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LEARNING OBJECTIVES

By participating in this training, you will:

• Become more familiar with substance abuse as a disorder

• Gain knowledge around the history of the disorder and the opioid 
epidemic

• Begin to learn about the road to treatment and recovery
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Presentation Notes
The National Center on Substance Abuse and Child Welfare is a program of the Substance Abuse and Mental Health Services Administration and the Administration on Children, Youth and Families, Children’s Bureau.  For more information and resources, visit us at www.ncsacw.samhsa.gov or ncsacw@cffutures.org



OVERVIEW
PART 1 OF 3-PART SERIES

• Substance Use Disorder (SUD) 
myths

• Language considerations to 
combat stigma 

• History of SUD and the opioid 
epidemic

• SUD terminology

Presenter
Presentation Notes
This is part 1 of a 3-part series addressing substance use disorders and child welfare.  Today we will be discussing the myths associated to substance use disorders, language considerations to combat stigma, the history of substance use disorders and the opioid epidemic and concluding with substance use disorder terminology. Learning Objectives:1. Today we will identify the myths associated with Substance Use Disorders2. Discuss the importance of language and how it can be used to combat the stigmatization of substance use disorders3. Understand the history of substance use disorders and the opioid epidemic, and4. Learn about the clinical definitions and criteria for substance use disorders, the biology of addiction and contributing factors to the diagnoses to further understand the impact substance use disorder can have not only on an individual and their family but on families throughout multiple generations that impact larger communities and contributed to improvements in collaboration at the intersection of the courts, child welfare and substance use treatment. 



UNDERSTANDING THE CHALLENGE

Presenter
Presentation Notes
Approximately 8.3 million children in the US live with one or more adult who is dependent on alcohol or needs treatment for illicit drugs (USDHHS, 2009). Data collected by state child welfare agencies indicate that parental alcohol or drug use was the reason for removal for 39 percent of children removed from their homes and placed in foster care in 2018 (AFCARS Data, 2018 v1).   While the number of children in foster care has decreased in recent years, the percentage of children removed due to parental substance use has increased every year since 2008. 



THE NECESSITY OF 
COLLABORATION

Substance use and child 
maltreatment are often multi-
generational problems that can 
only be addressed through a 
coordinated approach across 
multiple systems to address needs 
of both parents and children.

(Boles, et al., 2012; Dennis, et al., 2015; 
Drabble, 2010)

Presenter
Presentation Notes
The national data regarding substance use disorders and child welfare represent the urgency for dependency courts and child welfare agencies to work in concert with substance abuse treatment professionals and all members of a family to break the multi-generational cycles of this disease and child welfare involvement.  There is a unique window of opportunity created by dependency and child welfare courts to increase understanding of substance use disorders, child welfare, and substance use treatment and collaborate more meaningfully to support family recovery. 



Meaningful collaboration across systems that includes agreement on common 
values, enhanced communication and information sharing, blended funding and data 
collection for shared outcomes…

…results in improved outcomes for families including increased engagement and retention of 
parents in substance use treatment, fewer children removed from parental custody, increased family 
reunification post-removal and fewer children reentering the child welfare system and foster care. 

(Boles, et al., 2012; Dennis, et al., 2015; Drabble, 2010)

Presenter
Presentation Notes
Meaningful collaboration across systems that includes agreement on common values, enhanced communication and information sharing, blended funding and data collection for shared outcomes… Results in improved outcomes for families including increased engagement and retention of parents in substance use treatment, fewer children removed from parental custody, increased family reunification post-removal and fewer children reentering the child welfare system and foster care.



STIGMA AND PERCEPTIONS OF PARENTS 
WITH SUBSTANCE USE DISORDERS

“Once an addict, always and addict.”

“They don’t really want to change.”

“They lie.”

“They must love their drug more than their child.”

“They need to get to rock bottom, before…”

“They made a choice when they picked up to use/drink in the first place.” 

