting the needs of the child. It is possible for 
individuals to have the ability to be in different areas of the hierarchy at the same time 

with respect to the different situations one faces in life, as we will see in a moment. 
 

Physiological Needs 
These are biological needs for oxygen, food, water, and a relatively constant body 

temperature and are the strongest needs. If one deprives an individual of all needs, the 
physiological ones would come first in the person's search for satisfaction. An individual 
with narcotic addictions might seek to curb their craving for the drug before having the 

ability to attempt to satisfy their child’s needs, as the pain of such addiction would not 
allow the individual to satisfy the needs of the child. The individual might attempt to 
satisfy their need for the drug without thoughts of safety – their’s or anyone else’s. 
 

Safety Needs 
When individuals satisfy all physiological needs and are no longer control that 

individual’s thoughts and behaviors, the needs for security might activate. Adults have 
little awareness of their security needs except in times of emergency or periods of 
disorganization in the social structure (such as widespread rioting).  

Physiological Needs 

Safety Needs 

Love, Affection, Belonging 

Esteem 

Self-Actualization 
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Step 2: (continued) 

Children often display the signs of insecurity and the need to be safe. Once the 
individual with the narcotic addiction satisfies, their physical craving for the drug, the 
individual might have the ability to focus on their safety and the safety of those for whom 

the individual cares. 
 
Needs of Love, Affection, and Belongingness 

When individuals satisfy the needs for safety and for physiological well-being, the next 
class of needs for love, affection, and belongingness might emerge. Maslow relates that 
giving and receiving of love and affection, as well as, the sense of belonging might allow 

people to overcome loneliness and alienation. Once the individual with the narcotic 
addiction satisfies, their safety needs, the individual might have the ability to focus on 
their needs of love, affection, and belonging from and for those whom the individual 

cares. As one might already have the feelings of love, affection, and belonging in place 
before, during, and/or after addiction begins, it is possible to have these needs met 
without having the other more basic needs met. How ready one is to receive these 

needs might be different. 
 
Needs for Esteem 

When individuals find the first three need classes satisfied, the need for esteem can 
become dominant. These involve needs for both self-esteem and for the esteem a 
person gets from others. Humans have a need for a stable, firmly-based, high level of 

self-respect, and respect from others. When individuals satisfy these needs, the person 
might feel self-confident and valuable as a person. Alternatively, when individuals do not 
meet these, a person might feel frustrated, weak, helpless, and worthless. A person can 

achieve a sense of self-worth in numerous ways. Empowerment in decisions of how to 
work with an individual’s child who the agency might have had to remove from the home 
because of substance use/abuse, could offer the caregiver a sense of self-worth. Such 

a sense will prove important to whether a individual in recovery and/or treatment could 
prove invaluable. 
 

Needs for Self-Actualization 
When all of the foregoing needs are satisfied, only then might an individual begin to 
achieve self-actualization. Maslow describes self-actualization as a person's need to be 

and do that which the person was "born to do." "A musician must make music, an artist 
must paint, and a poet must write." A person might feel as if they lack something, feel 
restless, or frustrated due to not being able to do what they were “born to do.”  If a 

person is hungry, unsafe, not loved or accepted, or lacking self-esteem, the Child 
Welfare Professional, in conjunction with the family may readily know what the person 
needs. This is not always the case if a person feels the need for self-actualization. 
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Step 2: (continued) 

The trainer asks participants whether they saw children on their caseloads fail to thrive 
based on a caretaker substance use/abuse and failing to meet the individuals, and as 
result, the child’s needs, as shown on Maslow’s Hierarchy. The trainer allows 

participants time to share. 
 
The trainer displays PowerPoint Slide #11 (Characteristics of Families Affected by 

Substance Dependency/Abuse). As noted on the slide, failure for family members to 
achieve Maslow’s needs, many times, result in an anxious family environment that leads 
to inconsistent parenting, where familial roles become unpredictable, which present rigid 

external boundaries. These boundaries become inadequate for the person, then 
allowing secrets and shame to develop into role reversals, which result in victim blaming 
and/or scapegoating. 

 
The trainer asks participants to reveal examples of how the characteristics on the 
PowerPoint might reveal themselves based on individuals not meeting the Maslow 

needs. (ex: lack of food, clothing, money creating an anxious family environment) and 
what the resulting effects are on child safety, permanency, and well-being. 
 

Based on the Hierarchy, and the information, it is apparent how children can fail to 
thrive in arenas where caregivers abuse substances and focus primarily on getting their 
own substance use/abuse needs met. 

 
Step 3: 
Discussing Unsafe Families 

 
As shown by statistics, and as participants probably see in their caseloads, children of 
parents who involve themselves with alcohol or other drugs are also at risk of physical 

abuse and varying degrees of neglect. A substance-dependent parent may behave in 
ways that jeopardize a child’s healthy development. A substance-dependent parent may 
often divert money, time, and emotional investment from the needs of the child to the 

demands of the addiction. The trainer asks participants what other responsibilities, 
related to parenting/care giving, an individual under that uses/abuses substances might 
neglect to perform and writes them on a flipchart. Answers might include: 

 

• Providing attention 

• Providing guidance 

• Providing consistent discipline 
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Step 3: (continued) 
 

In addition, daily activities have little pattern – the parent might even compromise the 

child’s basic needs for safety as the influence of drugs or alcohol might impair or distort 
a parent’s thoughts and perceptions, in such a way that the influence affects memory, 
attention, and perception. 
 

When we seek to alleviate such situations, in trying to reunify a child with a parent 

facing substance abuse concerns, or in ultimately having to place a child in another 
permanent location because of a caregiver’s inability to keep in check their substance 
abuse issues, it becomes important for us to see the potential impact a caregiver’s 

substance use/abuse has on a child. 
 

Step 4: 
Video Case Study: Reflections from the Heart of a Child 
 

The roughly thirty-minute video participants will see, titled, Video #1 (Reflections from 
the Heart of a Child), vividly illustrates how parental substance abuse concerns might 
affect children. The video highlights what this means for Child Welfare Professionals 

and other practitioners. 
 

Trainer Note: Reflections from the Heart of a Child is a very real and vivid portrayal of 
one family’s struggle with substance abuse. The video might generate strong emotions 
within participants, particularly those that grew in situations in which substance abuse 
issues were present or are currently present. You should advise participants of what to 

expect, and be attentive to the emotions within the room as participants watch the 

video. 
 

The trainer distributes Handout #9 (Reflections on Reflections) and informs 
participants that they should take notes as they review the film to identify: 
 

• the family indicators of substance abuse present; 

• the safety/risk factors present; and, 

• some of the strengths/support factors the family has to possibly help the family 
through their circumstances. 

 

The trainer plays the Video #1 (Reflections from the Heart of a Child), which takes 
roughly 32 minutes. 
 

After turning off the video, the trainer asks participants to take out a blank piece of 

paper and spend the next three minutes recording what they feel or think at this 
moment. After three minutes pass, the trainer asks if anyone would be willing to share 
what he or she wrote. 
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Step 4: (continued) 

 

Trainer Note: It is important that you acknowledge and tend to the feelings and 
emotions participants share. It might prove helpful to conclude this sharing by offering 
your own feelings or thoughts about the video. Thank participants for their honesty and 

willingness to share. 

 

The trainer, with the large group, reviews Handout #9 (Reflections on Reflections) 
with participants and ties this information back to paraphernalia, as well as physical, 
psychological, work/educational, and social indicators discussed earlier. 

 
The trainer discusses the following points: 
 

Indicators of Morgan Family Substance Abuse Problems: 
 

• Open containers of alcohol 

• Loose pills lying around on the coffee table 

• Financial problems within the family (borrowing money from Emma, arguments 
between parents over money)  

• Father’s “unaccounted for” time away from the family and general withdrawal 
from the family 

• Father quitting his job 

• Father’s secretive phone conversations and meetings 

• Father’s irritability, mood swings, paranoia, over-reaction to criticism 

• Father’s violence toward the family when he’s using 

• Father’s forgetfulness 

• Disheveled household 
 
Morgan Family Child Safety/Risk Issues: 
 

• Leaving alcohol and other drugs exposed in the home (on tables, the floor, etc.) 

• The father taking the children with him on his drug deals 

• Physical violence of the father 

• Emotional unavailability of parents to the children 

• Mother’s initial denial that anything was wrong inadvertently leading to her not 
seeking help in alleviating risk 
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Step 4: (continued) 

Strengths of Family: 
 

• Ryan: 
o Yearning for mom to reveal familial concerns 
o Protecting mother 

• Emma: 
o Assisting with chores 
o Taking part in school functions (pancake breakfast) 

• Molly: 
o Ability to show love 

o Strong child, not needy 
o Well-mannered, friendly to others 
o Could express herself through art 

• Mom: 
o The mother being employed 

o The mother having no serious substance abuse concerns herself 
o Mother’s willingness to acknowledge their need for help 
o Ability to keep the family together while father was gone for weeks 

o Mother not seeking other male companions 

• Other: 
o School system offering support 

o Relative caring relationship between mom and kids 
o School/community supports (Peer Group) 

 

The trainer asks participants, at what point during the video they would, as child welfare 
professionals, involve themselves with the family. 
 

Trainer Note: The answers to this question could be interesting considering the fact 
that the school, in the video, appeared to contact only the police for Ryan’s possession 
of marijuana on school grounds because of school policy. The school then offered 
counseling to Ryan. The school might not have contacted CYS. In addition, if the school 

contacted CYS, the agency still might not have had a reason to involve itself depending 
upon whether Ryan and his family already have an open case. CYS could open a GPS 
case and simply offer a list of resources for Ryan and his family. Such CYS decisions 

regarding involvement in this situation might depend on agency policy. 

 

The trainer asks participants for their own case examples or experiences where they 
saw or see similar impacts on clients and other families in which substance use/abuse 
concerns play a part (especially with regard to reunification or placement).  
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Step 5: 

Children of Substance Abusers 
 
Many substance-dependent parents are themselves Adult Children of Addicts (ACOAs). 

These parents lived through the same experiences through which their children now go. 
The parent might have had few opportunities to see how healthy families can organize 
themselves. Even when ACOAs do not drink or take drugs, their early experiences 

growing up in a family organized around addiction might influence their parenting style. 
Whether substance-dependent, using substances, or sober, these parents might need 
help both in resolving early painful experiences and in becoming more effective 

caregivers. 
 
Children growing up together in homes where substance dependency exists do not 

always have the same experiences. Often, older siblings will shield younger children 
from the effects of parental dysfunction. Interestingly, children from the same family may 
have very different perspectives about their home life. Many children will deal with the 

situation in different ways. One child might become the family humorist or clown as a 
way of breaking tension while other children might simply withdraw. Many times, 
children in the homes of those who use/abuse substances will assume certain roles. 

The trainer distributes Handout #10 (Roles Children Might Assume in Substance 
Using/Abusing Families).  
 

The trainer asks four volunteers to read one of the roles and associated characteristics 
on the Roles handout. The trainer then asks participants, regarding the video 
Reflections from the Heart of a Child, what are the roles each of the children play in 

their family. 
 

• Emma: The placater/hero 

• Ryan: The scapegoat 

• Molly: The lost child 
 
No absolutes exist about children from addicted homes, as some thrive and some 

wither. Adult intervention and support might greatly increase the likelihood that the 
damage will be minimal to children growing in a home where parents abuse substances. 
 

The trainer distributes Handout #11 (The Effect of Substance Abuse on Children) 
and relates that although great variety exists in the experiences of children of substance 
abusers (COSAs), there exist some common characteristics. The trainer briefly covers 

each point on The Effect handout. 
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Step 5: (continued) 

The trainer asks whether participants see this type of behavior in children on their 
caseloads where they know substance use/abuse plays a part. The trainer then asks 
participants whether they have any questions or comments concerning on the 

information they just heard. 
 
Chemical dependency in an individual affects the entire family. Chemical dependency in 

the parent impairs parenting behaviors; and, chemical dependency in a family places 
children at risk of harm. The chemically-dependent person’s behavior, self-concept, and 
relationships become predominantly organized around the use of the chemical while, at 

the same time, family members organize their lives, decision-making, perceptions, 
beliefs, and values around the chemically-dependent person and the addiction. 
 

Alcohol and other drugs thus become the central organizing factor for both the individual 
and the family. This scenario, in most cases, cannot lead to a safe and permanent 
environment that ensures the well-being of a child. 

 
All children should feel safe and secure with their families and within the confines of 
their homes. When chemical dependency threatens the child’s security, child welfare 

professionals in conjunction with other related systems, must provide intervention to the 
child and family to restore stability and promote optimal development and healthy family 
functioning. Providing this intervention hopefully ensures a successful reunification with 

the child’s caregiver(s). However, if the intervention fails, child welfare professionals 
must look at other means of permanency, keeping in mind that child welfare 
professionals, by use of a concurrent plan, should have an alternate plan ready to 

implement. 
 
At this critical juncture, when child welfare agencies become involved with families 

where substance abuse concerns appear, family engagement and cross-system 
collaboration prove critical in attempting to ensure reunification when possible, or other 
means of permanency, when necessary. We will now look at cross-systems 

collaboration and family engagement with concern to reunification and/or alternate 
means of permanency. 
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Section IV: Cross-Systems Collaboration 
 

Learning Objectives: 
Participants will be able to: 
✓ Identify the barriers faced in working in a cross-systems fashion between the child 

welfare and drug and alcohol systems and the effects those barriers might have on 
clients with whom participants work 

✓ Identify the major laws that govern the drug and alcohol system 

✓ Recognize what information individuals in the drug and alcohol system can and 
cannot release to child welfare professionals 

✓ Identify some of the promising practices now used to facilitate cross-systems 

collaboration 
 
Estimated Length of Time: 

55 minutes 
 
Methods: 

Trainer lecture, small group discussion, large group discussion 
 
Materials Needed: 

✓ Markers 
✓ Masking Tape 
✓ Flipchart Stands 

✓ Flipchart Paper 
✓ Handout #12 (Drug and Alcohol System Significant Laws that Affect Child 

Welfare) 

✓ Handout #13 (Information D&A Professionals can Release to CYS) 
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Outline of the Presentation: 

• Identify the barriers to working with cross-systems with drug and alcohol 

• Identify significant drug and alcohol law that affects child welfare 

• Identify the information that drug and alcohol professionals, under normal 
circumstances, cannot offer to child welfare professionals 

• Identify the information that drug and alcohol professionals, under normal and in 
special circumstances, can offer to child welfare professionals 

• Discuss promising practices in child welfare and drug and alcohol cross-systems 
collaboration 

 

Step 1: 
Identifying the Barriers to Working Cross-Systems with Drug and Alcohol 
 

During an earlier part of the morning participants looked at the similarities between the 
D&A and child welfare systems. Through the comparisons of the principles that guide 
the child welfare system and those that guide the D&A system, we concluded that the 

two systems actually had a great deal in common, establishing common ground upon 
which to build a collaborative relationship. Even though many similarities exist between 
the two systems, similarities that offer grounds upon which to break down barriers, we 

must also address the seemingly unbreakable barriers we come across when working 
with cross-system drug and alcohol professionals when working in our system. 
 

