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Screening and Assessment for Substance Abuse among the Child Welfare Population: Current and Promising Practices, Barriers, and Options


As part of the work program of the Child Welfare Council, Children and Family Futures was requested in December 2008 to review current screening and assessment practices in child welfare and substance abuse treatment agencies and suggest options for improvement. The stated goal of this effort is to improve on a statewide basis the assessment and early intervention with child welfare families who are affected by substance use disorders.[endnoteRef:1] The charge also included a request to address “components beyond screening that may be needed to improve how we deal with families/children impacted by substance abuse in the system.”[endnoteRef:2] [1: 





















































Appendix 7: The Ten Elements of Collaboration

Screening and assessment, in this framework used nationally for facilitating collaboration among child welfare, treatment, and family court agencies, is one of ten “bridges” across the systems. To make major improvements there inevitably affects the others and would need to be reinforced by the others—especially engagement and retention and information systems. The SAFERR process addresses each of these in detail.

















NOTES

 This is the more appropriate and precise term; substance abuse is also used in this paper to refer to SUDs.]  [2:  The five specific tasks referenced in the CWC request were
Identify strong/best practices in the area (both screening and assessment processes) across California;
Identify what has been done to date in evaluating the efficacy of substance abuse screening/assessment processes;
Identify where California is currently—where good practice is being implemented;
Identify issues that have prevented previous efforts to create a more statewide, uniform system in screening, assessment and the use of drug court models;
Identify components beyond screening that may be needed to improve how we deal with families/children impacted by substance abuse in the system (e.g. curricula, training, access to services across varied systems, including: Medi-Cal, state Alcohol and Drug Programs (ADP), Department of Public health programs, etc.)] 


This paper reflects partial feedback from state agencies and selected county child welfare and treatment officials. The scope of the project includes the following:

Screening and assessment for substance use disorders in the child welfare population among parents;
Screening and assessment for the effects of substance use on children among the treatment population; and
Screening and assessment for adolescent substance use, abuse, and dependence among child welfare and other populations

The paper reviews the elements of screening and assessment in the child welfare system, the ways in which substance use is currently detected and recorded in California, models of promising practices in screening and assessment, available materials on the effectiveness of screening and assessment practices, barriers to improvement, and recommendations for change.

The elements of screening and assessment

Screening and assessment are critical elements at the intersection of substance abuse and child maltreatment. Screening and assessment practices, however, are also closely linked to several other features where these two systems interact. These include training, client engagement and retention, information systems, outcomes and accountability, the effectiveness of treatment, and funding strategies.  All of these enable or enhance follow-up on screening and assessment, and thus reforming practice must include addressing these linked areas as well. The emphasis in the original charge to CFF on “components beyond screening” recognized that more than improved screening and assessment is needed for better outcomes across agencies.

In child welfare, screening and assessment take place at multiple points as families are referred to child protective services with allegations of child abuse or neglect. The stages move from the initial report to final permanency determination and follow-up, with the following steps:

Child abuse report
In person safety assessment
In person risk assessment
Family assessment
Case plan
Case plan monitoring
Permanency determination
Family well-being
Outcome monitoring

Moving from the child welfare system through all three of the agencies potentially affected in child maltreatment cases involving substance use disorders—including treatment agencies and the dependency courts—it is possible to frame four processes that all these agencies must address in dealing with these families:

Is there a substance use or child abuse/neglect issue in the family, and if so, what is the immediacy of the issue?

What is the nature and extent of the substance use or child abuse/neglect issue?

What is the response to the substance use or child abuse/neglect issue? Are there demonstrable changes?  Is the family ready for transition and what happens after discharge?

Did the interventions work?[endnoteRef:3] [3:  These are drawn from the SAFERR document. Young, N. K., Nakashian, M., Yeh, S., & Amatetti, S. Screening and Assessment for Family Engagement, Retention, and Recovery (SAFERR). DHHS Pub. No. 07-4261. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2006.  ] 


Appendix 1 illustrates how these questions can be addressed throughout the screening and assessment processes that involve all three agencies. For substance use disorders to be identified requires that these questions be taken seriously at each stage of the process by trained staff, using an interagency protocol that is the basis for a team approach to screening and assessment that builds trust over time, combined with  accountability for responding to the findings of screening and assessment rather than simply “making a referral.” These ingredients are not always present. A self-assessment of current screening and assessment procedures can identify which of these essential ingredients are present, as described in Appendix 2. 

Initial safety and risk screening may identify substance abuse issues if they are highly visible, but typically do not. Recording substance abuse is an option allowed in the Child Welfare Services/Case Management System (CWS/CMS)—but it is voluntary, and most counties do not utilize the available options to record it. However, some counties have decided to supplement the state CWS/CMS system, and others have trained their workers to use pull-down menus and special codes to identify substance-involved cases, as described below. 

The challenge is not only to the front end of the child welfare system. A second arena for screening, the treatment system, requires a focus on children as well as their parents, and is critical to early identification of children needing help. Just as child welfare agencies need to do a better job of identifying substance abuse, so do treatment agencies need to identify the presence of children in the treatment caseload and the need for screening and assessment of those children for the impact of their parents’ substance abuse, including the effects of prenatal and post-natal exposure. The good news is that as of 2006, the CalOMS data system required by SAMHSA, the major federal treatment funding source, asks questions about clients admitted to treatment who have children and who have lost custody. An ADP summary of this data is on the agency’s website.[endnoteRef:4] The system does not yet identify parents referred from the child welfare system; some counties are able to separate this out, however. [4:  Parents in Treatment Fact Sheet http://www.adp.cahwnet.gov/FactSheets/Parents%20In%20Treatment.doc Major findings of the 2006 data set: Of 214,614 admissions to publicly funded AOD treatment in 2006, 86,201 or 40.2 percent were parents of children aged 17 years and younger. The average number of children was approximately 2.5. Of all the parents admitted to treatment, 48.4% or 41,721were female. Of the subset of discharged clients who were screened at admission and discharged from treatment, there was a 6.4% increase in parents who had custody of their children.] 


To a limited extent, screening also takes place in primary care settings, as described by ADP in its website discussion of Screening, Brief Intervention, and Referral to Treatment (SBIRT).[endnoteRef:5] It should also be noted that outside the child welfare system, more active efforts to screen parents in primary care settings would provide an additional “front end” opportunity to identify substance use disorders and refer parents to treatment. [5:  As described at  http://www.adp.state.ca.us/SBI/index.shtml. See also http://sbirt.samhsa.gov . ] 


What levels of substance use disorders are being detected now?

The state’s CFSR self-assessment stated that 70-80% of cases involve parental substance use disorders, but this was based on workers’ comments, not any formal summary of state or local data. As mentioned, the CWS/CMS system leaves identification of substance abuse issues as a voluntary option, resulting in low recording of substance abuse in most counties. The Structured Decision Making (SDM) safety and risk assessment process, as discussed below, asks two questions about substance abuse, but these are also significantly under-reported relative to the CFSR estimates, with rates depending upon the standard of severity used. In 2008, 5.1% of all cases screened in a recent review of SDM data reported substance abuse problems as a safety factor in those cases. One county that did over 13,000 SDM screens in 2007 recorded only 11.9% of primary caretakers having a drug or alcohol problem.