Presenter
Presentation Notes
Parents with substance use disorders are often highly stigmatized.  One of the first steps in building a collaborative relationship with providers who serve these families is identifying the stigma and perceptions about substance use disorders as they relate to children and families.



STIGMA

• Affects the attitudes of…

− Medical and healthcare professionals

− Social service agencies and workers

− Families and friends

• Creates barriers to treatment and impedes access to 
programs

• Influences policies

Presenter
Presentation Notes
Stigma permeates community institutions and affects the attitudes of service professionals and criminal justice agencies and impacts policies.    Stigma discourages people from accessing early treatment and remaining in services.  Stigma also affects the location and access of programs to help people recovery from substance use disorders.



COMBATING STIGMA

 Are you using person-first language?

 Are you using technical language with a single, clear meaning instead of colloquialisms or words with inconsistent 
definitions?

 Are you conflating substance use and a substance use disorder?

 Are you using sensational or fear-based language?

 Are you unintentionally perpetuating drug-related moral panic?

(Center for Substance Abuse Treatment, 2008)

Presenter
Presentation Notes
How can the courts, criminal justice system, child welfare workers and other providers address stigma in their everyday practice?  Words matter.   Consider the language you use when talking about or to families.  Person-first language (for example, a reference to “a person with substance use disorder”) suggests that the person has a problem that can be addressed.  By contrast, calling someone a “drug abuser” implies that the person is the problem.   Consider the difference between the terms “negative urine drug screen” and “clean urine.”  The first is a clear description of test results; the second a value-laden term that implies drug use creates “dirty” urine.  While some substance use may be illegal or unhealthy, we should limit language about substance use disorders exclusively to situations where a clinical diagnosis has been made. Referring to emerging drug threats as “newer”, “bigger”, “scarier”, or “unlike anything ever seen before” can be perceived as inauthentic by people who use those substances.  It further compounds stigma by conveying the message that anyone who uses such a “terrible” substance is stupid, dangerous, or illogical. From publicizing stories about “crack babies” in the 1980s to “opioid babies” today, the tendency toward moral panic has a long history in prevention messaging and media coverage of substance use disorders.  Moral panic inevitably marginalizes people who are vulnerable and often brings their morality or even humanity into question.



LANGUAGE 
CONSIDERATIONS

(White House Office of National Drug Control Policy, 2015)

Presenter
Presentation Notes
The next few slides highlight language changes that can assist in combating stigma.   Review person-first language.



LANGUAGE 
CONSIDERATIONS

(White House Office of National Drug Control Policy, 2015)



LANGUAGE 
CONSIDERATIONS

(White House Office of National Drug Control Policy, 2015)



DRUG EPIDEMICS OF THE DECADES

1970s 1980s–1990s

2000s
2010s

Presenter
Presentation Notes
Families and child welfare agencies have been affected by multiple drug epidemics over the past several decades – cocaine in the late 1980s, methamphetamine in the early 2000s, and now opioids.   Although drug epidemics may shift over time, the child welfare system continues to see families affected by substance use disorders.



DRUG CLASSIFICATIONS

Medications that increase alertness, attention, energy, blood pressure, heart rate, and breathing rate

• Short-term effects: Increased alertness, attention, energy; increased blood pressure and heart rate

• Long-term effects: Heart problems, psychosis, anger, paranoia
Stimulants

Substances that distort the perception of reality

• Short-term effects: increased heart rate, nausea, intensified feelings and sensory experiences, changes in sense 
of time

• Long-term effects: speech problems, memory loss, weight loss, anxiety, depression and suicidal thoughts

Medications that slow brain activity, which makes them useful for treating anxiety and sleep problems

• Short-term effects: Drowsiness, slurred speech, poor concentration, confusion, dizziness, problems with 
movement and memory, lowered blood pressure, slowed breathing

• Long-term effects: Unknown

Central Nervous 
System Depressants

Hallucinogens

(National Institute on Drug Abuse, 2018a; National Institute on Drug Abuse, 2016)

Presenter
Presentation Notes
Drugs both legal and illegal are classified by their chemical structure, mechanism of action, therapeutic effects and/or potential for abuse.  The classifications listed include those that are more commonly seen within the child welfare system. Some examples of stimulants include Adderall, Ritalin, Vyvanse, and Concerta. Examples of Central Nervous System Depressants include alcohol, Valium, Xanax, Librium and barbiturates Examples of Hallucinogens include Ketamine “Special K”, PCP “Angel Dust”, Salvia “Magic Mint” or “Sally-D” and DMT (dimethyltryptamine). 