The trainer distributes blank flipchart paper to each table and asks participants to 
identify some of the barriers they face working with cross-systems (specifically with 
regard to Drug and Alcohol and Children and Youth). Groups should list their answers 

on the flipchart paper. The trainer notes that participants have five minutes for 
discussion. 
 

Trainer Note: The trainer should assist participants in identifying barriers by offering 
steering questions. During this activity, you will have to use your child welfare and/or 

D&A expertise in assisting participants to identify barriers. The key barrier this 

curriculum seeks to address is the issue of client confidentiality in the D&A system. 

 
After the five minutes, the trainer calls the groups together and asks one group’s 
reporter to report barriers discussed. The trainer continues this process until all groups 

have had a chance to report. 
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Section IV: Cross-Systems Collaboration (continued) 
 

Step 1: (continued) 

• A high cost of serving [substance abusing] families 

• Inadequate treatment resources to meet existing needs 

• Lack of training for child welfare workers on substance abuse issues 

• Conflicts in the time required for sufficient progress in substance abuse recovery 
to develop adequate parenting potential, legislative requirements regarding child 

permanency, and the developmental needs of children. [Such legislation 
reportedly includes the Juvenile Act’s timeline mandating that permanency 
decisions be made for children in foster care within 6 months of being placed in 

foster care (or when a child has been in placement for 15 out of 22 months)]. 
Such timelines conflict with caregiver relapses in the lengthy treatment process. 

 

The National Center on Addiction and Substance Abuse at Columbia University, in their 

January 1999 article No Safe Haven: Children of Substance-Abusing Parents identified 
six barriers to working with substance abusing parents including: 
 

• Lack of effective screening and assessment practices 

• Lack of timely access to appropriate substance abuse treatment and related 
services (related to the NCCANI Inadequate treatment services… and somewhat 

related to, but not to be confused with the NCCANI barrier regarding Conflicts in 
time for sufficient progress…) 

• Lack of strategies to motivate addicted parents 

• Lack of criteria or knowledge to inform decisions on when to return children to 
their families (somewhat related to the NCCANI Lack of training…issue) 

• Few efforts to prevent or prepare for relapse (similar to NCCANI Inadequate 
treatment resources…) 

• The difficulty of determining when individuals made “reasonable efforts” for 
substance-abusing parents and if reunification is not possible, what permanency 

goal the caseworker should make for the child 
 

The trainer asks what these boundaries specifically look like in their counties and some 
of the means they used to get around those barriers. 
 

One other barrier that many child welfare professionals note as a major barrier to 

working with cross-systems, in the various Child Welfare Resource Center-related Drug 
and Alcohol trainings, is confidentiality. The National Conference on State Legislatures 
(NCSL) echoes this sentiment in their article Linking Child Welfare and Substance 

Abuse, Treatment: A Guide for Legislators, by stating that: 
 

“stringent federal confidentiality rules governing the release of information 

about people in drug and alcohol treatment may hinder a child welfare 
agency's attempts to assess a client's treatment progress and readiness 
to resume custody of a child.” 
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Step 1: (continued) 
All of the identified barriers can lead to frustration when they serve as an obstacle to a 

child welfare professional attempting to ensure the safety, permanency, and well-being 
of the children they serve.  
 

As the class just revealed, numerous barriers exist when working in a collaborative 
partnership, some of which we can overcome, and some we cannot for different 
reasons. The important piece is to acknowledge the existence of the barriers and 

attempt to find ways to work around them.  
 
The best way to work around the barriers is to form collaborative partnerships, such as 

those formed by the Systems of Care initiative, with the individuals in the systems from 
which the barriers arise. In forming these collaborative partnerships, the individuals in 
both systems must make the leap to begin to know one another as well as the systems 

in which those partners work. One way to know a partner system is to look at the law of 
the partner system to discover the mandated boundaries individuals working in that 
system face. Professionals do this in order to begin to understand what the partners in 

that system legally can and cannot do for fear of penalties. 
 
Step 2: 

Identifying Significant Drug and Alcohol Law that Affects the Child Welfare 
System 
 

Just as the child welfare system has its own laws that drive its responsibilities to the 
children and families whom our System’s professionals serve; the drug and alcohol 
system also has its own laws. These laws, including 42 CFR Part 2, the Health 

Insurance Portability and Accountability Act of 1996 (HIPAA), the Privacy Rule, and 
state and local laws and regulations stipulate the conditions for drug and alcohol 
treatment, client confidentiality, and the penalties for breaking that confidentiality. 

 
The trainer distributes Handout #12 (Drug and Alcohol System Significant Laws 
that Affect Child Welfare). 

 
The laws that appear on the handout guide and the drug and alcohol system impact the 
child welfare system in some manner. It remains important for both systems at least to 

know some of the laws that guide the other system in order to educate themselves 
better on how to work in and/or with the partner system. The trainer asks participants 
individually to read the information on the handout. 
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Section IV: Cross-Systems Collaboration (continued) 
 
Step 3: 
Identifying the Information Drug and Alcohol Professionals Cannot Release to 

Professionals in the Child Welfare System 
 
After participants finish reading the handout, the trainer relates that, as discussed earlier 

in the boundaries, we saw, in working with clients involved in the drug and alcohol 
system that, among others, the issue of client confidentiality is an identified barrier. 
Information about individuals applying for or receiving substance abuse prevention, 

screening, assessment, or treatment services is subject to Federal statute and 
regulations that guarantee confidentiality. 
 

State laws also protect information about individuals’ health or mental health status or 
treatment, as well as information about certain diseases, and might restrict disclosure of 
information about substance abuse. The Federal Law, however, is generally more 

restrictive than State laws; and, the Federal law preempts less restrictive State laws, but 
does not preclude enforcement of State law that is more restrictive. In order to ensure 
almost absolute client confidentiality, the Federal law titled the Health Insurance 

Portability and Accountability Act of 1996 (HIPAA) clarifies further that the stricter of two 
laws (between state and federal) will apply in all instances. 
 

The basic concept to remember is that, by Federal Law, treatment information is 
confidential. Most individuals working in the D&A system do not withhold information to 
make more difficult the lives of other systems involved with that client. It is Federal law 

that forbids treatment personnel to reveal even the names of persons enrolled in 
treatment; therefore, unless the client signed a Release of Information form, treatment 
personnel cannot even tell you whether the individual is involved in a counseling 

situation. Therefore, if a worker plans to refer someone to treatment, that worker should 
have the respective client sign a release before the individual goes into treatment. 
 

Just as we, by Federal and as a result, State law, cannot release the names of those 
involved in abuse or neglect reports, D&A Professionals cannot release the names of 
those in treatment, except under very specific circumstances. 
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Section IV: Cross-Systems Collaboration (continued) 
 
Step 4: 
Identifying the Information Drug and Alcohol Professionals can Release to 

Professionals in the Child Welfare System 
 
Knowing what information professionals in other systems cannot release is extremely 

important to gaining insight into some of the barriers faced by those well-meaning 
individuals trying to obtain the confidential information. As previously related, child 
welfare professionals can take simple steps in making the lives of those in both systems 

easier, such as ensuring that a client, before going into treatment, signs a Release of 
Information form.  
 

The trainer then asks the rhetorical questions, “But, what if you forget to have the client 
sign Release of Information form. What do you do then?” The trainer lectures that it then 
becomes very important for you to know what information D&A professionals can 

release such as the general information as well as some of the special situations in 
which they can release information that is Federal-mandated as confidential. 
 

The trainer distributes Handout #13 (Information D&A Professionals can Release to 
CYS) and covers the following points in the handout: 
 

a “covered entity,” is: 
 

defined by 45 CFR §160.103 (relating to definitions) as a health plan, a health care 

clearinghouse, and a healthcare provider who transmits any health information in 
electronic form in connection with a transaction covered by 45 CFR § 160.103, 

 

can release to CYS. In most instances the “covered entity,” in this case individuals 
offering substance abuse treatment, will look to 42 CFR Part 2 and State law in 
ensuring that an individual receiving treatment, whenever possible, signs a release form 

or that individual’s information remains confidential and can not be released except for 
the information specified in the Everyday Situations portion. 
 

The trainer asks volunteers to read aloud the bullet points in the Everyday Situations 
portion of the handout. 
 

The trainer asks participants what their experiences are in their counties in obtaining 
this “everyday information.” Have participants discuss problems they have faced and 
what did they do to work around those problems? The trainer lists responses on a 

flipchart. 
 
There exist special circumstances under which a covered entity, such as a D&A 

treatment facility, can offer D&A-client confidential information to Child Welfare 
Professionals as covered in 45 CFR Parts 160 through 164. In summary, those special 
circumstances, which participants have in full in the handout, include: 
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• A court ordering the treatment provider to reveal specified information as the 
disclosure complies with law and is limited to the relevant requirements of the law 

• If the individual receiving treatment agrees to the disclosure 

• The treatment provider, using professional judgment, believes that disclosure is 
necessary to prevent serious harm to the individual or other potential victims 

• If the individual is incapacitated and, as a result, cannot agree to the disclosure 
(as long as no one plans to use the information against the client; and, the 

immediate enforcement activity would be hindered by waiting for the individual to 
have the capacity to agree to disclosure of the information) 

 

The trainer asks participants what their experiences are in their counties in obtaining 
information under these “special circumstances.” Have participants ever utilized such 
circumstances with any of their cases in which substance concerns played a part? The 

trainer lists participant responses on a flipchart. 
 

Act 126 of 1998 removed the state law restrictions in the Juvenile Act requiring 
compliance only with federal confidentiality provisions. The last page of the handout 
reveals the important effects of Act 128 as those effects relate to child welfare 

professionals working with drug and alcohol professionals. 
 

Step 5: 
Identifying Promising Practices in Cross-Systems Collaboration 
 

Another important concept to keep in mind is that every client facing substance 
use/abuse issues in treatment will have a treatment plan. The treatment plan is the 
therapist’s blueprint for treatment. In addition, if in residential treatment, each client will 

have a post-permanency plan as well. All therapists must write a discharge summary 
descriptive of the client’s course of treatment, which is important to know if a child 
welfare professional works with a client facing chemical dependency. 
 

Along with the discharge summary, there should appear a general report as to the 

degree of participation. With a release that specifies the information requested (not just 
“all notes” or “the complete chart”), participants might be able to get the items UNLESS 
THE THERAPIST FEELS THAT RELEASING THE INFORMATION REQUESTED 

WOULD IN SOME WAY DAMAGE THE CLIENT. If the therapist believes the 
information might damage the client in someway, and does not fall into the special 
circumstances previously revealed, the therapist will not release the information. 
 

With the barriers that individuals face in working with cross-systems, one could easily 

begin to believe that child welfare professionals can do nothing about the issue; and, 
families will just fall into a downward spiral, ultimately leading to more kids remaining in 
placement. This does not have to be the case. Many states already see the need for 

cross-systems collaboration to occur in order better to assist the families served. 
 

Many states, including Pennsylvania with its Integrated Children’s Service Plan (ICSP) 

initiative, now try to employ strategies to improve coordination and information sharing 
between systems. The trainer lectures that some of the broader initiatives noted in 
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NCSL’s Linking Child Welfare and Substance Abuse Treatment: A Guide for Legislators 
include: 

 
Step 5: (continued) 

• treatment funds that must be jointly administered by child welfare and drug 
treatment agencies 

• cross-training of child welfare workers and treatment providers 

• multidisciplinary teams to deliver services to drug-affected families 

• statewide plans and protocols for the integration of substance abuse and child 
welfare services (such as the Integrated Children’s Service Initiative) 

• court-based initiatives such as family drug courts and court-based assessment 
centers 

 

Other initiatives in Pennsylvania, in conjunction with ICSP include: 

• Systems of Care (SOC) 

• Family Group Decision Making (FGDM) 
 

Trainer Note: Trainer, feel free to acknowledge the practices participants noted that 
they used in their counties in conjunction with previously revealing their barriers. In 
addition, feel free to offer other cross-system Drug and Alcohol / Child Welfare initiatives 

of which you know in your region or discovered in your experiences. 

 
The trainer asks participants to share other initiatives and/or steps that they and/or their 
agencies have taken to work with cross-systems with child welfare and their drug and 

alcohol partners. 
 