In its most recent report to the federal government on its foster care data, California reported that fewer than 4% of foster care cases have drug or alcohol involvement; in comparison, Oregon reported 66%.  California’s is the lowest rate reported by any state. However, much higher rates are reported in the counties that have most fully implemented enhanced screening and assessment procedures, adopted new practice protocols, and trained and out-stationed staff with the ability to identify and record SUD problems, as described below.

DSS staff have recently developed a very helpful summary of what is available from the CWS/CMS system for each of the four years 2005-2008. Of all open cases, cases in which substance abuse was a reason for intervention averaged 1% in each year; cases in which substance abuse was a secondary reason for removal were 5% in each year; cases in which substance abuse was a contributing factor were 30% in each year; cases in which substance abuse was part of a service plan ranged from 26-28%;  cases in which substance abuse was a factor in planned service activities ranged from 16-20%; cases in which services contacts were recorded for substance abuse ranged from 2-5% (the great majority of these were referrals, however).[endnoteRef:6]  [6:  This data is for all open cases at a point in time (December 31, 2008). When the data is reviewed for ER, FM,and FR cases only, the higher percentages rise to as much as 33% (for planned service activities).] 


To summarize, substance abuse as a factor can be captured in CWS/CMS, but the statewide averages range from as low as 1% to as high as 28% of all cases, depending on how substance abuse is defined as a factor in the case. These statewide averages mask wide variations in different counties’ methods of compiling the data. And none of this data tracks whether these cases resulted in parents actually enrolling in and completing treatment.

One line of this summary includes the totals of severe neglect cases that involved positive tox births; for each of the years, these were 326, 276, 257, and 226. A second set of data recorded cases in which minors were identified with prenatal exposure or other exposure, including fetal alcohol effects; these were 3% each year for an average of approximately 3,600.


Counties that operate family drug courts have developed stronger identification systems for finding cases that meet the court’s eligibility criteria, but in most counties this is only to identify a small segment of the total caseload to be referred to the drug court. The 51 FDCs in California are estimated to serve 4,500 clients annually. In comparison, a recent estimate found that 46,000 parents in the child welfare system need drug or alcohol treatment.[endnoteRef:7] [7:  This estimate was developed by the interagency working group preparing an application for federal designation for In-depth Technical Assistance from the National Center for Substance Abuse and Child Welfare. It starts from the 80,000 children in the dependency system, assumes that total parents in the caseload are 72% of the child population, and assumes that 80% of these parents need treatment, which yields an estimate of 46,080.] 


The barriers that cause this low reporting and response are discussed below. First, the several past efforts to evaluate screening and assessment performance should be reviewed as background to this effort.

Past reviews of screening and assessment for substance use disorders

The issues of screening and assessment have been addressed in previous policy reviews, including the multi-year Child Welfare Redesign effort. As stated in the final report of the Working Group on AOD (Alcohol and Other Drug) issues to the CWS Redesign group in 2003, 

A threshold issue is whether AOD problems remain “an optional field” in the CWS/CMS, since the best possible screening and assessment tools are irrelevant if the basic data system for child welfare does not systematically record the incidence of AOD abuse [p 11].

The State Interagency Team (SIT) survey 

In 2007, the SIT conducted a survey of the screening and assessment practices of a small number of counties. The survey concluded that there was a lack of uniform standards for screening of AOD use, variations in the tools used, inconsistent written policies on screening, and differences in policies among agencies in the same county. The conclusions concerning child welfare screening indicated that all of the six counties surveyed “do at least some kind of screening for AOD use” and “most of them refer parents to another agency for assessment.” No aggregate data on prevalence in these counties was collected in the survey.

The findings included 

• Lack of uniform standards for the screening of AOD use, including benchmarks and outcomes.
• Variation in the tools used to screen.
• Inconsistent presence of written policies for screening, referral and tracking of referrals.
• Variation in the definitions of screening and assessment.
• Variation in how youth populations are defined. For example, one county defined youth as 12 to 21 years old and another county defined youth as 10 to 21 years old.
• Differences in practice among agencies within the same county.

As a followup to this review, ADP developed standard definitions of screening and assessment, which were endorsed by the SIT Working Group in August 2007.[endnoteRef:8] A recommendation was also made to work with associations of county directors of child welfare and treatment agencies on screening and assessment issues. [8:  http://www.adp.cahwnet.gov/youth/SIT_Screen_Def.shtml ] 


The Structured Decision-making review

In 2004, DSS reviewed a year’s worth of SDM data from counties for calendar year 2003. Caretaker substance abuse was identified as a safety factor in only 4.7% of all cases (out of 91,669 cases screened), but it was a factor in 33.5% of the cases where children were removed. Where caretaker substance abuse was a safety factor, children were removed 46.3% of the time.
Strengths and needs assessments were completed for a small number (4,286 caretakers and 7,044 children) of the total referred cases, showing that the most prevalent priority needs for caretakers included parenting skills (46.9%), substance abuse (39.8%), and mental health (27.3%).  

A fuller picture of the potential for SDM analysis emerged from a recent review of 2008 cases. 

In SDM, substance abuse is assessed with three separate tools that are used from the time a suspected child abuse case is reported until a case is closed.  
o   Safety Assessment tool – substance abuse is defined as alcohol/drug abuse to the extent that control of the caregiver’s actions are significantly impaired and as a result, the caregiver is unable or will likely be unable to care for the child, has harmed the child, or is likely to  harm the child.
o   Risk Assessment tool – substance abuse includes current or past alcohol/drug abuse that interferes with the caregiver’s or the family’s functioning such that without agency intervention a child in the household may be abused or neglected in the next 18 to 24 months.
o   Family Strengths and Needs Assessment (FSNA) tool – the FSNA is used to assess the family at the initial case plan and every six months for case plan updates to assess the top priority needs.  The tool identifies if substance abuse is a priority family need (i.e., the family is or should be currently working on their substance abuse issue).  Also, substance abuse/use is documented as a need in a family whether it rises to one of the top priority needs or not.
 
Substance abuse was identified as a safety factor in 5.1% of the cases reviewed in 2008, as a risk factor in 20.7% of the cases reviewed, as a priority family need in 29.4% of the cases reviewed and as a family need in 31.6% of the cases reviewed.[endnoteRef:9] Although the largest number was only 9,286 cases, if those rates are applied to the full 212,895 cases accepted for investigation, a total of 44,069 cases involved substance abuse as a risk factor and 62,591cases involved substance abuse as a priority family need.[endnoteRef:10] [9:  Number/Total cases reviewed: Safety: 8791/173,910; Risk: 28,184/135,979; Priority need: 8,636 /29,344; need: 9,286/29,344.  Data from “Substance Abuse Rates in SDM® Counties,” Children’s Research Center, May 19, 2009.]  [10:  This range of 44-63,000 cases can be compared with the earlier mentioned estimate by the state IDTA team that 46,000 parents needed treatment services. However, cases may involve more than one parent and more than one child, suggesting that the higher number may be more appropriate as an estimate of need.] 