COMMON SUBSTANCES OF USE

A depressant, which means it slows the function of the central nervous system

• Short-term effects: Reduced inhibitions, slurred speech, motor impairment, confusion, memory problems, 
concentration problems

• Long-term effects: Development of an alcohol use disorder, health problems, increased risk for certain cancers

Alcohol

An opioid drug made from morphine, a natural substance extracted from the seed pod of various opium 
poppy plants

• Short-term effects: Euphoria, dry mouth, itching, nausea, vomiting, analgesia, slowed breathing and heart rate

• Long-term effects: Collapsed veins, abscesses (swollen tissue with pus), infection of the lining and valves in the 
heart, constipation and stomach cramps, liver or kidney disease, pneumonia

A powerfully addictive stimulant drug made from the leaves of the coca plant native to South America

• Short-term effects: Narrowed blood vessels, enlarged pupils, increased body temperature, heart rate, and blood 
pressure, headache, abdominal pain and nausea, euphoria

• Long-term effects: Loss of sense of smell, nosebleeds, nasal damage and trouble swallowing from snorting, 
infection and death of bowel tissue from decreased blood flow

Cocaine

Heroin

(National Institute on Alcohol Abuse and Alcoholism; National Institute on Drug Abuse, 2018a)



COMMON SUBSTANCES OF USE

A stimulant drug chemically related to amphetamine but with stronger effects on the central nervous system

• Short-term effects: Increased wakefulness and physical activity, decreased appetite, increased breathing, heart rate, 
blood pressure, temperature, irregular heartbeat

• Long-term effects: Anxiety, confusion, insomnia, mood problems, violent behavior, paranoia, hallucinations, delusions, 
weight loss

Methamphetamine

Pain relievers with an origin similar to that of heroin.  Opioids can cause euphoria and are often used non-
medically, leading to overdose deaths.

• Short-term effects: Pain relief, drowsiness, nausea, constipation, euphoria, slowed breathing, death

• Long-term effects: Increased risk of overdose or addiction if misused

Made from the hemp plant, cannabis sativa.  The main psychoactive (mind-altering) chemical in marijuana is 
delta-9-tetrahydroncannobinol, or THC.

• Short-term effects: Enhanced sensory perception and euphoria followed by drowsiness/relaxation; slowed reaction 
time; problems with balance and coordination

• Long-term effects: Mental health problems, chronic cough, frequent respiratory infections

Marijuana

Opioids

(National Institute on Drug Abuse, 2018a)

Presenter
Presentation Notes
Street names for Methamphetamine include “speed”, “meth”, and “crank.”  Methamphetamine is used in pill form or in powdered form by snorting or injecting.  Crystallized methamphetamine known as “ice”, “crystal”, or “glass” is a smokable and more powerful form of the drug. Marijuana is the most widely used drug in the United States and tends to be the first illegal (in some states) drug teens use.  It can be either smoked or swallowed.



THE OPIOID EPIDEMIC
OPIOID CRISIS, US DEPARTMENT OF HEALTH AND HUMAN SERVICES, 2018 

Presenter
Presentation Notes
These slides are provided by the US Dept of Health and Human Services Presentation titled “Opioid Crisis” provided by Sharon Amatetti April 2018. 



The opioid
epidemic
by the 
numbers People die from drug 

overdoses a day—116 are 
opioid-related.

Increase in overdose deaths 
2016–2017

Of the population, or 11.5 
million people, have an opioid 
use disorder.