Whether participants’ county agencies have taken steps to working in a cross-systems 

fashion with Drug and Alcohol System partners, the best way to begin to form a 
relationship that will benefit the individuals both partners serve is to get to know one 
another on a personal and professional level. Only by understanding one another might 

the systems truly have the ability to help those that the Commonwealth serves. 
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Section V: Making a Good Treatment Referral 
 

Estimated Length of Time: 
1 hour, 20 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Identify the conditions that increase or decrease chances for successful treatment 

✓ Identify the types of treatment services for alcohol and other drugs 
✓ Identify guidelines for recognizing effective treatment programs 
✓ Identify the phases of treatment 

✓ Identify the difference between a formal and informal referral 
✓ Recognize reasons for recidivism 
✓ Identify the appropriateness of a particular treatment program 

 
Methods of Presentation: 
Trainer lecture, large group discussion 

 
Materials Needed: 
✓ Markers 

✓ Masking Tape 
✓ Flipchart Paper 
✓ Flipchart Stands 

✓ Prepared Flipchart “Criteria for an Effective Treatment Program” 
✓ Laptop and LCD Projecter/Screen 
✓ PowerPoint Slide #12 (The Goals of Treatment) 

✓ PowerPoint Slide #13 (Phases of Treatment) 
✓ Handout #14 (Conditions that Increase Risk and Increase Chances for 

Unsuccessful Treatment) 

✓ Handout #15 (Conditions that Decrease Risk and Increase Chances for 
Successful Treatment) 

✓ Handout #16 (Treatment Modalities) 
✓ Handout #17 (Guidelines for Recognizing Effective Treatment Programs) 

✓ Handout #18 (Principles of Effective Drug and Alcohol Treatment) 
✓ Handout #19 (Single County Authority List) 
✓ Handout #20 (Making a Formal Referral) 
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Section V: Making a Good Treatment Referral 
 
Outline of the Presentation: 

• Discussing Identifying Conditions that Increase or Decrease Chances for 
Successful Treatment 

• Discuss and identify available substance use/abuse-related services 

• Identify the goals of treatment 

• Identify the treatment modalities 

• Discuss guidelines for effective treatment programs 

• Assess the effectiveness of a treatment program 

• Identify the phases of treatment 

• Discuss the term referral 

• Discuss how to make a referral 

• Identify reasons for recidivism 
 

Step 1: 
Discussing Identifying Conditions that Increase or Decrease Chances for 
Successful Treatment 

 
Currently, the prediction for the treatment of substance abuse success is quite vague. 
The different treatment programs report widely differing degrees of success with 

addiction to different drugs and relapse, especially concerning reported conflicts with 
ASFA timelines, as the timelines become a critical issue, concerning the barriers we 
sometimes face. Still, treatment relates just as much to the latter parts of a case when 

considering reunification and permanency as it does to the beginning stages of a case. 
Along with this notion, the importance of risk and safety factors at all stages of a case, 
when considering safety, permanency, and well-being, is equally as important an aspect 

to consider throughout the process. 
 
Substance abuse is difficult to treat because of the complexity of conditions and factors 

related to substance use. Several studies noted the high percentage of drug-abusing 
mothers whose personal histories included physical and/or sexual abuse, neglect, drug 
use, violence, multiple separations, discontinuous relationships, and other physical and 

emotional hardships.  
 
Groups posit that many use the euphoric mood and feelings of well-being that serve as 

typical effects of many drugs as an antidote to anxiety, depression, hopelessness, and 
shame; however, the etiology of drug addiction is not that simple. We must consider 
concurrently the effects of individual personality, physiological make-up, environmental 

factors, and social factors with the user’s history when considering referrals.  
 
The prognosis varies considerably for individuals that abuse substances; also, as such 

prognosis depends upon several factors. Such factors include: 
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Section V: Making a Good Treatment Referral (continued) 
 
Step 1: (continued) 

• the type of drug used 

• the scope and frequency of drug use 

• the longevity of the user’s habit 

• the degree of tolerance or dependence 

• the individual’s personal and interpersonal strengths and resources 

• the supportiveness of the user’s family and social environment 
 
Just as different factors affect prognoses, conditions also exist that can increase or 
decrease risk and decrease or increase respectively the chances for a successful 

treatment. 
 
The trainer asks participants to identify some of the conditions that increase risk and 

decrease chances for successful treatment and lists those on a flipchart. 
 
The trainer lectures that the following “strength” conditions would increase the likelihood 

of successful treatment; however, the “risk” conditions are likely to make treatment more 
difficult. The trainer distributes to participants Handout #14 (Conditions that Increase 
Risk and Increase Chances for Unsuccessful Treatment) and reviews, with the large 

group, the items on the handout. 
 
The points on the handout should affect the Child Welfare Professional’s stance on 

whether to reunify the child with their caregiver. The trainer relates that, if the parent 
cannot alleviate most of these factors, and has no other means of support, as part of an 
effective concurrent plan, the worker must consider alternative means of placement. 

 
The trainer now asks participants to identify some of the conditions that decrease risk 
and increase chances for successful treatment and lists those on a flipchart. 

 
The trainer distributes Handout #15 (Conditions that Decrease Risk and Increase 
Chances for Successful Treatment) and highlights with the larger group a few of the 

conditions that decrease risk. 
 
The trainer asks for participant feedback on both handouts, as to what or which they 

agree and what or which they might not agree and why. 
 
All families have strengths upon which we must focus. In working with families facing 

substance use/abuse concerns, keep in mind the conditions that increase risk; however, 
do not forget the conditions the family has in place that might decrease risk as well. If 
the family has the means to meet the needs of the child, as seen in Maslow’s Hierarchy, 

indeed this is a strength upon which to congratulate the family. A kind word here and 
there serves as a powerful tool. 
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Section V: Making a Good Treatment Referral (continued) 
 

Step 1: (continued) 
In addition, participants must put themselves in the client’s shoes as much as possible 
to understand a little of through what they go in trying to “kick the habit.”  
 

The trainer offers to participants that there exist many addictions some of which society 
considers less destructive than others, (ex: coffee, hard candy, chocolate, gum, tea, 
purchasing collectibles, shopping, and the like.) The trainer should feel free, if inclined 

and comfortable in doing so, to offer similar addictions that he/she faces. The trainer 
then asks participants, if they feel comfortable, by a show of hands to reveal if they have 
any such addictions. If participants wish to share, they may. If not, the trainer asks 

participants for just a moment to imagine what it would be like initially giving up those 
addictions and then giving them up for an extended period of time.  
 

Step 2: 

Discussing Available Services 
 

In referring patients to assist them with the drug and alcohol concerns they face, we 
must ensure providers offer highly specialized treatment to address those concerns. 
When substance use/abuse is a primary contributing factor to child maltreatment, we 

can expect little change in the home situation until we, in conjunction with the family, 
make reasonable efforts to deal with and resolve the substance abuse concerns. 
 

According to the National Institute on Drug Abuse (NIDA), among the different types of 

treatment programs are: 
 

• Outpatient drug-free treatment programs, which do not include medications and 
encompass a wide variety of programs for abusers who visit a clinic at regular 
intervals. Most of the programs involve individual or group counseling.  

 

• Therapeutic communities (TCs), which are highly structured programs in which 
patients stay at a residence, typically for 6 to 12 months. Patients in TCs include 
those with relatively long histories of drug dependence, involvement in serious 
criminal activities, and seriously impaired social functioning.  

 

• Short-term residential programs, often referred to as chemical dependency units, 
involve a 3- to 6-week inpatient treatment phase followed by extended outpatient 

therapy or participation in 12-step self-help groups, such as Narcotics 
Anonymous or Cocaine Anonymous.  

 

• Long-term residential programs involve a stay for detoxification, short-term (a few 
days to a few weeks), or longer-term treatment (a few months to a year or more). 
These facilities provide a structured environment, often based on the 12-step 
approach, and include drug education and different types of therapy (group, 

individual, and sometimes family or couples therapy).  
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Section V: Making a Good Treatment Referral (continued) 
 
Step 2: (continued) 

• Methadone maintenance programs for heroin addicts, which are usually more 
successful at retaining clients with opiate dependence than are therapeutic 
communities – which in turn are more successful than outpatient programs that 

provide only psychotherapy and counseling.  
 
The trainer asks participants what services they have available in their counties for 

those facing substance use/abuse concerns. The trainer offers programs with which 
he/she is familiar, and reminds participants that they are their best resources. 
 

Self-help and step programs such as Alcoholics Anonymous, report considerable 
success in helping persons with alcoholism remain sober. A similar program, Narcotics 
Anonymous, utilizes the same strategies to help drug users remain drug free; and, 

pharmacological interventions prove helpful in treating some addictions. Treatment 
providers also offer Methadone to treat opiate addiction, particularly heroin; and, 
research reveals that Disulfiram deters alcohol abuse because drinking while on 

Disulfiram causes severe headaches and protracted vomiting. Treatment providers may 
also offer antidepressants to combat the depression that often precedes drinking and 
which the use and abuse of some drugs might exacerbate. Child Welfare Professionals 

must always keep in mind, when seeking treatment, dual diagnoses with concern to 
mental health and drug and alcohol concerns.  
 

Trainer Note: In briefly mentioning dual diagnosis of mental health and drug and 
alcohol concerns, ensure that you mention to participants the Department of Human 

Services, Office of Mental Health and Substance Abuse Services (OMHSAS) and the 
Northeast Addiction Technology Transfer Center (NeATTC), Institute for Research, 
Education and Training in Addictions (IRETA), website http://www.pa-co-occurring.org/ 

that offers resources geared to dual diagnoses. 

 

In a joint effort between Drug and Alcohol and Children and Youth, drug treatment must 
also directly address parenting, if recovering individuals that use plan to allow 
individuals to reunify them with their children. Many reports exist that for many drug-

using mothers, their concern for their children’s well-being motivated them to enter drug 
treatment; and, those mothers preferred family therapy as a treatment modality aimed at 
strengthening their relationships with their children. Since many drug programs focused 

on treating male addicts, and have not incorporated improved parenting as goals of 
treatment, those programs have not always been appropriate treatment for addicted 
mothers. As a result, mothers often feel stigmatized by attending drug treatment 

programs; and, they avoid residential treatment because they do not wish to put their 
children in foster care or fear of losing custody. 
 

http://www.pa-co-occurring.org/
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Section V: Making a Good Treatment Referral (continued) 
 
Step 3: 
Revealing the Goals of Treatment 

 
At the beginning of the day, participants looked at the NIDA Principles of Substance 
Abuse Treatment. Just as individuals identified the principles that guide drug and 

alcohol treatment, goals also exist for such treatment. It is important that child welfare 
professionals have awareness of the goals as, should a caregiver who abuses 
substances not meet the goals; those goals will affect the ability of a child welfare 

professional to reunify a child with their caregiver that abuses substances. 
 

The primary goal of all accepted treatment is to promote longstanding abstinence from 
alcohol and other drugs by achieving certain sub-goals. 
 

The trainer asks participants, in the larger group, what they believe those sub-goals 
might be. The trainer then displays PowerPoint Slide #12 (The Goals of Treatment) 
and relates that these are the sub-goals of treatment. The trainer also reveals to 

participants the information in the points below and on the following page. 
 

1. Identify Chemical Dependency 
2. Help individual to identify the denial; confront that denial: 

a. Establish pattern and frequency of usage 

b. Establish harm caused as a result- physical, mental, emotional, familial, 
employment associated 

3. Teach individual about their illness 

4. Teach individual what to do about it (ex., Twelve Step and other support groups) 
5. Teach individual how to prevent relapse 

a. Identify triggers (situations, persons, places, music, etc.) that stimulate 

craving for drugs 
b. Develop relapse prevention plan 
c. Develop a “back to work” plan (to deal with work stressors, childcare, caring 

for children) 
6. Work with individual to resolve problems (Post-Acute Withdrawal Syndrome) 

a. Stress management 

b. Problem Solving 
c. Communication skills, including listening 
d. Management of emotions, especially anger 

e. ACOA issues 
f. Parenting 
g. Relationships 

 

The trainer asks participants whether they believe Mrs. Morgan, the mom from 
Reflections from the Heart of the Child, achieved any of these sub-goals of treatment on 
her own. (Circumstances forced Mrs. Morgan to acknowledge and confront her denial 

that her family faced trouble in living with a husband/father facing alcohol concerns.)  
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Step 3: (continued) 
The goals of treatment that child welfare professionals and treatment providers might 

set for parents/caretakers do not always facilitate the best-case scenario to achieve 
reunification. Whether we prescribe the treatment goals for a parent/caretaker or the 
treatment provider prescribes the goal(s), we must also consider how the ability of the 

caretaker/parent to meet those treatment goals might correlate to the caregiver’s ability 
to meet the goals we set for the child’s permanency. 
 

If the treatment provider or we set goals for the caretaker/parent that the 

caretaker/parent cannot meet, we do little to empower the parent/caretaker to achieve 
reunification with the child. The trainer asks participants to list the ways in which the 
caretaker/parent’s ability to meet the treatment goals noted might affect the permanency 

goals a worker set for the child. The trainer lists on a flipchart the ways participants 
devise. 
 

Step 4: 

Revealing the Treatment Modalities 
 

There exist three primary types of treatment, called modalities, offered to those with 
substance abuse concerns. The trainer asks participants what those modalities include. 
 

The modalities are detoxification, replacement, and drug-free approaches. The trainer 

then distributes Handout #16 (Treatment Modalities) and asks participants on an 
individual basis to review the information on the handout. 
 

Everyone working with chemically-dependent families must have an awareness of these 

modalities. The trainer asks participants to reveal ways in which we, in conjunction with 
substance abuse treatment providers, might be able to use each of these modalities to 
provide treatment to clients with whom we plan to reunify children as a permanency 

measure. The trainer allows participants roughly thirty seconds to one minute to 
comment. Options include driving the client to the treatment provider, drug-free 
counseling, and the like. The trainer then thanks participants for the comments and 

relates that accurately assessing the level, frequency, and duration of an individual’s 
substance use can help professionals match the individual with the appropriate 
treatment program. 
 

Step 5: 
Discussing Effective Treatment Programs 
 

The trainer reveals to participants the Criteria for an Effective Treatment Program 
flipchart and asks participants, “Based on your experience with or knowledge of any 

variety of treatment approaches, which approaches (or combination of approaches) do 
you consider to be most effective?” and “Why?” The trainer records on the flipchart the 
reasons people offer as their criteria for effectiveness. 
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Section V: Making a Good Treatment Referral (continued) 
 
Step 5: (continued) 
Given the variety of treatment approaches available, research appears to reveal that no 

single treatment modality is clearly superior to another for all people with substance 
abuse concerns. Actually, after 15 years of studies on alcohol and drug abuse 
treatment, the evidence relates that treatment of virtually every type is effective to some 

degree. 
 
The trainer then asks participants to recall the personal addictions they discussed a 

moment ago and, if they feel comfortable in offering the information, to offer what 
approach(es) they would use to quit their addiction. (ex: coffee, completely stopping 
drinking the beverage, AKA “going cold turkey.”) 