It is important to point out that identifying substance abuse as a factor in a child welfare case is not the same thing as a treatment assessment. A qualified substance abuse specialist is the ideal professional to assess the level of severity and type of placement that is appropriate for a parent with a substance use disorder.

As noted by the developers of the SDM process, the methods for identifying substance abuse can be improved.  In a recent discussion of the low identification of substance abuse in SDM screening, SDM’s sponsors cited the SAFERR guidebook described below as a source of specific advice on how to ask questions in an appropriate way that is more likely to produce accurate responses.[endnoteRef:11] DSS staff indicated that at present they are  [11:  R. Freitag, “Getting Accurate Answers to SDM Questions,”  SDM News, September 2007, Children’s Research Center, p. 4 http://www.nccd-crc.org/crc/pubs/sdmnewsseptember07.pdf ] 


working on developing additional SDM curriculum for CWS Social workers and supervisors with the objectives to a) increase knowledge of substance use/abuse for emergency response workers to conduct effective assessments and make appropriate decisions, b) increase accuracy of SDM safety and risk assessment items related to substance abuse, c) strengthen capacity to develop safety interventions when substance abuse is a safety threat, d) increase skill engaging higher risk substance involved families in services.[endnoteRef:12]    [12:  Personal communication, May 22, 2009] 


	Screening for adolescents

On the treatment side, in 2004, the California Alcohol and Drug Policy Institute, an organization formed by the county directors of treatment programs (CADPAAC), published a report prepared by the Public Health Institute on adolescent treatment which reviewed the adequacy of treatment and included a discussion of screening efforts.  The conclusion was that 

Few counties have developed countywide screening and referral, or centralized AOD
access units serving youth. Most areas continue to have fragmented referral and
placement relationships, often based on criteria of convenience rather than the client’s
interest. The individual provider often conducts assessments solely after admission.
County AOD administrators obviously have a major role to play in determining the
proper place for each treatment program in the county’s referral network. However,
referring agencies have tended to develop their own criteria for placement rather than
delegating this role to the AOD system.[endnoteRef:13] [13:  D. Klein and P. Shane with G. Barry, (2004) Adolescent Substance Abuse Needs and Services Planning Final Report, Public Health Institute and the Alcohol and Drug Policy Institute.] 


Based on these findings, the report recommended that 

procedures for early identification of AOD problems and linkages to the treatment system should be developed in schools and other settings where youth receive services. Throughout the network of youth-serving agencies, evidence-based protocols for screening, assessment and referral should be collaboratively adopted.

Few counties have adopted such procedures, however.

Based on screening of nearly 3,000 California youth in juvenile justice programs, continuation schools, and mainstream high schools in nine counties, youth screened anonymously using the MAYSI instrument (originally developed in Massachusetts) were determined to be using alcohol and drugs at higher rates than comparable youth in previous research.[endnoteRef:14] The higher-risk youth reported rates of alcohol and drug use from 55 to 72%. A recent review of the status of the 1,700 youth coming out of state correctional facilities each year estimated that 70% have mental health treatment needs and 80% have histories of substance abuse.[endnoteRef:15] [14:  E. Shulman and E. Cauffman, (2006) MAYSI~2 Statewide Screening – California Description of Alcohol / Drug Use & Mental Health Symptoms Among Youth as Identified by the Massachusetts Youth Screening Instrument~2. University of California, Irvine.]  [15:  http://www.cjcj.org/files/CJJRPBrochure.pdf   California Juvenile Justice Reentry Partnership, May 2007.] 




Screening as the Front End of the Funnel

A graphic depiction of the screening and assessment task as it relates to the rest of the system can be done as an analysis of “drop-off points,” as shown in Figure 1. The value of this graphic, which includes hypothetical numbers, is that it makes clear that however broad the “funnel” at the top of the screening process, it is what happens at the end that matters most, because the final outcomes of reunification, permanency, and recovery are directly affected by the retention rates 

Figure 1: The Dropoff Points Analysis 























of parents as they move through the system. If counties were to develop similar charts using actual numbers, the key points at which treatment clients tend to drop out would be identified, and corrective action could be taken to keep clients in the system after they have been screened and assessed.

The Redesign report also dealt with this issue:

A specific “flow map” of the movement of clients from the CWS to the AOD system and the 
dependency courts may also help staff in all of these agencies and in the wider community to understand how children and their parents are served at different points in the system.  A further refinement of this chart, which a few counties have achieved, is a map of the “dropoff points” in the system, enabling planners of CWS reforms to understand the difference between a need for AOD treatment services and the considerably smaller group of clients who are identified with AOD problems, referred, enrolled in treatment, and who successfully complete treatment.

But at present very few counties have developed such a map of the actual flow and volume of clients moving from child welfare through the court system, on to treatment agencies and back into the child welfare system. This is not just a failing of the screening and assessment systems; it is a shortcoming of the entire client information system as well, and it undermines the effort to track clients’ progress and ensure accountability for outcomes.

References in the State’s Program Improvement Plan

The State’s PIP, in response to the federal Child and Family Services Review, was submitted in September 2008. Its six strategies included three that touch on S&A issues:

Expand options and create flexibility for services and supports: Building on existing approaches, improve ways of obtaining services and better coordinate services through interdepartmental coordination and collaborations with community-based groups and programs designed to ensure comprehensive support services.
Sustain and expand training for child welfare staff and supervisors: Improve training for probation and child welfare workers.
Strengthen implementation of the statewide safety assessment system: The standardized process should ensure that families are systematically assessed for safety, risks and needs throughout the life of the case.  

The most recent revision of the PIP refers to work within the Child Welfare Council on expanding treatment options and the designation of the State as a participant in the In Depth Technical Assistance project of the National Center on Substance Abuse and Child Welfare. But there are no explicit references to improving screening and assessment for substance use disorders in the PIP, and the subject has not been discussed with federal reviewers.

County-level Practices: Approaches to Improvement

Counties in California that have improved their screening and assessment practices have adopted at least five separate approaches:

Changing the forms:  Some of the family drug courts have developed additional intake cover sheets that collect data on substance abuse and children’s status that are more detailed than either CWS/CMS or CalOMS now requires, as described in the following section.
Improving training:  In a few counties, training has focused on methods of using the pull-down menus in CWS/CMS and special codes to record AOD involvement; the Central California Training Academy has the best-developed model of such training. Other counties have used federal IV-E funding for training workers in how to recognize and respond to signs of substance abuse as they perform initial screenings.
Out-stationing workers: Out-stationed workers from treatment agencies who have substance abuse skills—variously titled recovery coaches, early intervention specialists, and “mentor moms”—have been assigned to child welfare intake units and to courts to perform more detailed assessments and follow-up once child welfare workers have recognized SA issues. In other systems, the roles of these substance abuse specialists are restricted to screening when child welfare workers suspect substance abuse is involved in the case, with child welfare workers partnering with these out-stationed workers when additional expertise is needed.
Using a comprehensive planning process: Using a process first developed in Michigan and Maine, four Northern California counties are currently using a document prepared by the National Center on Substance Abuse and Child Welfare (NCSACW) titled Screening and Assessment for Family Engagement, Retention and Recovery (SAFERR) to reconfigure their screening and assessment practices using a three-year grant from the U.S. Children’s Bureau’s Regional Partnership Grant program.[endnoteRef:16]The SAFERR report is discussed further in Appendix 1.Some of these states and other sites have developed protocols that govern the interactions between child welfare, treatment, and court staff in the early stages of screening and assessment; examples of these protocols are included in Appendix 3. [16:  The SAFERR document is available from the National Center on Substance Abuse and Child Welfare at http://www.ncsacw.samhsa.gov .  Young, N. K., Nakashian, M., Yeh, S., & Amatetti, S. Screening and Assessment for Family Engagement, Retention, and Recovery (SAFERR). DHHS Pub. No. 07-4261. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2006.  A training session based on SAFERR is at http://www.ncsacw.samhsa.gov/files/videos/Webinar%207-17-07.wmv ] 