(U.S. Department of Health and Human Services, 2018)

Presenter
Presentation Notes
Most recent death data (April 2018).  Provisional data show that drug overdose deaths occurring in the United States increased by 13% from the 12 months ending in September 2016 to the 12 months ending in September 2017, from 60,147 to 67,944. Drug overdose deaths accounted for 2.5% of deaths in the United States for the 12-month period ending in September 2017. Opioids were involved in more drug overdose deaths in the United States for the 12-month period ending in September 2017 (45,657), up from 39,437 in the previous year. The opioid crisis is pressing, personal, and it’s a priority.  Each day we are losing more than 170 Americans to drug overdoses, and that number continues to grow.  116 of these overdoses are opioid-related. This is the deadliest drug epidemic in our history.  In 2015, 52,404 people died of overdoses in America, the majority of them (33,091) from opioids.   The number of drug overdose deaths rose to 63,632 in 2016 and 42,249 people died from overdoses involving opioids.



The crisis 
in context

Opioid overdose deaths 
at historically high levels

(U.S. Health and Human Services Department, 2018)

Presenter
Presentation Notes
This graph shows the latest in deadly development – the emergence of synthetic opioid like fentanyl.  Note the bottom dark gray line and its dramatically sharp increase in recent years.Zeroing in on opioid deaths, this graph shows how large of a factor opioids and opioid variations are in the steep rise of overdose deaths.Turquoise line – deaths from prescription opioidsYellow line- commonly prescribed opioidsTeal line- heroin deathsDark gray line – synthetic opioids like fentanyl and carfentanyl; note how the epidemic is morphing and how deadly these drugs can be.  Often these synthetic opioids are added to heroin, unbeknown to the person who is using the heroin. Since 2000, more than 300,000 Americans have died from an overdose involving prescription or illicit opioids. Overdose deaths involving prescription opioids have quadrupled since 2000, and deaths involving heroin have increased more than 300% in the past 5 years.Since 2013, we have seen a sharp increase in deaths involving synthetic opioids (e.g., fentanyl and fentanyl analogs); increasing from 5,544 deaths in 2014 to more than 19,000 in 2016.---



THE CRISIS IN CONTEXT 
CONTINUED

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

 An estimated 4%–6% of people who misuse prescription opioids transition to heroin.

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

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

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

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

Presenter
Presentation Notes
Review statistics on opioids and overdose.  Certain areas of the country are more affected by opioids than others.  Highlight that many people first start using prescription opioids, often those originally prescribed by a doctor.



Risk factors 
for misuse

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

opioids first

(U.S. Department of Health and Human Services, 2018; Jones, 2013)

Presenter
Presentation Notes
People can start with being prescribed an opioid for a medical condition.  Some people may start using opioids by taking a friend’s or relative’s prescription.  The prescribed opioid can also be misused (used more frequently or at a higher quantity) People may move on to using heroin, as it is often cheaper and more easily available.  People may use both prescription opioids and heroin, particularly as they develop a substance use disorder.In 2016, more than 11.5 million Americans age 12 and older reported misuse of prescription opioids, and nearly 950,000 reported heroin use in the past year.Slide credit—Grant Baldwin, CDC



OPIOIDS

Derived fully or partially from opium:

 Heroin

 Codeine

 Hydromorphone (Dilaudid)

 Oxycodone (OxyContin, Roxicodone, 
Percodan, Percocet)

 Hydrocodone (Vicodin or Lortab)

 Pentazocine

 Morphine

 Fentanyl (Duragesic, Actiq, Sublimaze)

 Meperidine

 Propoxyphene

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



EFFECTS OF OPIOID USE

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

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

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

(National Institute on Drug Abuse, n.d.)

Presenter
Presentation Notes
A person’s opioid use can lead to a substance use disorder, including the misuse of prescription opioids.  Misuse of an opioid occurs when it is taken in a different way or in a larger quantity than prescribed or taken without a doctor’s prescription.



EFFECTS OF OPIOIDS ON THE BODY

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

 Limbic system: Controls emotions 

 Opioids create feelings of pleasure, relaxation, and contentment.