 
The trainer relates that we need to replace the generic question, “What works best?” 
with an effort to establish which treatment approaches prove most effective for which 

individuals at what points in their addiction process. The trainer moves the Criteria for 
an Effective Treatment Program flipchart to an area of the room participants might 
easily view it. 

 
Step 6: 
Guidelines for Recognizing Effective Treatment Programs 

 
The trainer distributes Handout #17 (Guidelines for Recognizing Effective 
Treatment Programs) and asks volunteers to read, to the larger group, each of the 

points on the handout.  The trainer also reminds participants of Handout #18 
(Principles of Effective Drug and Alcohol Treatment) and briefly contrast the 
guidelines (HD#17) and the Principles (HO#18).   

 

Trainer Note: Trainer, stress that participants should use the information contained in 
his handout as a guide (not criteria) in assessing the appropriateness or effectiveness of 
particular modalities. If interested in finding out whether the State licensed the provider 
they plan to use, they can visit the Department website at: 

http://www.dsf.health.state.pa.us/health/cwp/view.asp?a=173&q=231493 

 
The trainer asks whether they believe this is a comprehensive list or if there exists 
anything they would add. The trainer then offers Handout #19 (Single County 

Authority List) and notes that this list will help Child Welfare Professionals find 
Commonwealth Drug and Alcohol programs approved by the various Single County 
Authorities (SCAs). In order to receive state and federal treatment and prevention 

funding, counties are required to designate SCAs responsible for program planning and 
the administration of federal and state funded grants and contracts. Some of the 
Commonwealth's 67 counties have created joinders with other counties for this purpose, 

resulting in the establishment of 49 SCAs. The SCAs approved for licensure the 
programs on the list. 

 

http://www.dsf.health.state.pa.us/health/cwp/view.asp?a=173&q=231493
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Section V: Making a Good Treatment Referral (continued) 
 
Step 7: 
Identifying the Phases of Treatment 

 
Many of those goals that exist for individuals in treatment for substance abuse concerns 
relate to specific phases of treatment. Each phase plays a significant role in whether 

we, as Child Welfare Professionals, can reunify a child with a caregiver in treatment for 
substance abuse concerns. 
 

The trainer displays PowerPoint Slide #13 (Phases of Treatment) and lectures that, 
regardless of setting or treatment modality, successful substance abuse treatment 
usually involves three phases of care and progression. The trainer notes that these 

phases include: 
 

• Getting clean and sober: The initial goal is to get the client clean and sober. 
This phase might occur with or without the use of medication and detoxification. It 
can occur in settings ranging from self-help groups to inpatient hospital care. 

 

• Stabilization: After the individual achieves sobriety, the focus shifts to helping 
the client work on life-style changes, personal and family growth, enhanced 

relationships, and the resolution of personal, financial, vocational, or other issues 
that impede recovery. During this phase, the client begins to focus on the relapse 
prevention plan. 

 

• Follow-up support and post-permanency: This phase sustains the positive 
changes made during the stabilization phase, usually through regular group 
meetings with other program alumnae. Self-help groups are the most common 
means of post-permanency. 

 

Each goal and phase of the treatment remains crucial to the concept of child safety, 
permanency, and well-being. Each item discussed has direct correlation to whether a 
Child Welfare Professional supports the idea he/she should reunify with their child the 

caregiver facing substance abuse concerns. Now that participants have the basic 
knowledge about the types of treatment available as well as some of the goals and 
phases of treatment, you need to know how to make a good referral.  
 

Step 8: 
Discussing the Term Referral 
 

Professionals tend to use the word referral in two ways. The first refers to the process of 
providing information about community resources to clients so they can secure services 

on their own. We often call this type of referral an informal referral. A formal referral, on 
the other hand, occurs when someone initiates a contract with an assessment, 
counseling, treatment, or other AOD agency (such as those agencies on Handout #21) 

on behalf of a client who has a substance abuse concern. 
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Section V: Making a Good Treatment Referral (continued) 
 
Step 9: 
Making a Referral 

 
Some of the issues affecting the success of a referral are the same for both types of 
referrals; for example, in both cases, the referring party must know about existing 

resources.  
 
The trainer distributes Handout #20 (Making a Formal Referral), and asks a volunteer 

to read the first paragraph. The trainer then asks other volunteers to relate, according to 
the handout, the steps you must take to initiate such a referral, along with the 
associated goals for formal referrals. 

 

Trainer Note: Mention to participants that documenting work performed with a provider 
greatly helps in working with Single County Authorities, when providers offer sub-

standard services or do not offer what they say they will. 

 
The trainer then relates the statement, “Okay, now we know the basic elements of a 

good referral. Let’s say that we get the individual with substance abuse concerns into 
treatment. Things go well, and the treatment provider clears the client and says that he 
or she, with the proper supports, is ready to face the world. Things seem to go well for a 

while and then, the bottom falls out. The client hits a hard patch and must go back to 
treatment.” 
 

The trainer asks participants whether this scenario sounds familiar relative to their 
caseloads, allows participants time to share, acknowledges, and thanks participants for 
their responses. 

 
Unfortunately, it is an all too familiar scenario. In order to assist clients with substance 
use/abuse concerns, we must look at this as well as other reasons for such recidivism. 

 
Step 10: 
Discussing Reasons for Recidivism 

 
The trainer ask participants, “Based on what we have covered, what might be some of 
the reasons why the success rate for treatment is so low and the recidivism rate is so 

high?” The trainer records responses on the flipchart. The trainer then covers these 
points, if participants do not: 
 

• Too often people making referrals cannot determine the individual’s readiness for 
treatment or the commitment to recovery 
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Section V: Making a Good Treatment Referral (continued) 
 
Step 10: (continued) 

• Failing to match the client’s needs to the program often jeopardizes success. 
Individuals often identify, as the criteria for referral to a particular program, the 
availability of limited treatment resources rather than degree of need 

 

• Lack of childcare or transportation to the various treatments programs, clinics, or 
self-help meetings might serve as disincentives to following through with 
treatment 

 

• By definition, recovery is an ongoing process rather than a discrete event. 
Perhaps we label individuals as “failing” when we do not recognize this reality 

 

• Individuals focus too little time and money on post-permanency services to 
support individuals beginning the recovery process. Reunification with a family 

can be both a joyous and stressful time. Those recovering from substance abuse 
concerns need post-permanency support then as much as any other time. 

 

• The need for strengthening the bond between the Drug and Alcohol and Child 
Welfare Systems stands as a significant factor to ensuring the client facing 

substance abuse concerns get appropriate treatment. If the two systems do not 
effectively communicate, because of the confidentiality issues discussed 
previously, or for other reasons. This lack of communication can have an adverse 

effect on treatment and the ultimate possible reunification of the child with the 
caregiver. 

 

• Client unwillingness to change, lack of supports, denial, and relapse 
 
Unfortunately, most communities do not have a full continuum of treatment and 

aftercare services; and, not all of the available services will be appropriate for all 
populations in the child welfare system that need them. Individuals fill many programs to 
capacity – particularly residential services and programs in urban areas resulting in long 

waiting lists. Often, waiting lists exist for hospital and outpatient detoxification (detox). 
We must take this into account this reality when making a formal referral for services for 
clients. When a client immediately cannot access services, we should always offer 

linkages to self-help groups and hotline numbers in the community. 
 
The reality is that only a small percentage of the people in need ever get formal 

treatment for substance abuse concerns; and, many who do get treatment do not 
succeed in maintaining sobriety. We must continue to advocate for the full array of 
services. In the meantime, we often have to work with families to help them find ways of 

coping in healthier ways with the family member addicted to substances. 
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Section V: Making a Good Treatment Referral (continued) 
 
Step 10: (continued) 
We previously looked at a historical overview of substance abuse as well as how to 

work collaboratively with our cross-system drug and alcohol partners. We just finished 
looking at making a good treatment referral. This is all pertinent information to know 
before the first time you meet with a family where drug and alcohol concerns might be 

an issue. In addition, as we stated throughout the training, this information proves 
equally important when considering the latter stages of a case when a child welfare 
professional considers concurrent planning with regard to either reunifying the child or 

looking at alternate means of placement hopefully better suited to the needs of the child.  
 
Having gained a basic understanding of the knowledge to consider when working with 

clients facing substance abuse concerns, we will now look at creating a concurrent plan, 
discuss drug and alcohol intervention as a child permanency service, and discuss how 
effectively to work the concurrent plan. 
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Section VI: Concepts for Planning for Child Permanency 
 

Estimated Length of Time: 
1 hour, 40 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Identify the relationship between AOD use and child abuse and neglect 

✓ Recognize the significance of risk in regard to AOD 
✓ Recognize the different forms of denial 
 

Methods: 
Trainer lecture, large group activity, large group discussion 
 

Materials Needed: 
✓ Flipchart Stands 
✓ Flipchart Paper 

✓ Markers 
✓ Masking Tape 
✓ Prepared Flipchart “Types of Denial” 

✓ Laptop and LCD Projector/Screen 
✓ PowerPoint Slide #14 (Definition of Denial) 
✓ PowerPoint Slide #15 (Identifying Denial Patterns) 

✓ Handout #3 (Commonly Abused Drugs) (Revisited) 
✓ Handout #6 (Guiding Principles Child Welfare) (Revisited) 
✓ Handout #21 (Chemical Dependency & Child Abuse Questionnaire) 

✓ Handout #22 (Risk in Families with Substance Abuse Concerns) 
✓ Handout #23 (The Denial Patterns) 
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Section VI: Concepts for Planning for Child Permanency 
 
Outline of the Presentation: 
 

• Discuss chemical dependency and its relation to child abuse 

• Identify risk issues in families facing substance use concerns 

• Discuss client denial and child welfare professionals preconceptions as a form of 
denial 

• Identify denial patterns 

• Use the interactional skills to engage a family facing substance concerns 

• Connect the child welfare principles with family engagement 

• Identify the five permanency goals as they relate to a family facing substance use 
concerns 

 

Step 1: 
Introduction to Section 
 

In any type of planning, we must consider safety and risk – whether we do so formally 
or informally during visits where we conduct safety and any necessary risk 
assessments, whether it be during the planning for the Family Service Plan, or whether 

consideration takes the form of planning for permanency. 
 
In planning for permanency and discussing safety and risk, the child welfare 

professional must consider the Juvenile Act. 
 
The Juvenile Act requires, in determining whether a child is without proper care or 

control, sustenance, and/or education, that the agency needs to determine that the lack 
of proper parental care or control is based upon evidence that the caregiver’s conduct, 
including the use of alcohol or drugs places the health, safety, or welfare of the child at 

risk. Caregiver substance use could very well affect the health, safety, or welfare of the 
child. 
 

The trainer will tie back the requirements of the Juvenile Act to the Morgan video and 
ask participants what some of the risk and safety concerns were for the Morgan family 
(Emma, Ryan, and Molly). 

 
In previous sections, we touched upon the risks to child well-being as well as some of 
the safety issues that substance abuse might cause – although we did not necessarily 

speak to the issue in terms of risk and safety, we touched upon the subjects in the form 
of neglect and abuse. 
 

We must now look briefly at the concept of assessing child risk and safety as it involves 
permanency planning for a child receiving care from an individual with substance abuse 
concerns.  
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 1: (continued) 
We look only briefly at this topic as participants already learned how to create and 

complete Risk and Safety Assessments in Charting the Course. Here, we will focus on 
risk and safety from a substance abuse perspective. 
 

Step 2: 
Chemical Dependency and Child Abuse 
 

The trainer distributes Handout #21 (Chemical Dependency & Child Abuse 
Questionnaire) and asks participants individually to read and answer the questions. 
Participants have five minutes to read and complete the questionnaire circling A if they 

agree with the respective statement, M if they are middle of the road, or D if they 
disagree with the statement. 
 

When the five minutes expire, or when participants appear to finish the questionnaire, 
the trainer reads the first statement and asks participants to move to the right side of the 
room if they disagree with the statement, the middle of the room if they answered 

middle, or to the left of the room if they agreed. 
 
After each statement, the trainer discusses participant responses. 

 
1. Alcohol and drugs increasingly serve as a factor in child abuse 

and neglect cases. 

 
The well-documented link between AOD abuse and child abuse and neglect is not 
new. What changed with the advent of crack cocaine is the staggering number of 

chemically dependent women with children. The lure of drugs, especially crack, 
can override even the ability of a well-meaning caregiver with substance abuse 
concerns to address the needs of a child. 

 
Parental alcohol and other drug abuse is increasingly a factor in reported child 
protective services (CPS) cases. An estimated 50 to 75 percent of all child abuse 

and neglect cases substantiated by CPS involve some degree of parental abuse of 
drugs or alcohol. 
 

2. Chemically involved parents are more likely to abuse children over age ten than 
younger children. 
 

Studies show that abuse or neglect of very young children is particularly 
associated with parental drug use. 
 

3. Fewer children enter out-of-home care because of parental 
substance use. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 2: (continued) 

The number of children in out-of-home care increases every year. This growth 

parallels the advent of crack cocaine and the widespread use of drugs by pregnant 
and parenting youth. 

 

The fastest growing group of children entering foster care is children under age 6; 
an increasing number of those children have parents involved with some chemical. 
 

4. Caregivers with substance abuse concerns are more likely physically to abuse 
their children than neglect them. 
 

Generally, when comparing physical abuse and neglect, individuals neglect 
children more than they physically abuse children; however, individuals also harm, 
in a number of other ways, many children in chemically dependent families. The 

use of alcohol and drugs affects parents’ mental functioning, lowers their 
inhibitions, and impairs their judgment, resulting in increased risk of both abuse 
and neglect of children. 

 
The drug “high” or experience of withdrawal might cause parents to become 
unaware of their children’s needs. A parent might leave children with caregivers for 

days at a time, caregivers who might not be prepared or able to meet the children’s 
needs or ensure the child’s safety. Parents with chemical dependency might spend 
money on drugs that they instead should use for food, housing, and medical care. 

As a result, children might not receive adequate nourishment, caregivers might not 
provide their children with necessary health care, and caregivers might neglect 
their child’s educational needs. 