Extracting data from current information systems: Although flawed, more information about substance abuse is available in current systems than is typically analyzed for trend lines. For example, one county (Orange) was able to develop the following information based on data collected from CWS/CMS. While representing a fairly small segment of the total caseload, the data from both child welfare and treatment agencies is a helpful picture of what services were sought and what kinds of treatment were assessed as necessary.
	2007 CWS/CMS Data
	2007 CalOMs Data

	Among the 1,566 parents involved in substance abuse programs planned activities:
92% referred for substance abuse testing (1,436)
62% referred for outpatient treatment  (974)
3% referred for inpatient treatment  (40)
1% referred for substance abuse services (162)
56% referred to 12-Step Program (870)
71% were referred to participate in more than one type of program
	Among the 3,646 adults with at least one child
71% received outpatient services (2,594)
15% received residential treatment  (556)
17% received residential detox (496)
3% CalWorks recipients (144)
2% Treatment under CalWorks welfare-to-work (71)


 

Another county (Santa Cruz) analyzed the caseload for a single month to determine how many families in CWS/CMS were recorded as needing treatment services and whether they entered treatment, as part of its preparation of the Services Improvement Plan for the state’s CFSR process. 
There are numerous screening tools that have been summarized at ADP’s website and in the survey done by the State Interagency Team.[endnoteRef:17]  The website mentions the Substance Abuse Subtle Screening Inventory (SASSI), the Drug Abuse Screening Test (DAST), the CAGE Questionnaire, the Alcohol Use Disorders Identification Test (AUDIT), the Michigan Alcohol Screening Test (MAST), and the Alcohol, Smoking, and Substance Involvement Screening Test (ASSIST). After an extensive planning process, Maine made a decision to use the 6-question UNCOPE tool on a statewide basis as its core screening tool, accompanied by expanded training efforts, which resulted in a 99% increase in referrals from child welfare to treatment. California counties use several of these tools at different stages of the screening process. In more detailed assessment processes, the Addiction Severity Index (ASI) and the American Society of Addiction Medicine Patient Placement Criteria (ASAM-PPC) are widely used in the treatment field to determine the severity of the problem across different domains and the appropriate level of care. [17:  http://www.adp.state.ca.us/youth/SIT_Screen_Def.shtml  ] 

But what should be emphasized is that no single tool is significantly more effective than any other in determining the extent of substance use in initial screening. More importantly, the key ingredients in effective screening of child welfare clients are not the tools used but the training of the workers and their functioning as part of a larger team that has developed experience and trust in working with each other under agreed-upon interagency procedures and protocols.
It is not possible to point to a California county that is a model that should be adapted for use in all counties. Several counties have developed screening and assessment practices that are worth careful review, but none have yet developed baseline measures for the full range of child welfare clients needing substance abuse treatment. Again, baseline measures are critical in determining whether the processes of screening and assessment are affecting the outcomes of screening and assessment in terms of treatment outcomes and child welfare outcomes.

But it is possible to draw upon county practices to specify the key ingredients of better practice in screening and assessment. The attached checklist of practices at Appendix 2 reflects such a compilation of those ingredients, which can be summarized as follows:

Adequate staff training in screening and assessment
Interagency staffing support, either out-stationed or as part of an interagency team, to enable experienced staff to do substance use assessments 
Interagency protocols that make clear who should be screened for substance use disorders, when they should be screened, by whom, using which tools, how results of the screening are to be recorded, and what are the intended next steps after a referral is made
Annual reviews of baseline results of screening, referrals, treatment, and child welfare outcomes for those parents in the child welfare system who need treatment services, as a critical accountability mechanism to review progress


Outside the child welfare system—but in a population that is definitely at risk for maltreatment—prenatal screening for substance exposure has been intensified in thirty counties, with results from screening nearly 80,000 pregnant women in a majority of those counties recently published by the State Department of Public Health.[endnoteRef:18] These practices are discussed below in more detail. [18:  This study is available at  http://www.cdph. ca.gov/HealthInfo/healthyliving/ childfamily/ Documents/ MO-ChasnoffPerin atalSubstanceUse ScreeningReport- 10-24-08. pdf.] 


In treatment agencies, some county programs and county-funded programs have adopted the principles of comprehensive family treatment, which include 

In family-centered treatment the Comprehensive Model is expanded to include
individualized screening, assessment, and case planning for each member of 
the family.[endnoteRef:19] [19:  Werner, D., Young, N.K., Dennis, K, & Amatetti, S.. Family-Centered Treatment for Women with Substance Use Disorders – History, Key Elements and Challenges. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, 2007. 2] 


In Fresno, Westcare, a local treatment provider, uses child development specialists to screen and assess children affected by substance abuse; in Marin, Centerpoint, a treatment agency, provides similar services.  Both programs are part of the federal Regional Partnership Grant program funded by the Children’s Bureau, which funds nine projects in California over a five-year period. Other model treatment programs in California include Shields (which is also a Children’s Bureau grantee) and Prototypes, which both conduct extensive child developmental screening and follow-up intervention services. Appendix 5 describes in more detail the screening and assessment practices of the nine Regional Partnership Grant sites in California.

Differential Response as a screening and assessment reform

Differential response (DR) is a result of screening, rather than a method of screening. But since our topic concerns the detection and recording of substance abuse, differential response is an important variation on screening that needs to be examined. From the vantage point of substance use disorders, differential response can be seen as an approach that distinguishes less urgent cases from those that have higher risk and safety issues. DR is sometimes described as an assessment and services track, rather than an investigation track.[endnoteRef:20] The relevant questions in terms of substance abuse are whether SUDs got recorded, referrals were made, and whether effective treatment was provided when needed. [20:  J. Waldfogel, “The Future of Child Protection Revisited,” (2008) in Child Welfare Research: Advances in Practice and Policy, edited by D. Lindsay and A. Shlonsky. Oxford Universioty POress.] 


In one county, using a social matrix model, four categories of substance abuse involvement make up one of twelve areas of family strength that are assessed in differential response. This county has not yet aggregated this data, however, so there is no knowledge base about how frequently DR cases involve substance abuse in that county. In another county that is using a differential system, a single question on the forms asks if the worker has any knowledge of whether any member of the family “exhibits signs of substance abuse.” But county senior staff admit that the form is filled out inconsistently and acknowledge that they have no aggregate data at present on what percentages result from these questions or which differential tracks families are referred to based on responses to these questions.