 Brain stem: Controls things your body does automatically, like 
breathing

 Opioids can slow breathing, stop coughing, and reduce feelings of pain. 

 Spinal cord: Receives sensations from the body before sending them 
to the brain

 Opioids decrease feelings of pain, even after serious injuries.

(National Institute on Drug Abuse, 2018c)

Presenter
Presentation Notes
Opioids look like chemicals in your brain and body that attach to tiny parts on nerve cells called opioid receptors.  When opioids attach to these receptors, they block pain signals sent from the brain to the body and release large amounts of dopamine throughout the body.  This release can strongly reinforce the act of taking the drug, making the user want to repeat the experience.    The main takeaway is that opioids cause people to feel pleasurable effects (relaxed, pain free).  The next few slides highlight the physical, behavioral, and psychosocial signs of opioid use.



SIGNS OF OPIOID USE: PHYSICAL

 Evident elation/euphoria

 Sedation/drowsiness

 Misperception

 Decelerated breathing

 Intermittent nodding off, or loss of 
consciousness

 Dry mouth

 Warm flushing of the skin

(National Institute on Drug Abuse, n.d.) 

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

 Heavy feeling in the arms and legs

 Digestive problems such as nausea, vomiting, 
diarrhea, or constipation

 Weight loss

 Poor hygiene

 Severe itching

 Clouded mental functioning

 Scabs, sores, or puncture wounds suggestive of IV 
drug use

Presenter
Presentation Notes
These are some of the physical symptoms of opioid use; not all physical symptoms are included on the list.   The presence of these symptoms does not necessarily mean a person is using opiates.  If there are some concerns that present physical symptoms may indicate opiate use, a further conversation about your observation is important.



SIGNS OF OPIOID USE: BEHAVIORAL

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

 Poor performance in school or work

 Unexplained periods of absence

 Failure to fulfill personal responsibilities

 Social isolation

 Restlessness

 Lethargy

 Stealing medications from friends and family

(National Institute on Drug Abuse, n.d.) 

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

Presenter
Presentation Notes
These are some of the behavioral signs of opioid or other drug use. If these signs are present, it does not necessarily mean that the person is using opioids or other drugs.  Asking further open-ended questions to learn more about the behavioral signs is important.



SIGNS OF OPIOID USE: PSYCHOSOCIAL

 Mood swings

 Outbursts

 Irritability

 Depression

 Paranoia

 Delusions

 Forgetfulness 

 Increased symptoms of mental illness

(National Institute on Drug Abuse, n.d.) 

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

Presenter
Presentation Notes
These are some of the psychosocial signs of opioid or other drug use.  This is not mean to be a complete list.  If these signs are present, it does not necessarily mean that the person is using opioids or other drugs.  Asking further open-ended questions to learn more about the psychosocial signs is important.



SUBSTANCE USE DISORDER

1. Substance taken in larger amounts over a longer period than was indicated

2. Persistent desire or unsuccessful efforts to cut down or control use

3. Great deal of time spent in activities obtaining substance

4. Craving, or strong desire/urge for substance

5. Failure to fulfill major role obligations at work, school, or home

6. Continued use despite having recurrent social or interpersonal problems

7. Important social, occupational, or recreational activities are given up or reduced

8. Recurrent use in situations that are physically hazardous

9. Continued use despite knowledge of having a problem that is likely caused or 
exacerbated by the substance

10. Tolerance*

11. Withdrawal*

* Not to be met for those taking a substance solely under appropriate medical 
supervision

(Diagnostic and Statistical Manual of Mental Disorders, 5th ed)

Presenter
Presentation Notes
Substance Use Disorder is a chronic disease of the brain, not a moral failing or lack of willpower. Substance Use Disorder is recognized as a medical illness caused by repeated misuse of a substance or substances. The Diagnostic and Statistical Manual of Mental Disorders defines substance use disorder as clinically significant impairment or distress manifested by at least two of eleven criteria occurring within a 12-month period. Discuss how our understanding of addiction has changed over time thanks to scientific advancements.