 
Mothers with chemical dependence often prenatally expose the children to drugs 
or alcohol. The child, in turn, can develop a range of health and developmental 

problems that require special care. Because of substance use, parents might not 
be able to meet the special needs of these children. 
 

Children are at increased risk for physical abuse because the parent’s use of 
alcohol or other drugs might lower inhibitions and result in poor impulse control and 
inappropriate behaviors. 

 
Sexual abuse might result when alcohol or drug abuse lowers inhibition and affects 
judgment. Alcohol or drug abuse might also affect a parent’s ability to protect the 

child from sexual assault by paramours, relatives, or others with access to the 
child. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 2: (continued) 

The criminal activity associated with manufacturing, using, and selling drugs might 

place children at risk of harm. 
 

5. Experiencing abuse or neglect as a child causes one to become chemically 

dependent later in life. 
 

Little data exists to support the theory that there exists a causal relationship 

between alcohol or drug abuse and child abuse and/or neglect, or that, as a child, 
experiencing abuse causes one to abuse alcohol or drugs later in life. However, 
numerous studies and anecdotal information establish a strong connection 

between caregiver substance abuse, physical abuse and/or neglect, and victim 
substance abuse later in life. Research indicates that alcohol is involved in 30 to 40 
percent of cases of sexual abuse. Some studies show that substance abuse can 

lead to lowered inhibitions and thereby lower the parent’s threshold for to use 
violence. Other research found that the preoccupation with drugs or alcohol that 
results from dependency could cause the parent physically and emotionally to 

withdraw from the child, resulting in child neglect. 
 
Adults, whom someone physically, sexually, or emotionally abused as children, are 

more likely than others are to abuse alcohol and drugs. Studies focusing on 
individuals with chemical involvement report rates of childhood sexual abuse 
between 30 and 44 percent. In one study regarding parents with chemical 

involvement, 42 percent reported that their parents physically or sexually abused 
them during childhood. Reviews of adolescent chemical dependency populations 
found in one program that some individual physically abused 28 percent and 

sexually abused 9 percent. In another program, research found that some 
individual in their lives physically or sexually abused 30 percent of those surveyed. 
Although the relationship is extremely complex, research reveals that alcohol or 

drug involvement in a family relates to child abuse and neglect. 
 

6. Children of substance abusers share many characteristics with abused children. 

 
One of the most prevalent shared dynamics of families with chemical involvement 
and those with child abuse and neglect problems is secrecy. Because of the 

stigma associated with chemical involvement, relatives are more likely to “protect” 
from exposure the family members addicted to drugs or alcohol and are less likely 
to encourage family members to seek help. Abused children also keep secrets if 

someone threatened them or if they think that information disclosed/revealed might 
hurt someone they love. Fear, blame, and shame can pressure the child to 
maintain the secret, or to recant a disclosure. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 

Step 2: (continued) 
 

Trainer Note: Tie number six back to the Morgan family and Molly noting in the video, 

“It’s a secret.” 
 

Another dynamic shared by children of substance abusers and abused children is 

denial. Alcoholics, for example, deny that they have a drinking problem because 
they believe that their drinking does not hurt anyone else. Parents who abuse their 
children might deny or minimize their actions or harm to the child.  
 

Children also use denial for a number of reasons. For example, they might have 
fear of what will happen to them if they admit the problem. 
 

They might feel shame and embarrassment; or they might feel guilt. In addition, 

families with tendencies toward chemical involvement, abusiveness, and 
neglectfulness tend to isolate themselves geographically and socially from others. 
 

Other dynamics identified in families with chemical involvement and families where 

child abuse and neglect exist, include marital conflict, poor communication, blurred 
boundaries, rigid roles, absence of trust, and impaired problem-solving ability. 
 

7. Individuals can safely maintain children in homes where chemical dependency is a 

factor. 
 

In distinguishing between risk and safety, risk refers to the likelihood that abuse will 
occur in the future and safety refers to a determination as to whether the child is in 
imminent danger. If you determine that there exists a risk of abuse, regardless of 

the level, your next decision is whether you and other individuals (preferably in the 
family) can ensure the child’s safety in the child’s own home. A child can be at risk 
of abuse and still be safe in their own home. In conjunction with the family, we 

develop a safety plan and a family service plan to the family to assure the child’s 
safety and to reduce the risk of harm. To assess the child’s risk of harm and safety, 
you must identify the factors that threaten the child both imminently and in the 

future (i.e. the parent’s daily use of a drug and the frequency, pattern, and type of 
drug or alcohol used by the parent). You must also identify the effect of the 
substance use on the parent’s ability to provide the child safety, control the risks in 

the family, the likelihood that the abuse again might occur, the severity of the 
physical and emotional consequences to the child, as well as the availability of 
supports and resources for the family. 
 

Assessing the risk of future harm and determining whether a child can safely 
remain in the home of parents with chemical involvement requires an 
understanding of the differential effects of the used substance(s) and the 
combinations of various substances on the caregivers’ ability to care for the 

child(ren). 

 



 

The Pennsylvania Child Welfare Resource Center      309: Drug and Alcohol Issues: 
      An Introduction for Child Welfare Professionals 

           Page 65 of 99 

Section VI: Concepts for Planning for Child Permanency (continued) 
 

Step 2: (continued) 
The Child Welfare Professional should never use the use of drugs or alcohol as the 
sole cause for separating the child from the family. Caseworkers should base the 

decision to remove a child on the safety and risk of harm to the child and the ability 
of the caregiver to protect the child. 
 

8. We appropriately can use drug testing to help ensure the safety of children in their 
homes. 

 

Some child welfare programs use random drug screens to monitor drug use. This 

practice remains controversial in the field. 
 

Child Welfare Professionals must not rely solely on drug screening in making 
critical casework decisions. A drug screen cannot distinguish drug use patterns 

(occasional use in low amounts, periodic binges, habitual use); nor can it 
determine whether an individual is capable of parenting a child. Patterns of use 
and drugs of choice have dramatically different effects on each individual parent’s 
ability to care for a child. Consequently, there is great danger in using the results of 

drug tests to draw conclusions about parenting ability. 
 

If a child welfare agency uses drug testing, a positive toxicology should not result 
in punitive action or termination of services. The agency should only use the 

screening as one means of monitoring use. Drug testing can be useful, however, 
as a tool to indicate the necessity for increasing the level of intervention. The child 
welfare professional should never use screening in the place of therapeutic 

ongoing services to strengthen families. Representatives should help parents 
understand why the agency chose to use tests and should inform parents of any 
consequences of a positive screen (such as temporary placement of the child out-

of-home until such a time as the parent’s screening comes back negative). 
 

Trainer Note: Trainer notes that numerous resources exist for toxicology screening. 
One such nationwide provider that offers services to agencies in the Commonwealth is 
OHS Health and Safety Services, Incorporated. Their website is 

http://www.ohsinc.com/. 
 

9. Families in which chemical dependence plays a part are more difficult to work with 
than abusive (or neglectful) families. 
 

Parents who are chemically involved often are unstable, move frequently, lack 

telephones, fail to keep appointments, drop out of sight, and remain supported by 
family and friends in their denial and flight. These characteristics are similar to 
many non-AOD involved parents. It is true that parents addicted to drugs often 

have a primary commitment to chemicals, not to their children.  
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 2: (continued) 

As stated previously, parents tend to deny and resist treatment because of fear – 

fear of loss of self-esteem, loss of control, loss of their children, or punitive action. 
 
The strategies you normally use to engage non-AOD involved parents are relevant 

for this population as well. Demonstrate genuine respect for the client when you 
directly confront the substance abuse concern behaviors.  Educate family 
members and friends about the addiction process and their role in enabling the 

person with chemical involvement. Help family members recognize their role in 
supporting the addiction; they then might be able to help you address the denial of 
the individual with the substance abuse concern. 

 
Caseworkers might believe that chemically dependent parents are more difficult to 
engage. In fact, this may be due primarily to the worker’s lack of preparation rather 

than to the family’s characteristics. Special training in substance abuse concerns 
will reduce the risk of enabling the problem behaviors and will ensure that workers 
go into the situation equipped with the skills and knowledge to work effectively with 

families where chemical involvement plays a role. 
 

10. The prognosis for chemically involved families is better than that for abusive or 

neglectful families. 
 
The good news is that there exists means of treating both chemical dependency 

and child abuse. Still, a number of factors, some we addressed previously, might 
work against successful intervention. These factors include: 
 

The drugs used today are more highly addictive and inexpensive than in the past. 
 
We often lack appropriate, accessible, and affordable treatment resources. 

Although individuals now strive to develop model programs designed to address 
the mother with chemical dependence in relation to her children, few currently 
exist. 

 
We lack knowledge about what constitutes effective drug treatment for different 
populations. Studies show that even after completing treatment, only 25 percent of 

individuals dependent on crack remain drug free six months after discharge. 
 
High child welfare caseloads might hinder workers from making the type of 

response needed to assist these families in a timely way. We often cannot provide 
prevention and early intervention services, which can be the most effective 
strategies with families with chemical dependency, because of the crisis nature of 

the cases and the high caseloads for which workers have responsibility. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 2: (continued) 

Child welfare practitioners may not have the specialized training they need to 

assess, plan, and intervene effectively and to make accurate case decisions. 
 
Communities often lack coordination among service providers; and, in most cases, 

individuals do not clearly define the role of each service provider. 
 

The trainer lectures that no magic formula exists to indicate when a child is at risk, or to 

what degree they are at risk; however, it is important to remember that any substance 
use/abuse lowers inhibitions, decreases good judgment, and focuses on the substance 
rather than the needs of the child; and, therefore, puts the child at risk.  

 
The trainer continues to lecture that child welfare professional preparedness in 
recognizing such issues remains crucial when the time comes to reunify or place the 

child to ensure the child’s safety and well-being. 
 
Step 3: 

Risk in Families with Substance Abuse Concerns 
 
The trainer distributes Handout #22 (Risk in Families with Substance Abuse 

Concerns) and reviews with participants in large group the information on the handout. 
 
The trainer asks participants whether the information on the handout reflects their 

experiences with individuals facing substance abuse concerns and in working with the 
family members of such children in relation to either reunifying or placing a child. 
 

Step 4: 
Defining Denial 
 

The trainer displays PowerPoint Slide #14 (Definition of Denial) and relates to 
participants that Terence Gorski, N.C.A.C II, C.S.A.C a well-known professional in the 
field of addiction, defines denial as: 

 
“…a normal response/defense for coping with painful and overwhelming 
problems. [Denial] has both benefits and disadvantages. The benefit is 

that it temporarily removes the pain caused by consciously confronting a 
serious problem while creating the illusion that the problem is being 
solved. The biggest disadvantage of denial is that it blocks recognition and 

problem solving.” 
 
The trainer asks participants what they believe denial is or what types of substance 

use/abuse denial they see during their caseloads. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 5: 
Our Own Preconceptions as a Form of Denial 

 
In working with clients facing substance use/abuse concerns, the first denial we need to 
discuss is our own. 

 
Many times, we deny that we have preconceived notions or biases against those with 
substance abuse concerns. Our personal beliefs, concerning substance abuse and child 

abuse/neglect, color everything we think about when assisting caregivers with 
substance use concerns. Our beliefs also affect the way in which we work with 
individuals facing substance abuse issues. 

 
As that is the case, we must prepare ourselves mentally to overcome our denial to be 
able better to work with those facing substance use/abuse concerns. 

 
The trainer asks participants to reveal ways we can overcome our denial and lists the 
responses that participants offer. 

 
The trainer asks participants for examples of how they might plan to implement the 
methods at work, and, whether they might be able to use the information with a case on 

which they now work. 
 
Step 6: 

Denial Patterns 
 
Denial, our own and that of others, takes many forms. The trainer, utilizing the Types of 

Denial flipchart, asks participants to reveal some of the types of the denial with which 
they are familiar (if necessary offering the example of avoidance). 
 

Trainer Note: Participants may find the Denial Management Counseling article at 

http://www.tgorski.com/clin_mod/dmc/dmc.htm 

 

The trainer displays PowerPoint Slide #15 (Identifying Denial Patterns) and 
distributes Handout #23 (The Denial Patterns). 
 

The trainer reads the statement associated with avoidance and then asks participants 
how they might handle such avoidance when working with clients. The trainer, if 
necessary, relates the means of “handling” that type of denial. 

 

• Avoidance: “I’ll talk about anything but my real problems!” 
 

o We best handle this form of denial with consistent redirection. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 6: (continued) 
The trainer continues in the same manner as he/she did with avoidance, ensuring that 

participants take notes, until he/she covers all remaining types of denial. 
 

• Absolute Denial: “No, not me! I don’t have a problem!” 
 

o This one needs slow and careful handling. Look for physical evidence. Do 

not be afraid to ask about whatever you are thinking or seeing. 
 

o Address any and all of these possible signs of substance abuse: 

 
• Odor of alcohol and/or other strange odors, 
• Bottles 

• Paraphernalia of any kind 
• Unwashed bodies (if there is water service) 
• Extreme thinness 

• Pinpoint pupils 
• Nodding 
• Tremors 

• Inability to answer questions 
• Problems with memory 
• Reports by others of peculiar behavior 

• Agitation 
• Defocusing 
• More severe financial problems than usual 

• Reports of children acting out at school 
• Broken nose (often happens when someone passes out and falls 

face down) 

• Cigarette burns (especially between fingers – indicative of passing 
out with a lit cigarette).  

 

o  Ask if the individual must contend with a history of substance abuse in a 
parent, sibling, or grandparent. If the client tells you about a parent who 
used to drink but quit some time ago, ask additional questions (ex., “Was 

she or he a heavy drinker before quitting?”, or “Why did she or he quit?”). 
Often, this signifies that the individual experienced significant alcohol 
problems. Ask the young children what it is like when their parent comes 

home (ex., “Do you hide under the bed or someplace to be safe?” – a 
common refuge for little ones in substance abusing families). 
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• Section VI: Concepts for Planning for Child Permanency 
(continued) 
 
Step 6: (continued) 

 
o In this situation, it is also important to enlist other family members and 

gather specific information. You then confront the individual by reciting to 

the client in a calm matter-of-fact voice the information that you gathered. 
Do not get into a power struggle or “yes, you did/no, I didn’t” battle. You 
will lose the battle. 