In Los Angeles County, one of the federally funded Regional Partnership Grants, Shields for Families, is a formal community partner for the county’s differential response system. There is no available statewide data, however, on how many treatment agencies are included as community partners in DR systems. A review of available services in another County concluded, however, that “additional resources and preventive services for adults are needed in key areas, including substance abuse.” [San Mateo SPHERE study] And a statewide review of DR in California suggested that County Boards of Supervisors “consider giving priority for substance abuse treatment to families with children.” But there has been no assessment of whether this has happened, or what level of need for substance abuse treatment for Path 1 (and other) families has been documented by DR procedures.

Arguably the classic case of Path 1 responses is substance-exposed newborns. These are cases that clearly need help but may not require a formal CPS case response (beyond the CAPTA-required notification of CPS)[endnoteRef:21] if the mother voluntarily enters treatment, assuming no reports of prior affected siblings. These cases could be handled with early intervention services and treatment for the mother. But Path 1 reporting includes no information about SEN caseloads in California counties. [21:  The Child Abuse Prevention and Treatment Act (CAPTA) requires the state receiving funds to certify that it has a plan in place to report drug-affected newborns to the child protective services agency. In California, neither counties nor the state report totals of such referrals.] 


Screening in Prevention Models

Given the importance of “front-end” efforts to work with families before they enter the child welfare system, as well as the pending expansion of federal funding for home visiting programs that seek prevention goals, it is important to review how well these programs identify and respond to substance use disorders. The track record in home visiting with respect to screening and responding to substance abuse is mixed at best. One recent evaluation of a home visiting model concluded that the model being reviewed should not be used for families involved with substance abuse.[endnoteRef:22] Given the estimate in the state’s self-assessment document for the federal Child and Family Services Review that as many as 80% of child welfare cases involve substance abuse, excluding those cases would greatly limit the effectiveness of home visiting models that do not address those issues. [22:  This was an evaluation of the SafeCare model which is in use in California. Donohue, B., Romero, V., & Hill, H. H. (2006). Treatment of co-occurring child maltreatment and substance abuse. Aggression and Violent Behavior, 11(6), 626-640. : “Moreover, substance abuse specific interventions have not been developed for use within this model. Indeed, when substance abuse is identified to occur, the individual is referred to a substance abuse 
provider in the community, or is denied from enrolling in Project SafeCare if the substance abuser is not enrolled in a substance abuse program (see Gershater-Molko et al., 2003). Therefore, although the intervention components of Project SafeCare appear promising, the investigators do not recommend its use for substance abuse issues.”] 


County Practices: Screening and Assessment in Family Drug Court Models

Because Family Drug Courts (FDCs) serve a relatively small segment of the child welfare population affected by substance abuse, the initial screening identification and further assessment of those clients is an important part of deciding who “gets in the door” of those systems. The Administrative Office of the Courts has identified 51 FDCs in California serving approximately 4,500 clients a year. These range from the largest systems in San Diego, Sacramento, Santa Clara and a few other sites with as many as 300 clients a year to some FDCs as small as 25 clients a year.[endnoteRef:23] The average annual enrollment, according to the AOC, is 88 clients.  [23:  These are numbers of parents; the number of children involved in DDC cases is a larger number because on average, .62 parents are involved with each child (this ratio is based on Sacramento’s model; statewide numbers are not available, but an estimate from the family drug courts was .8).] 


The screening and assessment methods in these FDCs vary, but the Specialized Treatment and Recovery Services (STARS) model in Sacramento is perhaps the best-developed.  An Early Intervention Specialist (EIS), a Master's level social worker employed by CPS, administers the Sacramento County Alcohol and Other Drug (AOD) Preliminary Assessment  during a personal interview with parents whose substance use has been indicated by the front-line worker.  Based on the results of the preliminary assessment, the EIS worker will make an expedited referral to the appropriate level of substance abuse care. The treatment provider conducts a more indepth assessment as part of an initial psychosocial evaluation. STARS, a contracted treatment agency, provides Sacramento County Child Protective Services and the Dependency Courts comprehensive case management services for the Alcohol and Other Drug components of case plans. The STARS Twice-Monthly Progress Report is completed by Recovery Specialists who are assigned to each parent with a substance use disorder in the Sacramento County Court system. The Recovery Specialist is responsible for AOD services provided by STARS to FDC clients. The twice-monthly form reports on objective indicators of the progress of parents in treatment. This report is delivered bimonthly to the case-carrying social worker, the parent’s attorney, and the court. This process makes clear that the follow-up to initial screening and assessment is as critical to ensuring access to and completion of effective treatment as the initial screening itself.

Despite the solid evaluations of some FDCs, the issue of their scale and replicability is relevant. In California, the 4,500 figure cited as the total of clients entering the FDC system annually represents approximately 9.8% of the total number of parents in the child welfare system who have substance abuse problems serious enough to affect final outcomes for their children. The ingredients of FDCs include individualized attention and court oversight at a level that is considerably more intense than in normal operations of courts and child welfare systems.[endnoteRef:24] That intensity and its costs raise the issue of how widely the model can be expanded with such intensity and fidelity to the original model. The implications of the scale issue for screening and assessment is to raise the question of which clients are screened in, and which are screened out or do not choose to enroll in the first place. Even in the largest models, the total caseload approximates only one-third of the child welfare system-linked parents needing treatment.  [24: “ This traditional model includes a focus on mothers whose children have been removed from their care, and involves frequent court appearances, timely access to quality treatment services, and a focus on longer term support for mothers as they work towards recovery.” NPC eval p. 65] 


Screening and Assessment, Other Elements of Collaboration, and Child Welfare Outcomes

Screening and assessment is far less effective in isolation than when it is linked to efforts to make sure that parents and children actually get services as a result of screening. The payoff is in using screening and assessment at the front end of the system to identify the services and supports needed to achieve faster, better decisions about children and families. The premise underlying greater attention to screening and assessment  is that better  screening and assessment lead to an improved likelihood that parents will get into a good treatment program in a timely manner and will be reunified with their children—or that faster decisions about permanency will be made if parents are not making progress toward recovery or minimal compliance with treatment requirements.

So reforming screening and assessment needs to be measured against the final outcomes they make possible—not just against baselines for past screening efforts. That means information systems reforms must reinforce screening and assessment reforms to determine if screening and assessment changes are having an effect. Better screening and assessment depends in part on improvements in information systems’ capacity to monitor whether earlier identification in fact results in access to treatment and ultimately better child welfare outcomes.