AMERICAN SOCIETY OF ADDICTION MEDICINE (ASAM)

“Addiction is a treatable, chronic medical disease 
involving complex interactions among brain 
circuits, genetics, the environment, and an 
individual’s life experiences.  People with addiction 
use substances or engage in behaviors that 
become compulsive and often continue despite 
harmful consequences.  Prevention efforts and 
treatment approaches for addiction are generally 
as successful as those for other chronic disease.”

(American Society of Addiction Medicine, 2019)

Presenter
Presentation Notes
Addiction is the most severe form of Substance Use Disorder.  It is a primary, chronic disease of brain reward, motivation, memory, and related circuitry.  Dysfunction in these circuits leads to characteristic biological, psychological, social, and spiritual manifestations.   This is reflected in an individual pathologically pursuing reward and/or relief by substance use and other behaviors. *Definition updated to 2019 Addiction is characterized by inability to consistently abstain, impairment in behavioral control, craving, diminished recognition of significant problems with one’s behaviors and interpersonal relationships, and a dysfunctional emotional response.  Like other chronic diseases, addiction often involves cycles of relapse and remission.  Without treatment or engagement in recovery activities, addiction is progressive and can result in disability or premature death.



SUBSTANCE USE AND ADDICTION

Brain imaging studies show physical changes in areas of 
the brain when a drug is ingested that are critical to: 

 Judgment

 Decision making 

 Learning and memory 

 Behavior control

These changes alter the way the brain works and help 
explain the compulsion and continued use despite 
negative consequences

(National Institute on Drug Abuse, 2018b)

Presenter
Presentation Notes
Dopamine is a neurotransmitter that is released during a pleasurable experience to increase the likelihood of the experience being repeated.  Substance use leads to the release of endorphins and other neurotransmitters, including dopamine, associated with the reward circuit in the brain.  The continued release of dopamine associated with a pleasurable experience leads to changes in the brain that make it easier for the activity to be repeated.  Over time, the brain starts to seek this experience.  Activities associated with the pleasurable experience can trigger cravings even after substance use is stopped. Substance Use Disorder is a chronic, relapsing brain disease that involves changes to the reward circuit of the brain and affects judgment, decision making, learning, memory, and behavior control.  These changes in the brain persist even after substance use has stopped. 



ADDITIONAL STRESSORS

 Co-occurring substance use and mental health disorders

 Limited educational and vocational opportunities

 Limited fiscal resources

 Criminal involvement

 Physical illnesses

 Difficult and traumatic life experiences

(Center for Behavioral Health Statistics and Quality, 2015)

Presenter
Presentation Notes
Co-occurring substance use and mental health disorders such as PTSD, anxiety disorders, depression and bipolar disorder can affect the daily behavior of parents toward their children and their ability to focus on their children’s needs. The relationship between poverty, substance use, and mental health disorders is not well-defined.  Some studies suggest that the stress of the poverty increases the likelihood that substance use and mental health disorders may develop, while some information suggests that substance use and mental health disorders increase the likelihood of poverty.  Either way, having limited educational, vocational, and fiscal resources make the consequences of substance use and mental health disorders more visible- and certainly can affect parents’ ability to earn a living and provide for their children.  Parents may also be involved with the legal system for criminal activities.  These criminal activities may be a result of substance use (e.g., possession of an illegal substance), may be related to an effort to obtain money for purchasing illicit substances (e.g., prostitution or theft), or may be a result of a mental health disorder.  Criminal involvement can affect parents’ ability to provide for their children (because of incarceration) and, depending on the type of criminal involvement (e.g., selling drugs), may put the children at risk through contact with dangerous individuals or dangerous situations.  One caveat, it is important for us to be aware that, despite media attention connecting violence and mental health disorders, the vast majority of people with severe mental health disorders are neither involved in criminal activity nor violent.  If someone with a mental health disorder is incarcerated, it is more likely to be for a crime of noncompliance, such as loitering, trespassing, or resisting authority. Parents with substance use disorders may suffer from a variety of physical health issues- some of which may be a result of their substance use.  However, physical health issues may also be an effect of having limited financial resources and thus lacking appropriate health care.  Physical illness can affect a parent’s stamina and the ability to care for children over a period of time. Difficult and traumatic life experiences- things like childhood experiences of abuse or neglect, domestic violence, or homelessness-may have interrupted the parent’s development as a child.  And they may have deprived them of normal parental role models and life experiences.