 

• Minimizing: “My problems aren’t that bad!” 
 

o This one is very workable. Your job is to help the person look at the actual 
harm caused by the chemical abuse. You have to be specific (ex., “How 

has your health been affected?,” “How has your ability to pay bills been 
affected?,” “Why is there no food in the house?”) 

 

 

• Rationalizing: “If I can find good enough reasons for my problems, I won’t have to 
deal with them!” 

 
o This form of denial is frustrating because you cannot quite follow the 

person’s reasoning. The individual talks in circles. You will need to keep 

reducing this one to the basics. (Example, “You say you drink?; How many 
days a week?; Is it more like everyday or more like 5 days?; You drink 
only beer?; Is it more like a case, or more like 2 six packs, on a typical 

night?; Are the bottles 40 ounces or 16 ounces?” Always force choices.  
 

Avoid Yes or No questions where an individual can respond to the 

question by offering “Yes” or “No.” 
 

• Blaming: “If I can prove that my problems are not my fault, I won’t have to deal 
with them!” 

 

o This calls for a broken record response. “No…that’s not why you drink.” “It 
doesn’t matter why anyway. We need to get you some help so you can 
quit.” 

 

• Comparing: “Showing that others are worse than me, proves that I don’t have 
serious problems!” 

 
o This only takes gentle redirection and concern. “We are concerned about 

your family’s well-being, but today, let’s just talk about you.” 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 6: (continued) 

 

• Compliance: “I’ll pretend to do what you want, if you’ll leave me alone!” 
 

o The implicit message here is “I’ll do whatever so that you’ll get off my 
back.” This requires follow-up and consistency in forcing structure and 
consequences, (ex., “Okay, I want you to make an appointment for 

outpatient counseling and I’ll check back on Thursday to see when the 
appointment is. I’ll also check with your counselor to verify that you 
attended the training.” 

 

• Manipulating: “I’ll only admit that I have problems, if you agree to solve them for 
me!” 

 
o The responsibility for change is on the client. If the worker does for the 

client, then the worker enables the client, and does not empower him/her 

 

• Flight into Health: “Feeling better means that I’m cured!” 
 

o At least this person admits that a problem once existed. You need to 
remember that no one resolved the problem; however, this person will 
probably give minimal resistance to starting some kind of treatment. 

Therefore, continue to discuss the need for treatment to maintain sobriety. 
 

• Recovery by Fear: “Being scared of my problems will make them go away!” 
 

o This person admits that drinking is a problem; however, they need to 

realize that change is an ongoing process, and that treatment is a 
necessary part of that process. 

 

• Strategic Hopelessness: “Since nothing works, I don’t have to try.” 
 

o Listen to this client, offer presence, and redirect the feelings of 
hopelessness. 

 

• Democratic Disease State: “I have the right to destroy myself and no one has the 
right to stop me!” 

 

o Remind this client that they affect other people by their continued use, 

(ex., children and family members). 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 6: (continued) 

 
 

Substance abuse concerns in a family increase the risk of family violence and child 
neglect or abuse, all of which play an obviously important part in child safety, 
permanency, and well-being as well as planning efforts. It is critical that service 

providers, when they intervene, understand and address caregiver substance abuse 
concerns to protect children or strengthen and support families to attempt to better 
ensure reunification and avoid, whenever possible, placing the child in a setting away 

from his or her family. 
 

During this process, we must expect relapse to occur. When relapse does occur, we 
must also expect tendencies toward denial to resurface. We must take the patterns of 

denial into account when planning for child safety and permanency. Unfortunately, when 
the denial gets to a point where it enables the individual to use/abuse substances close 
to the point of self-destruction and child endangerment, we must consider the idea that 

the safety and risk factors outweigh the need to preserve the child in his or her home. 
We must consider such removal only after we are certain that we made our best 
attempts at keeping the family together through service and treatment provision with 

thorough family involvement. It is only when we engage our families in the decision-
making process that they feel ownership in the process and ensures that they have a 
better chance at successful reunification, which brings us to our next topic – family 

engagement. 
 
The trainer relates to participants that, “Before we move into looking at family 

engagement as a concept to consider even before creating the permanency plan, do 
you have any questions or comments about what we just covered?” The trainer 
addresses those questions and/or comments he or she can, places on the Parking Lot 

those items the trainer cannot address, and thanks participants for their 
questions/comments. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 7: 
Preview of Engagement 

 
According to the Linking Child Welfare and Substance Abuse Treatment: A Guide for 
Legislators: 

 
Engaging parents to enter and complete treatment is a major challenge for 
child welfare agencies. A large percentage of drug-abusing parents who 

come into contact with the child welfare system either do not enter 
treatment or drop out before completing a program. Women with children 
face a number of internal barriers to treatment, including fear of losing 

custody of their children, shame, and depression. 
 

The trainer asks participants to locate Handout #21 (Chemical Dependency and 

Child Abuse Questionnaire). We very briefly touched upon the issue of engaging a 
family in which substance use/abuse plays a part in affecting child safety in the handout 
with regard to question 9 and whether families with chemical dependence issues are 

individuals with which we have difficulty working. In discussing the question, we 
revealed that many of the strategies we use to work with families where substance 
use/abuse play no part in the case are the same as those in which substance use or 

abuse is a factor that threatens child safety. 
 
Step 8: 

Connecting Our Driving Principles with Family Engagement in Considering the 
Permanency Plan 
 

The trainer asks participants if they know what the Platinum Rule is: 
 

“Do unto others, as they would have done unto themselves.” 

 
The trainer asks participants to recall the beginning of the training when they compared 
the NIDA treatment principles and the principles that guide the child welfare system. 

The trainer waits for a response and, If necessary, reveals that they made the 
comparison using Handout #3 (Commonly Abused Drugs) and Handout #6 (Guiding 
Principles Child Welfare).  
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 8 (continued): 
The trainer then asks participants whether they remember any of the similarities 

between the systems and to offer those similarities they recall and offers the following 
similarities: 
 

• Each client has unique needs that we must address 

• We must respond to client needs immediately 

• We must address the social needs and familial needs of the client 

• Clients must receive services to family avoid child separation from 

• Many families have multiple concerns requiring coordinated cross-systems 
services 

• We must offer services based on a respect and sensitivity with regard to the 
racial, cultural, and ethnic diversity represented in our society 

 
The trainer asks participants, “How can ensuring that we pay attention to our child 
welfare principles, the drug and alcohol treatment principles, and those principles that 

the systems have in common ensure, for the client, a more effective permanency plan 
that allows us to keep in mind the Platinum Rule?” The trainer gives participants an 
opportunity to share their comments. The trainer then facilitates a very brief discussion 

on how both sets of principles take into account the individually diverse cultural, racial, 
social needs of our clients with substance use concerns as well as the needs of their 
families. 

 
Step 9: 
Revealing the 5 Permanency Goals 

 
It is important that participants have knowledge of the need for family engagement in 
planning, however, equally important is the idea that participants know what planning 

goals exist to assist the child welfare professional in achieving child safety, 
permanency, and well-being. Families having knowledge of the goals allows them to tell 
us what will work for them; therefore, we must always try to start permanency planning 

with the family in mind. 
 
Five permanency goals exist on the Child’s Permanency Plan. The trainer asks 

volunteers to relate what those five goals are. The trainer reveals, if necessary, that 
they five goals, in order from most to least desirable, from a best-practice standpoint 
are: 

• Reunification 

• Adoption 

• Permanent Legal Custodianship (PLC) 

• Fit and Willing Relative 

• Another Planned Permanent Living Arrangement (APPLA) 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 9: (continued) 
Reunification: Whenever possible, this should be the first choice the child welfare 

professional makes when considering permanency. Parents achieve reunification by 
either making the necessary behavioral changes suggested on the Child’s Permanency 
Plan on their own or using services provided by the agency, community, and/or other 

factions. 
 
Adoption: When considering placement alternatives such as adoption, the Juvenile Act, 

because of ASFA, dictates that we cannot keep the child in placement more than 15 out 
of the past 22 months unless a relative cares for the child, no one provided the family 
appropriate services, or there exist compelling reasons. 

 
We must also keep in mind aggravated circumstances and always look at compelling 
reasons not to petition the court for a Termination of Parental Rights (TPR) as, if a 

parent voluntarily gives up their rights, there is no guarantee that the parent can again 
see the child since open adoption does not exist in Pennsylvania. 
 

A caseworker cannot exclude a resource family (kin or foster) as an adoption resource 
based on the fact they may not be a foster resource after the adoption. Child welfare 
professionals must consider this option and other viable options for adoption that ensure 

the safety, permanency, and well-being of the child, before moving to the next 
permanency goal(s). 
 

Permanent Legal Custodianship (PLC): In choosing a PLC, child welfare professionals 
must rule out adoption by going through the adoption steps, and deciding that adoption 
does not serve the child well, before moving to the remaining permanency goals. 

 
In addition, before moving to a PLC, the child welfare professionals must ensure that 
he/she preps the child as the child might not understand the benefits of adoption (ex: 

12-17 yr old not wanting to change their name, or might not be aware that their foster 
parent can adopt the child). 
 

Fit and Willing Relative: The last of the goals, the caseworker would use this option 
when a relative is unable or unwilling to be an adoption resource for the child or a PLC 
resource for the child but is willing and able to provide a permanent home for the child. 

 
 

Goal 5 refers to what they might know as Another Planned Permanent Living 

Arrangement (APPLA). The trainer must note to participants that, essentially referring to 
long-term foster care. THE GOAL SERVES AS THE VERY LAST RESORT FOR USE 
ONLY WHEN ABSOLUTELY NECESSARY AS IT MEANS THE CHILD WELFARE 

PROFESSIONAL EXHAUSTED ALL RESOURCES; AND, NO OTHER PERMANENCY 
OPTIONS ARE VIABLE. 
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Section VI: Concepts for Planning for Child Permanency (continued) 
 
Step 9: (continued) 
 

Trainer Note: Before child welfare professionals consider APPLA, they should take 
advantage of such Statewide Adoption and Permanency Network (SWAN) services as 
the Diligent Search Packet (DSP) and use of previous resources (kin, foster family, 
kinship resources, such as teachers, coaches, and Child Specific Recruitment (CSR) 

that looks for family to adopt the child. Relate to participants that they can download and 
print the DSP at http://www.diakon-swan.org/lsi/DiligentSearchPacket.pdf. Another 
important support available through the Statewide Adoption and Permanency Network 
is Post Permanency Services such as respite, assessment, and case management 

services.  

 
Before creating our permanency plan, we must keep in mind all the items we discussed 
in this section. Those topics include assessing safety and risk, client and family 

engagement, and the principles of the Children and Youth and Drug and Alcohol 
Systems concerning the client facing substance concerns and their family. We must 
especially keep in mind any children that we must remove from the home because of 

substance abuse and the existence of no familial supports while attempting to preserve 
as many familial connections as possible for the well-being of the child. In ensuring that 
we incorporate such aspects, we make possible client and family ownership in the 

permanency plan we create collaboratively. A collaboratively created plan assists in 
ensuring success of the plan. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan 

 

Estimated Length of Time: 
1 hour, 50 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Recognize the purpose of a concurrent plan 

✓ Recognize how the concurrent plan affects the Child’s Permanency Plan 
✓ Articulate the Federal Law that mandates the use of concurrent permanency 

planning 

✓ Recognize Prochaska and Diclemente’s Six Stages of Change 
✓ Recognize how the Six Stages of Change, in correlation with familial needs, affect 

the Child’s Permanency Plan and the plan’s goals 
✓ Create a substance use-related Child’s Permanency Plan goals, objectives, and 

activities 
 

Method of Presentation: 
Trainer lecture, large group discussion, case scenario 
 

Materials Needed: 
✓ Flipchart Stands 
✓ Flipchart Paper 

✓ Markers 
✓ Masking Tape 
✓ Prepared Flipchart “Factors Affecting Assessment” 

✓ Laptop and LCD Projector/Screen 
✓ PowerPoint Slide #16 (Wheel of Change) 
✓ PowerPoint Slides #17-18 (Considerations while Writing the Plan) 

✓ Handout #24 (Six Stages of Change) 
✓ Handout #25 (The Stages of Change: Permanency Plan Worker Tasks and 

Skills) 

✓ Handout #26 (Morgan Family Case Study) 
✓ Handout #27 (Morgan Family Objectives and Actions) 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan 

 

Outline of the Presentation: 
 

• Discuss a substance use-related concurrent plan 

• Identify the six stages of in relation to the client/family needs and child 
permanency 

• Discuss concepts for an effective substance use-related Child’s Permanency 
Plan 

• Discuss substance use-driven plan goals, objectives, and activities 

• Apply the related plan knowledge to the Morgan family by creating Permanency 
Plan goals, objectives, and activities for Ryan and his family 

 

Step 1: 
Introduction to Section 
 

We spent the previous parts of the training looking at the drug and alcohol laws and 
policies that affect the child welfare and drug and alcohol systems, the impact of 
substance use/abuse on a family, cross-systems collaboration, and concepts to 

consider even before creating a Child’s Permanency Plan. 
 

Trainer Note: Participants might know the Child’s Permanency Plan as a Placement 
Amendment; however, the Department of Human Services, in an effort to standardize 
terminology and case practice, released a statewide plan called the Child’s Permanency 

Plan. 

 
Participants learned in Charting the Course how to create a family-involved Child’s 
Permanency Plan (CPP), part of which is the concurrent plan. In considering a 

Permanency Plan in which substance use/abuse plays a role, we need to discuss the 
concurrent plan, the stages of change through which a person with substance abuse 
goes, and the needs those stages create. We will also look at a case study related to a 

caregiver facing substance concerns and work up the permanency plan goals, 
objectives, and tasks for Ryan and his family, from Video #1 (Reflections from the 
Heart of a Child), based on the substance use circumstances he and his family faced. 

We must first define concurrent planning. 
 