It also means, logically, that better screening and assessment is likely to result in identifying more children and parents who need help, with obvious consequences for the systems that are supposed to help them.  Screening reforms potentially test the capacity of the treatment system, as well as the willingness of the clients to enter and remain in the system. Thus client engagement and retention become critical follow-up ingredients to improved screening and assessment. At the same time, planners should conduct a serious review of the need, demand, and capacity of the treatment system to respond to referrals of newly identified clients.[endnoteRef:25]  [25:  With support from the California Endowment, a report was published by Children and Family Futures in 2003 that developed these distinctions among the treatment system’s responses to (1) client need (either as screened or estimated) and (2) demand (those clients actually enrolling or mandated to enroll) as it relates to (3) treatment capacity (both the actual number of slots and the ability to provide effective treatment according to standards in the field). See “A Planning Approach for Assessing County-Level Need, Demand, and Capacity in Drug and Alcohol Treatment Services in California,” at www.cffutures.org.  ] 


In considering possible increases in the total of parents identified needing treatment compared with the current capacity of the treatment system, an important baseline is the estimate of 46,000 parents in the child welfare system needing treatment, which was developed by the state interagency team participating in the ongoing In-depth Technical Assistance project. That level of need can be compared with the total number of parents annually entering the treatment system. As noted above, in 2006, 86,201 of the 214,614 admissions to publicly funded treatment in California were parents of children aged 17 years and younger, and 48.4% of those parents (41,721) were female. Although the number of those admissions who were referred from the child welfare system is unknown, the totals suggest that the treatment gap is not so much a matter of missing resources as it is a matter of the priority given to identifying, tracking, and retaining these parents in effective treatment programs.[endnoteRef:26] A review of the priority access issue and experience in other states has been provided separately to CWC staff. [26:  The total need is even smaller if the current SDM rate of need of treatment of 39.8% is used; this yields a total need of only 22,925 slots. If the estimate of 4,500 clients in the FDCs is factored in, the treatment gap becomes only 18,425, which is only 8.6% of total treatment slots. If the interagency team’s estimate is used, with 80% of all parents needing treatment, the unmet need is 41,500, or 19.3% of total available slots (reduced by the unknown number of child welfare parents who entered treatment).] 


In work with states and localities throughout the nation, the National Center on Substance Abuse and Child Welfare has developed a framework of ten elements of collaboration that includes screening and assessment as one of those ten elements. Several of the other elements are essential to implementing screening and assessment reforms, including training, information systems, clarifying values and underlying principles, and agreeing on final shared outcomes across the three major partner agencies—courts, child welfare and treatment agencies. These elements are listed in Appendix 7. Any efforts to improve screening and assessment practices should review the connections between those reforms and these other areas of interagency collaboration, using a matrix that lists the changes in the other nine areas that would reinforce the screening and assessment reforms.   

An especially important linkage in anticipating the results of improved screening and assessment is the connection between those processes and the quality of the treatment to which an increased number of parents would be referred. Increasing referrals to inadequate treatment will not automatically increase positive outcomes for those clients. It should be emphasized that the typical client in California is a re-entry client, not a first- time admission, as ADP reports and prior analysis of CADDS/CalOMS data make clear. Those “repeat customers” are both a sign of progress—since the total amount of time in treatment is an indicator of treatment success—and an indicator that some programs may not be adequate in dosage or quality to produce good outcomes. In addition, many programs are not well-equipped to deal with child welfare-referred clients, as discussed by a recent article reviewing California data on reunifications of parents referred to treatment programs.[endnoteRef:27] These clients often have co-occurring problems, as the Grella-Needell article makes clear, and require an intensity of services and aftercare support that is not typical of treatment programs. The higher costs of programs with that level of intensity should be analyzed in light of the benefits that would result if fewer clients were sent to inadequate programs who then require additional treatment because of these programs’ shortcomings. [27:  C. Grella, B. Needell, Y. Shi, and Y-I. Hser. Do drug treatment services predict reunification outcomes of mothers and their children in child welfare? Journal of Substance Abuse Treatment April 2009. 
An earlier assessment of treatment programs by Christine Grella of UCLA in 2004 found that fewer than half of all substance abuse treatment programs actually provide parenting or family-related services, and those services were not necessarily implemented in ways that address the needs of child welfare clients. Grella and Greenwell, (2004) Substance abuse treatment for women: changes in settings where women received treatment and types of services provided.  Journal of Behavioral Health Services and Research 31 367-383.
An assessment of California treatment programs for ADP in 2006 noted that of the programs serving women, 45 percent do not provide employment assistance, 28 percent offer no family counseling, 68 percent do not offer mental health assessments, 26 percent do not offer housing assistance, and 72 percent do not provide child care. Perinatal Environmental Scan , (2006) Children and Family Futures, Irvine, Ca.] 


Screening for Co-occurring Problems

Due to the widespread recognition of the co-occurrence of substance abuse, family violence, mental illness, and poverty, some screening efforts have sought to widen the lens of screening to detect and record these co-occurring disorders (COD). If a better job were done in screening for and recording substance use disorders, it is likely that the correlated effects of SUDs among  parents in the child welfare system would also be detected more often. Twenty states are using the Dual Diagnosis Capability in Addiction Treatment (DDCAT) tool to guide the development of standardized treatment services by providers serving individuals with COD. This tool is described in more detail at the ADP website.[endnoteRef:28]But with respect to individual screening tools, the joint report by ADP and DMH on COD issues in 2004 recommended integrated assessments, but did not suggest any screening or tools that could identify co-occurring disorders. A federal report on COD issued in 2005 discussed screening and assessment tools, but primarily from the vantage point of substance abuse treatment providers. This report concluded that “there is no single gold standard assessment tool for COD.”[endnoteRef:29] [28:  http://www.adp.cahwnet.gov/COD/ddcat.shtml ]  [29:  Substance Abuse Treatment for Persons With Co-Occurring Disorders, Number 42 in the Treatment
Improvement Protocol (TIP) series published by the Center for Substance Abuse Treatment (CSAT),
Substance Abuse and Mental Health Services Administration (SAMHSA).  p. 69] 


The Family Violence Prevention Fund in San Francisco has pioneered use of tools that identify child maltreatment and domestic violence, including training domestic violence prevention specialists who can provide the linkage between the two areas.


The Role of Drug Testing in Ongoing Screening and Case Monitoring

In many settings, drug testing is one element of screening and ongoing monitoring of clients to determine whether they are in compliance with treatment or diversion programs. A recent review of drug testing policies and practice by the NCSACW summarized the optimum uses of drug testing:

Drug tests and their results should only be one component in the identification of safety 
threats, strengths, protective capacities and needs of families.[endnoteRef:30] [30:  Ken DeCerchio, Nancy K. Young, Kim Dennis, Annabelle Bonifacio, (2008) Utilizing Drug Testing in Child Welfare Practice and Policy Substance Abuse and Mental Health Services Administration Center for Substance Abuse Treatment and Administration for Children and Families, Administration on Children, Youth and Families, Children’s Bureau.] 


Drug tests represent a single use at a single point in time, and do not reflect the full range of behavior and compliance needed to ensure progress toward recovery. For that reason, they should be used in concert with other methods of screening and assessment, and not as the sole measure of client progress in treatment or aftercare.