Presenter
Presentation Notes
Substance use disorder, contributing factors that may precipitate a diagnosis, the biological cycle of the disease and multitude of ways it can impact families and communities results in a complex algorithm that requires a systematic approach by subject matter experts from all agencies to improve outcomes for children and families through collaboration. Your participation in today’s session demonstrates a piece of the puzzle through information sharing and enhanced communications.   



ADDITIONAL RESOURCES ON COLLABORATION

Web-Based Resource Directory

• Includes research, training materials, webinars and 
videos, site examples and other resources

• Topics include substance use disorders and treatment,  
medication-assisted treatment, infants with prenatal 
substance exposure, and supporting families with 
opioid use disorders 

Technical Assistance

• Identifying values and principles of collaborative 
practice to address differences and develop agency 
values’, missions and mandates

• Examples of effective collaborative practice between 
substance use providers, child welfare and the courts

ncsacw@cffutures.org I  1-866-493-2758  I  https://ncsacw.samhsa.gov/

Presenter
Presentation Notes
For additional resources on collaboration, the NCSACW offers free web based resources, webinars and publications through our web-based resource directory; technical assistance to support the identification of values and principles for collaborative practice and develop agency values’, missions and mandates; provides examples of effective collaborative practice between substance use providers, child welfare and the courts.

mailto:ncsacw@cffutures.org
https://ncsacw.samhsa.gov/




WWW.SITE2MAX.PRO
Free PowerPoint & KeyNote Templates

CONTACT 
US
Sarah Fox, MA

Program Associate

(714) 505-3525

ncsacw@cffutures.org

www.ncsacw.samhsa.gov.

Presenter
Presentation Notes
For additional questions or comments, please visit us at www.ncsacw.samhsa.gov or contact us at ncsacw@cffutures.org

http://www.site2max.pro
http://www.ncsacw.samhsa.gov/


UPCOMING WEBINARS

Date: Topic:

March 17, 2020 Advocating for Indian Children: ICWA and the Role of CASA/GALs

April 22, 2020 Substance Abuse Disorders and Child Welfare, Part 2

June 24, 2020 Substance Abuse Disorders and Child Welfare, Part 3

TBD Substance Abuse Disorders and CASA/GALs: A Local Program Perspective

All are open to CASA/GAL staff and volunteer advocates. 

Visit the 
Member Portal
Events Calendar
latest schedule

Webinars
past session 
materials and 
recordings

https://member.casaforchildren.org/events/
https://member.casaforchildren.org/training/webinars/

	Slide Number 1
	Learning Objectives	
	A thank you to our sponsors	
	NCSACW Presenter
	Acknowledgement
	Overview�Part 1 of 3-part series
	Slide Number 7
	The necessity of Collaboration
	Slide Number 9
	Stigma and perceptions of parents with Substance Use Disorders
	Stigma
	Combating stigma
	Language considerations
	Language considerations
	Language considerations
	Drug epidemics of the decades
	Drug classifications
	Common substances of use
	Common substances of use
	The opioid epidemic
	Slide Number 21
	Slide Number 22
	The crisis in context Continued
	Slide Number 24
	Opioids
	Effects of opioid use
	Effects of Opioids on the body
	Signs of opioid use: Physical
	Signs of opioid use: Behavioral
	Signs of opioid use: psychosocial
	Substance Use Disorder
	American Society of Addiction Medicine (ASAM)
	Substance use and addiction
	Additional stressors
	Slide Number 35
	Additional resources on collaboration
	Slide Number 37
	Slide Number 38
	Upcoming WebinarS