Step 2: 
The Concurrent Plan 

 
As we focus on the latter parts of the case and the Child’s Permanency Plan, it is critical 
that individuals thoroughly and proficiently perform the case assessment. Child Welfare 

Professionals must also have a collaborative relationship in place with those currently 
involved in the case (especially the family) and those involved in the case before child 
placement became necessary (such as treatment providers and agency coworkers).  
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 2: (continued) 
Such relationships are necessary, as, by the time, the Child’s Permanency Plan 
becomes essential; the agency has built a case history including risk and safety 

assessment, case notes, a Family Service Plan, and other documentation. This 
information will prove invaluable to a placement worker trying to build a relationship with 
a family in which substance use plays a part. The placement worker must keep in mind 

that other individuals created the information you now have in your possession (unless 
of course one worker remains assigned to the case throughout the life of the case). The 
family might have formed bonds with previous workers from which a placement worker 

might benefit. 
 
The trainer asks participants what a concurrent plan is and how the concurrent plan 

affects the Child’s Permanency Plan. 
 
Concurrent planning seeks to eliminate delays in achieving child permanency and 

shorten a child’s stay in the foster care system. Concurrent planning involves planning 
for permanency at the earliest point at which the child enters foster care and pursues, at 
the same time, those permanency options that meet the needs of the child. The plan 

affects the Child’s Permanency Plan in such a way that the worker must document the 
means he/she plans to take should reunification not remain a viable option. 
 

The trainer then asks participants from what Federal law its mandated use comes. 
ASFA mandates the use of a concurrent plan as a means further to ensure child safety, 
permanency, and well-being. 

 
As we defined what a concurrent plan is, how it affects the Child’s Permanency Plan, 
and from where the concept comes, we now need to look at how substance use affects 

a Child’s Permanency Plan. In doing so, we need to review Prochaska and 
Diclemente’s Six Stages of Change as those stages affect the child’s safety, 
permanency, well-being, and the plan around which all those factors revolve. 

 
Step 3: 
The Six Stages of Change, Client and Family Needs, and the Child’s Permanency 

Plan 
 
The Child’s Permanency Plan is the culmination of the case process and the work with 

a family. Throughout the case, child welfare professionals should have informed their 
client with substance abuse concerns that he/she could get to the point where the 
agency might have to remove the child from the home if no one can meet the goals set 

in the Family Service Plan to mitigate risk and/or safety issues. If the individual with 
substance concerns is in a meeting looking at a Child’s Permanency Plan, the time for 
child removal came. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 3: (continued) 
Just because the permanency-planning meeting occurred, it does not mean that it is 
time to give up on the client. This meeting only means that, in conjunction with the 

original treatment plan and the use of possible additional services, it is time for the 
worker to begin action with concurrent plans for placement – the first goal of which, if 
possible, should be reunification. 

 
As part of the CPP, concurrent planning is necessary, especially when working with 
caregivers with substance abuse concerns, as such concerns as relapse are always a 

possibility. The trainer notes that relapse, in most cases, does not immediately happen; 
it usually occurs in stages that offer indicators of which participants must become 
aware, especially as these indicators and their effects impact the child and, as a result, 

the goals, objectives, and activities of the Child’s Permanency Plan. 
 
Dr. James Prochaska (a noted psychotherapist) and Dr. Carlo DiClimente (a noted 

psychologist) worked together at the Texas Research Institute of Mental Sciences, 
when completing an empirical analysis of self-changers, comparing them to smokers 
taking professionals treatments, devised six stages of change that individuals used to 

change their troubled behavior. The two individuals offered a Wheel of Change to depict 
visually the stages of change through that one might go during treatment. 
 

The trainer displays PowerPoint Slide #16 (Wheel of Change), distributes Handout 
#24 (Six Stages of Change), and briefly lectures that these are the six stages through 
which those with substance abuse concerns might go regarding changes in their 

behavior. The trainer covers the stages of change. 

Trainer Note: If time allows, tie the stages back to the patterns of denial (ex: blaming). 

Each stage is equally important to the Child’s Permanency Plan in that we hope to 
attain and preserve client maintenance for reunification to occur. As we will see in a little 

while, the stages are very important to understanding the client and working with 
him/her in the Child’s Permanency Plan hopefully to achieve reunification when 
appropriate. 

 
As participants well know, assessment does not stop when considering child 
permanency. If anything, assessment becomes much more intense. The information 

related in the six stages will prove useful; however, a number of factors exist in 
conjunction with the six stages that we need to consider and evaluate in assessing 
families involved with the agency. Next, we will briefly review these factors and then turn 

our attention to developing a concurrent Child Permanency Plan for chemically involved 
families. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 3: (continued) 

Many of the factors that child welfare professionals need to consider in the Child 
Permanency Plan are similar to those that one would address in conducting an alcohol 
and drug assessment. Here, we will address these factors in the context of how they 

affect the parent’s ability to care for their child – as parental ability correlates to whether 
the child welfare professional might be able to reunify the child with their 
parent/caregiver. 
 

The trainer utilizing the pre-made flipchart, asks participants to suggest the factors, in 

addition to alcohol and drug use, that one would explore in assessing families involved 
with the agency, and records comments on the flipchart. 
 

Trainer Note: Ensure that you tie the family’s concrete needs to the Child’s 
Permanency Plan and what efforts the agency might need to implement to ensure 

income, transportation, support systems, and etcetera. 
 

Points covered should include: 
 

• Family’s concrete and immediate needs: This should include an evaluation of the 
family’s continued immediate economic and environmental needs, i.e., income, 
adequate housing, transportation, etc.; the availability of support systems and 
resources; and the family’s ability to access such services, including knowledge 

of services and current use of community support agencies. Do not to confuse 
poverty with neglect. A family that does not have the resources to meet the 
children’s basic needs is not necessarily a neglectful family. 

 

• Mental health/Intellectual disabilities: When a child welfare professional suspects 
mental illness or other mental health issues; the professional must order a 
thorough mental health assessment to determine the severity of the disorder and 

the prognosis for adequate parental functioning. With regard to mental health 
and/or other limitations in cognitive and social skills, a qualified professional 
should conduct an assessment that evaluates both the parent’s level of 

intelligence and adaptive behavior to determine whether the parent has the ability 
or potential to retain primary responsibility for the care of their children. This 
becomes even more important to the welfare of the child and family in co-

occurring substance abuse and mental health concerns. 
 

• Parenting skills: These include basic childcare skills such as feeding and bathing 
the child, and meeting health care needs; nurturing strategies to promote 

attachment (i.e., holding and cuddling); discipline strategies; adequacy of 
supervision; and the parent’s ability to recognize harmful situations and protect 
the child from such situations.  
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 3: (continued) 

A qualified professional should assess parenting skills within the context of the 
family’s social and cultural environment. Child welfare professionals must 
understand the accepted parenting practices of the client’s cultural and social 

group, including the meaning and intent of parenting interventions. 
 

• Family’s strengths, skills, and motivation: An assessment of the family’s 
strengths helps to identify areas of capability that a professional can direct 
toward resolution of current problems. Factors a child welfare professional must 

assess include the following: 
✓ What do the family members do well? Of what are they proud? What gives 

them a sense of self-worth and satisfaction? 

✓ What types of stresses and with what problems has the family 
successfully dealt? How did they do it? 

✓ In what ways might others support the family’s strengths and most 

effectively direct them toward helping resolve the current problems 
(substance abuse/use and the abuse/use triggers)? 

✓ What motivates the family’s members? What do they want for themselves 

and their children? 
✓ Are any of the parent’s own goals or desires consistent with the agency’s 

expectations? What barriers exist, if any, toward pursuing these goals? 

How can the agency help to eliminate these barriers? 
✓ Individuals often label families as “unmotivated” when they fail to do what 

the agency would like them to do. To achieve a more accurate 

assessment of motivation, one must assess the family’s ability to 
persevere toward a goal that they selected for themselves. 

 

• Level of personal and interpersonal maturity: These developmental variables 
describe the degree to which a parent developed adult ways of relating to other 
people and dealing with life tasks and events. The variables include such 
concepts as the parent’s degree of self-control versus impulsivity, the ability to 

delay gratification versus immediate gratification of one’s own needs, and the 
ability to recognize and accept responsibility for one’s own behavior versus 
blaming others for one’s problems. 

 

• Nature and quality of parent’s interpersonal relationships: This includes an 
assessment of the nature and quality of the parents’ attachment to their children 
and to other family members, the parent’s ability to trust other people (including 

the belief that other people care for them and that they can depended upon 
others), and the degree to which the parents seek out interpersonal relationships 
for support, nurturance, and guidance versus the presence of social withdrawal 

and self-imposed isolation. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 3: (continued) 

• Coping skills and strategies: Families who have effective coping skills are at 
lower risk of crisis in the force of normal life stresses. These coping skills include 
the ability to plan ahead, problem-solve, take constructive action, identify and 
properly use supports and resources, and use interpersonal relationships for 

emotional supports. Less effective coping strategies include “flight” responses 
such as denying that problems exist or physically leaving the environment or 
“fight” responses, such as blaming others for the problem. 

 

• Parents’ values about their own behavior and situation: Understanding the 
parents’ values and the values of their primary cultural reference group can help 
us to recognize and correctly interpret strengths and engage the client into a 
positive relationship. 

 
Such assessment is both a process and a product – the product taking the form of the 
Child’s Permanency Plan and hopefully familial success in ensuring child safety and 

well-being ultimately resulting in reunification. As such, we should complete the 
assessment process with families, not to families and not for families. The planning 
process is a mutual and collaborative process in which the child welfare professional 

involves the family in further defining the concern and determining further appropriate 
interventions with the prospect in mind that they could lose custody of their child if 
substance use/abuse consistently does not subside. 

 
For too long, we tended to view families from a “deficit” model and focus only on what is 
wrong with the family as opposed to what is right with the family. The Permanency Plan 

must include knowledge about the family’s strengths, since looking at problems alone 
does not help people to change – such continued assessment makes this possible. 
When we conduct thorough continued assessment of the family, appropriate solutions, 

goals, and objectives develop logically and rationally from the information contained our 
sessions, and will increase the likelihood of positive outcomes for the family. 
 
Step 4: 

Concepts for an Effective Child’s Permanency Plan 
 
The Child’s Permanency Plan serves as documentation of the agency’s continued 

involvement with the family. The plan specifies the activities that the family must 
complete to achieve the listed objectives, among other tasks, to alleviate substance use 
concerns, who will complete each task, and when family members must accomplish 

each task in order better to ensure reunification occurs. As noted before, the plan also 
offers concurrent planning strategies. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 4: (continued) 

Understanding at what stage of change the client is in (Prochaska and Diclemente’s Six 
Stages of Change) and what the child welfare professional’s role is in each stage assist 
in developing an effective Permanency Plan. As we just learned, the first two stages in 

the change process are pre-contemplation and contemplation. Most clients with 
substance abuse concerns with whom workers see fall into one of these two stages.  
 

It is important to realize that pre-contemplators might not even have awareness that 
they have a concern; or, they might have a vague awareness of their problem, but have 

no intention of changing. Such clients are usually defensive or angry when someone 
questions the client about drug or alcohol involvement and tend to deny or minimize 
their substance use and its associated problems. 
 

The trainer asks participants once again to refer to Handout #24 (Six Stages of 

Change) and distributes to participants Handout #25 (The Stages of Change: 
Permanency Plan Worker Tasks and Skills). The trainer reviews with participants the 
information in all the columns as they relate to the six stages and the tasks a worker 

should complete to assist the client in achieving reunification with the child.  
 

Unfortunately, if the client takes too long in staying off substance(s), and relapse occurs 
too often, we must keep in mind the concurrent plan, ensuring that the child resides in a 
place where we might permanently place the child. Such thoughts must always be in 

our minds – especially as ASFA-guided timelines will affect such decisions. 
 

Child welfare professionals should assess the stages of change for each of their clients 
with drug and alcohol concerns. In Changing for Good, Prochaska relates that too often: 
 

Child welfare workers and even chemical dependency therapists assume 

that clients are in the action stage and push them to take steps they are 
not ready to undertake, such as quitting, going to A.A. and so on.  If clients 
are pushed into action too soon, what often seen is labeled “failure”, 

“noncompliance”, and “resistance.” If at all, clients only minimally follow 
through. Is the alternative to “pushing” clients to sit back and wait for 
clients to work through their pre-contemplative and contemplative stages? 
Not at all, as specific intervention techniques, [even in the latter stages of 

the case when implementing a Permanency Plan] can facilitate a client’s 
progression through the stages of change. 

 

We must ensure that we do not push clients into a stage for which they are not ready. 

One way to ensure this is to work collaboratively with the client to develop and offer to 
the client, client-specific and client-friendly goals, objectives, and services. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 5: 
The Morgan Family Case Study 
 

Participants will now use the knowledge about working with clients facing substance use 
concerns that they gained over the past two days to create permanency plan goals, 
objectives, and actions, relating to the Morgan family, that considers the needs of a 

family in which substances play a part. 
 
The trainer asks participants to think back to yesterday and Video #1 (Reflections 

from the Heart of Child).  
 
As we know little of the Morgan family history that occurred before what we saw in the 

video, and the fact that the movie had an open ending in which we do not know the 
outcome of the Morgan family’s situation, participants will come up with their own 
ending for the Morgan family. Participants will create a scenario for what we do not 

know about the family’s prior history with substance use.  
 
The trainer distributes Handout #26 (Morgan Family Case Study) and asks 

participants, on an individual basis, using the handout to read the Morgan Family Case 
Study. The trainer relates that participants have ten minutes to read the case study. 
 

While participants read the case study, the trainer distributes one Handout #27 
(Morgan Family Objectives and Actions) to each table and relates to them that the 
handout that participants have in front of them is the objectives and actions section of 

the Child’s Permanency Plan released by the state and created with Child Welfare and 
other related Professionals from different counties. 
 

Trainer Note: It is possible that some participants, who went through CORE and not 
Charting the Course, are not familiar with the layout of the state Plan. If you see/hear 

enough comments/questions about the plan, allow participants a moment or two to 

familiarize themselves with the layout of the plan. 