 Screening for Prenatal Exposure

An arena of special sensitivity is the use of screening in both prenatal care settings and at birth. An estimated 60-70,000 children are born each year in California who have been prenatally exposed to alcohol, tobacco, and other drugs.[endnoteRef:31]  An unknown number of these are referred to CPS; the total substantiated cases aged 0-1 in 2007-08 was 12,541; the total removed was 5,711. A recent assessment of prenatal screening in 17 California counties supported by the Department of Public Health documents widespread substance use in the prenatal period, the effects of high-quality screening and intervention in reducing use, and the importance of links to maternal and child health providers and private practitioners at the local level.[endnoteRef:32] More than 30 counties are currently doing prenatal screening through public clinics and private practitioners, with screening coverage ranging from a small percentage of all pregnancies to a very large majority. In Monterey and Orange County, Proposition 10 early childhood funding has been used for prevalence surveys of prenatal exposure at birth; the Orange County survey reported 15% prenatal exposure to alcohol, drugs, or tobacco.[endnoteRef:33]  These are the only systematic updates of a statewide survey of prenatal exposure last performed in 1992. Despite the fact that Medi-Cal covers a large percentage of births and prenatal services in California, there is no requirement in Medi-Cal for screening for substance exposure. [31:  This number is derived from using the 1992 prevalence study performed statewide, which is the last statewide data collected.  This study documented that 11.35% of all California mothers (among nearly 30,000 tested) tested positive for one or more drugs at birth, including alcohol. Studies performed by the Kaiser Hospital system in the Bay Area in the 1990s documented 15%; ongoing assessments of women in prenatal screenings in some California counties are yielding a rate in the range of 15% positive responses to screenings, (cited in the following footnote), which yields an annual number of 86,000 exposed births. ]  [32:  I. Chasnoff, Perinatal Substance Use Screening in California: Screening and Assessment with the 4 P’s Plus Screen for Substance Use in Pregnancy, available at the Perinatal Substance Use Prevention web page of the CDPH MCAH website: http://www.cdph. ca.gov/HealthInf o/healthyliving/ childfamily/ Documents/ MO-ChasnoffPerin atalSubstanceUse ScreeningReport- 10-24-08. pdf.]  [33:  “Substance Exposed Babies in Orange County, 2007 Prevalence Study” Orange County Health Care Agency, Orange County, California. January 2008. http://www.ochealthinfo.com/docs/public/2007-Substance-Expose-Baby.pdf ] 

 
A statewide study in 2000, using data from 1988-1995, focused on the SB2669 requirement for screening when risk is determined, concluding that the requirement was not enforced in most counties and hospitals:

…SB2669, although mandated, was never enforced. Moreover, from the process component of the study we learned that the implementation practices of this legislation vary substantially between and even within counties' hospitals. [endnoteRef:34] [34:  Albert V; Klein D; Noble M; Zahand E; Holtby S. Identifying substance abusing delivering women: Consequences for child maltreatment reports. Child Abuse & Neglect 24(2): 173-183, 2000.] 


The causes of this under-reporting are attributed in these studies and in interviews with local practitioners to four primary factors:

There is a widespread perception that hospitals are reluctant to test and report substance-exposed births (SEBs) due to a concern about parents’ taking legal action or mothers’ resistance to delivering in a hospital where testing may be occurring;
There is considerable uncertainty about what response would be made by a health agency or the local child welfare system if an SEB were to be reported; in some communities, there is a concern that testing and reporting may lead to removal of children from lower-income, minority families; 
A concern has been voiced by advocates for pregnant women that testing is an invasion of mothers’ privacy and must require consent;[endnoteRef:35] [35:  This legal issue has been adjudicated on numerous occasions, with mixed results. A recent Supreme Court case allowed to stand a South Carolina decision that held that a viable fetus can be considered a “person” under an existing child neglect statute –with the South Carolina court becoming the first high court in the nation to rule that a woman may be held criminally liable for acts during pregnancy that may affect her fetus. The court upheld a conviction for criminal child neglect and eight-year jail sentence for drug use during pregnancy–even though she gave birth to a healthy child and requested that the criminal court place her in a drug treatment program. Earlier, in 1989, the Medical University of South Carolina (MUSC) implemented a policy of non-consensual, urine drug testing of pregnant women seeking obstetrical care. The policy was instituted only at MUSC – a hospital serving a predominately African American patient population. Women arrested under the policy filed a lawsuit, Ferguson v. City of Charleston, challenging the constitutionality of the policy all the way to the U.S. Supreme Court. The U.S. Supreme Court held that MUSC’s policy is unconstitutional under the Fourth Amendment in the absence of consent. According to the Court, the Fourth Amendment does not allow the state to secretly search pregnant women seeking obstetrical care for evidence of criminal activity without probable cause or a warrant. (The reference to probable cause, however, raises the issue of whether prior SEBs and prior CPS reports for substance abuse-related abuse and neglect would affect the legality of testing.) 
It should also be noted that the Chasnoff study referenced above as well as the 2007 Orange County prevalence survey indicated higher prenatal use among higher-income, white women than among minority women.] 

The child welfare system reporting process does not encourage recording or tracking this data.[endnoteRef:36] [36:  State law actually requires an annual report to the legislature on prenatal exposure. 
CAL. WELF. & INST. CODE §  14148.91(b) (Deering 2001): The State Department of Health Services must report to the legislature and the governor by March 15 of every year the number of newborn babies with fetal alcohol syndrome, the number of babies born with drug dependencies, and whether the mother smoked, consumed alcoholic beverages, or used controlled substances without a prescription, during pregnancy.
 The Department has never submitted such a report and the legislature has never requested it.] 


While child welfare agencies are not yet involved at the level of prenatal screening, the federal government since 2004 under the Child Abuse Prevention and Treatment Act (CAPTA) has required states to have a plan for reporting drug-affected births to child protective services agencies; there are no county-level or statewide summaries of these CAPTA-required reports in California, however. A few counties aggregate these reports and review them annually; most, however, do not use these summaries to monitor accountability for prenatal outcomes or the impact of early childhood programs.

Screening at birth is only one of five different levels of screening and assessment that could affect the problem of prenatal exposure and its aftermath. Appendix 6 sets forth a framework for responding to the full range of the problem of substance-exposed births, which was developed as part of a survey of 10 states’ policy and practice regarding substance exposed infants, including California.[endnoteRef:37] [37: Young, N. K., Gardner, S., Otero, C., Dennis, K., Chang, R., Earle, K., & Amatetti, S. Substance-Exposed Infants: State Responses to the Problem. DHHS Pub. No. (SMA) 07-4261. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2007. ] 


In sum, the vast majority—an estimated 90% or more—of prenatally exposed births in California are not detected either with prenatal screening or at birth. These children go home with their birth parents, and, in many cases, are identified by screening at later stages, sometimes not until third or fourth grade when their inability to perform in the classroom leads school staff to diagnose them under some other special education category that is not linked to prenatal exposure. While these are not yet child welfare cases, the link between child maltreatment and prenatal exposure is significant, even though most prenatally exposed children are never reported to the child welfare system. In California, prenatal exposure is by state law explicitly ruled out as a basis, by itself, for a finding of child abuse or neglect.

Although several counties have allocated their own Proposition 10 funds to prenatal screening and, as mentioned, two have done baseline studies using these funds, the statewide Commission on Children and Families has not reviewed prenatal exposure baselines, screening and assessment for substance use disorders within its own funded special needs programs, or the effectiveness of links between Part C developmental disabilities agencies and substance abuse treatment agencies for younger children whose disabilities are connected with prenatal and postnatal exposure.