 
When participants appear to finish reading the case study, the trainer notes to them that 

they will now create objectives and actions that will lead them to petitioning the court 
either for Ryan’s reunification with his family or placement in an alternate living 
arrangement, in accordance with a concurrent plan that they devise. 

 
The trainer relates that the groups will identify a recorder, reporter, and timekeeper. 
 

Keeping in mind concurrent planning and using the handout, they will have twenty (20) 
minutes to discuss their and create at least four objectives, and related actions, for the 
Morgan family based on the scenario they read, and the events that unfold upon which 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 5: (continued) 
they decide, groups are to decide whether events in the rest of their case cause them to 
petition the court to reunify Ryan with his family or petition the court to place Ryan 

permanently in an alternate living arrangement (adoptive or otherwise). Participants are 
to keep in mind ASFA-guided timelines and ensure that they prepare themselves to 
reveal their goals, objectives, and actions to the larger group considering how they 

attempted to ensure Ryan’s safety, permanency, and well-being while collaborating with 
their Drug and Alcohol and other system partners. 
 

The trainer lectures that he/she might also ask the groups to justify their scenario’s 
outcomes and states that he/she will come around to the groups while they process and 
offer assistance if needed. 

 
The trainer displays PowerPoint Slides #17-18 (Considerations while Writing the 
Plan), tells participants to keep in mind how they would ensure that these items would 

occur, while writing a real plan, and tells them to begin creating their objectives and 
actions, based on whatever goal(s) they choose. 
 

Trainer Note: To ask groups to create objectives and actions in roughly twenty-minutes 
is a daunting task. Ensure that you relate to participants that this is not a true-to-life 
scenario but that the activity offers them some experience with creating substance-use-
related Permanency Plan objectives and actions in an arena where they receive trainer 

guidance. 

 

The trainer, when the twenty minutes expires, or when groups appear to finish earlier, 
reconvenes the groups, has each small group present, discuss their plan objectives and 
actions, as they relate to the goal(s) they decided upon. The trainer also ensures that 

participants considered all the items on the PowerPoint by asking them how they would 
ensure that they consider those items while creating a real plan in the office. 
 

Trainer Note: For participants that decided not to reunify Ryan with his family, ask them 
when they believed reunification would not be a viable option and what steps they plan 

to use to prepare Ryan for his alternate setting. Alternatively, ensure that participants 
mention this information during processing. If no participants looked to the second 
permanency option of their concurrent plan, ensure to mention to participants some of 

the key reasons why one looks to the second option (continued relapse with no 

supports resulting in neglect/abuse, child risk and safety issues, etc.) 

 
The trainer addresses any inaccuracies in participant answers and asks participants if 

they have any comments based on the group’s work. The trainer continues in this 
fashion with the remaining groups until all groups have the opportunity to report. 
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Section VII: Creating and Working the Substance Use-Related 
Concurrent Permanency Plan (continued) 

 

Step 5: (continued) 
Creating permanency plans and contracting with families where chemical dependence 
plays a part is especially challenging since it involves assessment and decision-making 

skills related to issues of safety and risk to the child. Having the framework for 
assessment and planning is essential for the effective provision of services with families 
with chemical dependency. Utilizing the services of our drug and alcohol system 

partners greatly can enhance the ability of the worker and the family to achieve 
reunification, ongoing preservation of the family, or an alternate permanent placement 
that ensures the safety and well-being of the child. 
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Section VIII: The Final Steps in Achieving Child Permanency: Closing 
the Case 

 
Estimated Length of Time: 

40 minutes 
 
Learning Objectives: 

Participants will be able to: 
✓ Relate the timeframe in which agencies can provide services to families after case 

closure 

✓ Discuss post-permanency services available when the family achieves reunification 
✓ Relate post-permanency adoption services available to clients facing substance use 

concerns 

✓ Discuss other post-permanency services available when reunification is not possible 
 
Methods: 

Trainer lecture, large group discussion 
 
Materials Needed: 

✓ Flipchart Stands 
✓ Flipchart Paper 
✓ Markers 

✓ Masking Tape 
✓ Prepared Flipchart “Available Post-Permanency Services” 
✓ Prepared Flipchart “Available Post-Permanency Adoption Services” 

✓ Prepared Flipchart “Available Post-Permanency Services When Reunification and 
Adoption are not Possible” 
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Section VIII: The Final Steps in Achieving Child Permanency: Closing 
the Case (continued) 

 

Outline of the Presentation: 

• Discuss available post-permanency reunification services 

• Discuss available post-permanency adoption services 

• Discuss other available post-permanency services 
 
Step 1: 
Introduction to Section 

 
The final steps involved in achieving child permanency and closing a child’s case are no 
less important than are those already presented. In the previous section, participants 

created permanency plan goals, objectives, and actions for the Morgan family that 
resulted in Ryan Morgan’s permanency. During the final stages of the permanency plan 
process, we had to consider other items such as how to close the case by petitioning 

the court to reunify Ryan with his family or place Ryan in another setting. During the 
permanency planning process, we would also have to consider tasks such as continuing 
to ensure that Ryan’s father maintain sobriety, if you reunified him with his family; or 

how to assist Ryan in his other permanent placement (hopefully an appropriate adoptive 
home) if you did not. Post-permanency services, offered to a family after the agency 
closes the case, are extremely important. 

 
The trainer asks participants what the importance of post-permanency (or in the case or 
juvenile offenders, aftercare) services might be and lists these on a flipchart. 

 
In providing such services, best practice relates that different post-permanency plans 
should exist for each family, especially children with APPLA as a permanency goal, as 

the family will need the most assistance in adjusting to their lives in the system.  
 
Step 2: 

Discussing Available Post-Permanency Reunification Services 
 
The trainer reveals that Item #35 of Pennsylvania’s Child and Family Services Review 

(CFSR) reads: 
 

The State has in place an array of services that assess the strengths and 

needs of children and families and determine other service needs, 
address the needs of families in addition to individual children in order to 
create a safe home environment, enable children to remain safely with 

their parents when reasonable,… 
 
Revealed as a Pennsylvania-strength, Item # 35 of Pennsylvania’s Child and Family 

Services Review (CFSR), relates that 
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Section VIII: The Final Steps in Achieving Child Permanency: Closing 
the Case (continued) 

 
Step 2: (continued) 

The basic service components that stakeholders indicated are available to 
all families included parenting programs (including programs in Spanish), 
substance abuse services, medical services, support groups, services for 

juveniles,... Stakeholders also noted that there are specialized programs 
that strengthen local service delivery options, such as programs for 
addicted mothers with newborns, family support services, fatherhood 

initiatives, and intensive reunification services. 
 
The trainer reveals to participants the “Available Post-Permanency Reunification 

Services” flipchart and asks participants what types of reunification services are 
available to families in their counties. The trainer, as participants offer the different 
services available in their counties, writes the services on the flipchart paper and asks 

participants, “When your agency reunifies children with their families, up to how long 
after reunification do the children have access to services?” 
 

Some services might include: 
 

• family home-based 

• family functional 

• mobile therapy 

• in-home parenting 

• outpatient 
 

 

• crisis intervention 

• wrap-around 

• youth advocacy 

• in-school 

• alcohol services 

Children and their families have at least 6 months after reunification to take advantages 
of services through the agency – although some agencies offer more time. This is 
important to know so child welfare professionals have an idea of how much time they 

have after closing a case to offer services. It is also important that clients know this 
information so they are aware that the agency is not leaving them to fend for 
themselves and fall into possible relapse and into former risk-creating and safety-

compromising behavior patterns. 
 
Step 3: 

Discussing Available Post-Permanency Adoption Services 
 
Item # 35 of Pennsylvania’s Child and Family Services Review (CFSR) revealed, as a 
strength, that Pennsylvania offers many services supporting permanency when 

reunification is not an option including the Statewide Adoption Network (SWAN), the 
Pennsylvania Adoption Exchange (PAE), the One Church One Child Program, and 
independent living services.  
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Section VIII: The Final Steps in Achieving Child Permanency: Closing 
the Case (continued) 

 

Step 3: (continued) 
Pennsylvania also initiated the option of Subsidized Permanent Legal Custodianship. 
 

The trainer reveals to participants the Available Post-Permanency Adoption Services 
flipchart and asks participants what types of services are available to individuals in their 
counties when reunification is not possible. The trainer, as participants offer the different 

services available in their counties, writes the services on the flipchart paper. 
 
Some services might include: 

• Kid’s Peace 

• Life Books 
 
The trainer then moves the Available Post-Permanency Adoption Services flipchart next 

to the Available Reunification Services flipchart. 
 
Many of the post-permanency adoption services offered to Children in Pennsylvania 

primarily derive from the Department of Human Services through with the Statewide 
Adoption Network (SWAN), offered for a period up to 6 months after leaving Children 
and Youth. 
 

Step 4: 

Discussing Other Available Post-Permanency Services 
 

Three other permanency goals exist requiring intensive post-permanency services to 
provide for the welfare of the child and caregivers. These of course are Permanent 

Legal Custodianship (PLC), Fit and Willing Relative, and Another Planned Permanency 
Living Arrangement (APPLA). 
 

The trainer reveals to participants the “Available Post-Permanency Services when 
Reunification and Adoption are not Possible” flipchart and asks participants what types 

of services are available to children/caregivers in their counties when neither 
reunification nor adoption is available. The trainer, as participants offer the different 
services available in their counties, writes the services on the flipchart paper. 

 
Once service in this category includes Independent Living (IL). Many IL services are 
funded via Chafee grants and other funds. The related IL services are made available to 

youth leaving Children and Youth, who “age out” of the system at age 18. Youth using 
IL services may do so from the ages of 18 to 21 years of age, depending on certain 
circumstances such as continued education. To qualify for IL services, a youth needs to 

spend only one day in placement in the care of Children and Youth Services. 
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Section VIII: The Final Steps in Achieving Child Permanency: Closing 
the Case (continued) 

 

Step 4: (continued) 
The trainer moves the “Available Post-Permanency Services when Reunification and 
Adoption are not Possible” flipchart next to the “Available Post-Permanency Adoption 

Services” flipchart. 
 
Step 5: 

Section Summary 
 
The flipcharts participants now see can serve as resources of which they and their 

clients can take advantage. Participants, in revealing resources just now, proved the 
very important fact that child welfare and related professionals serve as their own best 
resources. We all must collaborate in order best to help our clients and provide the 

services they need. 
 
When closing a case, participants must remember to offer clients a similar list of 

resources and services before and upon closing the case, as the agency has little 
influence over the client after closing. Along with offering resources for either 
reunification or post-permanency services, participants must also prepare the child and 

the family of what to expect from taking advantage of such services. Such preparation is 
important as it allows all to become better prepared to face the trials related to the 
possible outcomes one might face. No one service fits all clients and all situations. The 

post-permanency reunification services offered to a former client with substance use 
concerns and their child will probably differ from the services offered when assisting 
caregivers and adoptive family members in assisting the child in coping with their new 

surrounding. 
 
Equally important is the concept that child welfare professionals attend training on what 

community post-permanency resources clients have available to them, how to gain 
access to those resources, and how to prepare clients to use such resources – 
information that this overview unfortunately cannot offer in the limited time available. 

Only through proper preparation, of self, caregiver/family, and of course, child, will such 
post-permanency services have a better chance of success. 
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Section IX: Closing 
 

Estimated Length of Time: 
25 minutes 
 

Learning Objectives: 
Participants will be able to: 
✓ Review key learning points of the training; and, 

✓ Evaluate the training. 
 
Methods: 

Trainer lecture, large group discussion 
 
Materials Needed: 

✓ Evaluation Sheets 
✓ Laptop and LCD Projector/Screen 
✓ PowerPoint Slide #4 (Learning Objectives) (revisited) 

✓ Handout #28 (Transfer of Learning) 
✓ Handout #29 (Web Resource List) 
✓ Handout #30 (References) 
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Section IX: Closing 
 
Outline of the Presentation: 

• Review training learning objectives 

• Using the transfer handout, offer a means of transferring content knowledge to 
participant places of work 

• Ensure participants signed in on day one and initialed on day two 

• Allow participants to complete the evaluation forms 
 
Step 1: 

Reviewing Training Learning Objectives 
 
The trainer displays PowerPoint Slide #4 (Learning Objectives), discusses the 

learning objectives for the workshop, ensures that the group met the objectives, and 
asks the participants whether they have any additional thoughts or questions. The 
trainer addresses those questions/comments he/she can and places on the Parking Lot 

those thoughts or questions that the trainer cannot address. The trainer ensures 
participants that he/she plans to follow up on those comments/questions participants 
brought up during the training that the trainer could not address. 

 
The trainer reads the first item on the WIIFM and asks who offered the item as a training 
need. When the participant reveals himself/herself, the trainer asks the participant 

whether the trainer addressed this need. If the participant reveals that the trainer 
addressed the need, the trainer thanks the participant and reads the next item. If the 
participant relates that, the trainer/curriculum did not address the need, the trainer 

attempts briefly to address the need if possible. If not, the trainer asks the participant to 
place the comment/question on the Parking Lot. The trainer ensures the participant that 
the trainer will address the comment/question via email correspondence or phone call. 

 

Trainer Note: If applicable, the trainer directs the participant to other Program training 

that might address the participant’s need. 

 
Step 2: 
Transfer of Learning 

 
The trainer distributes Handout #28 (Transfer of Learning) and has participants fill in 
their responses the questions. The trainer allows a few minutes for participants 

individually to complete their responses. The trainer, in a round-robin fashion, has 
participants offer at least one piece of information they found useful that they plan to 
use at the office and possibly with clients with whom they now work that face substance 

use concerns. 
 
 

 
 

 



 

The Pennsylvania Child Welfare Resource Center      309: Drug and Alcohol Issues: 
      An Introduction for Child Welfare Professionals 

           Page 95 of 99 

Section IX: Closing (continued) 
 
Step 3: 
Sign-in Sheets 

 
The trainer ensures that participants signed and initialed the sign-in sheet offered at the 
beginning of both days of the training. 

 
Step 4: 
Evaluation Forms 

 
The trainer asks participants to complete the evaluation forms for the workshop, thanks 
them for coming, and offers to them Handout #29 (Web Resource List) and Handout 

#30 (References) to use as further resources at the office. 
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