Barriers Analysis

Appendix 4 is a document submitted last year to the Little Hoover Commission at their staff’s request that addresses some of the real and perceived barriers to S&A improvement. Other barriers were discussed in the SIT document referenced above. An additional barrier that has also been cited is the lack of culturally relevant services (for example, services for Spanish speaking or Native American clients).  
 
Personal factors among the workforce also matter, since addiction, like race and poverty, is a subject on which many people have personal attitudes that affect their perspectives and practices. In a variety of training events, CFF staff have encountered workers who have acknowledged—often outside the formal training sessions—that they are uncomfortable discussing and making judgments about others’ substance abuse. Judges who have worked in these settings have also made clear that they recognize that judicial leaders and court staff also bring widely varying attitudes to the process of working with substance-abusing clients.

For that reason, a Collaborative Values Inventory[endnoteRef:38] is used in some facilitated sessions when workers from child welfare, treatment, and court agencies are beginning to work together, as a means of identifying different underlying values in a non-threatening way. Different scores on the CVI can clarify differences in perspectives among these professional groups on key questions about how to treat relapse and the effects of substance use disorders on parenting.  [38:  The CVI is available at www.ncsacw.samhsa.gov. ] 


Another set of barriers that are difficult to quantify but often come up in reviewing screening and assessment practices are the perceptions of some in the child welfare field that there are few treatment slots for child welfare clients. This is sometimes cited as an explanation for child welfare workers’ unwillingness to record substance abuse as an issue in a case. However, when total admissions (or even admissions for women, since mothers are far more frequently involved than male parents) are compared with the actual treatment “gap,” using estimates for the percentage of parents who are affected by substance abuse, the total admissions to treatment is always much higher than the child welfare slots needed, suggesting that if there were strong working relationships between child welfare and treatment agencies, it would be possible to enroll significantly more parents. In some counties, when a comparison has been made between available treatment slots and the actual number of cases needed to eliminate the gap between the county’s current reunification rate and statewide or national targets set in the CFSR process, the need for treatment for child welfare-linked parents is as low as 1-2% of all treatment slots already funded. This type of simple analysis can reframe the discussion about treatment need from an abstract debate to a much more concrete set of real numbers. 

In addressing all of these barriers, using the SAFERR approach outlined in Appendix 1 enables an interagency group to identify these barriers and address each of them as part of an overall strategic planning effort for improving screening and assessment.   



Confidentiality and privacy as a barrier to data sharing

As noted in Appendix 4, confidentiality is often cited as a barrier to taking the next step beyond screening and assessment to expanded data sharing among agencies. At times parents’ attorneys raise this issue, and, in some cases, agencies are reluctant to share data about clients’ drug use due to their perception that federal regulations governing treatment confidentiality or HIPPA legislation prohibit such sharing.

Informed consent, however, has been used by many states and localities to address confidentiality issues.  Moreover, when confidentiality issues are cited, many systems have found that the obstacles are far more often a lack of interagency trust and operational experience than actual legal barriers. Examples of interagency protocols concerning confidentiality are included in the SAFERR document mentioned above and at the website of the National Center on Substance Abuse and Child Welfare, as listed at the end of Appendix 3. 


Options for an Action Agenda

In reviewing this overview of the available information on the current status of screening and assessment procedures, the CWC could consider the following action steps:

Submitting the final product of this review to a multi-county group or to the statewide associations concerned with child welfare, drug and alcohol treatment, and the family courts. Revise the final product based on this feedback, to ensure that the perspectives of the counties and the courts are fully included.

Compile an expanded review of exemplary county screening and assessment procedures in a document available to all counties to guide revisions of current screening and assessment practice; a tool for conducting such an assessment is attached at Appendix 6. Conducting such a survey would require strong county-level and State agency support.

Invite counties on a voluntary basis to participate in a series of workshops or a policy academy on screening and assessment issues.

Design a process by which CWS/CMS, SDM, the state’s AFCARS submission, and CalOMS could be revised to include screening and assessment questions and analysis that are not now included, with a multi-year timetable that is based on the revision dates now scheduled for these information systems and reports; consider adding this data to an amended 636 outcomes process and to the UC Berkeley CSSR data banks.

Add to the state’s Program Improvement Plan an explicit set of tasks for revising screening and assessment practices to produce more accurate substance abuse data by the time of the next CFSR review.

Consider use of the SAFERR process as utilized in the States of Michigan and Maine as a basis for revising screening and assessment practice, as described in Appendix 1.

Review the state legislation and annual reports in response to CAPTA reporting guidelines and the annual report required on prenatal exposure [referenced in footnote 18] to bring agency practice into compliance with state and federal requirements.

Review the content of Title IV-E funded training provided by California universities to child welfare workers to add further content on screening and assessment for substance use disorders, including the mechanics of improved use of state and county information systems to record the prevalence of these disorders.

Request the Commission on Children and Families to allocate matching funds to all counties that are willing to allocate funds for baseline prenatal and birth screening similar to the 2007 Orange County survey; request the Commission to add screening and assessment for substance use disorders to their funded special needs programs throughout the state.

Review and act on the recommendations for action in the DPH report on prenatal screening issued in October 2008 [referenced in footnote 14].


A caveat: it takes time

Again, there is no single screening tool, change to forms, or training module that can substitute for a thorough interagency process of planning to work together on screening and assessment and determining what child welfare and treatment outcomes would be changed as a result. That process takes time; no “plug and play” administrative change or new screening tool will automatically improve screening for SUDs. Participation by front-line staff, supervisors, and policy leaders, and also by consumers is necessary to a planning process that will go beyond drafting the words of interagency agreements to ensuring their sustained implementation and monitoring of their effects. Annual review of baselines by a credible interagency body is essential to building a body of experience and accountability for results.

A second caveat: the fiscal context

The state budget situation obviously does not currently permit major expansions of services or even extensive new analyses of the need for services. But several of the changes in screening and assessment—some of which have already been implemented by some counties—have been installed with little increase in costs.  These include the addition of new categories in SDM and CWS/CMS, using existing IVE training to add to workers’ familiarity with menus in CWS/CMS for recording substance abuse, using existing online training in treatment and child welfare services for workers from both agencies, and taking advantage of existing federal and state contracts with research organizations to prioritize further analysis of substance abuse prevalence in child welfare data bases and to extract information on referrals to services and outcomes.  

Tight budgets are also an opportunity to prioritize effective services, rather than making across-the-board percentage cuts in all services. An annual review at dependency courts’ request (or mandate) of the performance of all treatment agencies to which child welfare clients are referred would create a flow of information that would be very useful to staff seeking to make referrals to the most effective treatment agencies based on initial screening and assessment. Judges seeking client accountability also have the opportunity to seek agency accountability with such annual reports of performance by agencies funded to provide treatment services to child welfare clients. 


Conclusion

Screening and assessment issues are at the front end of the entire interagency effort to link children and families in the child welfare system with the resources they need. The depth and breadth of screening and assessment determine much of what follows—whether parents enroll in and complete needed treatment, whether children receive early intervention when needed, and whether child welfare outcomes for permanency and family stability are ultimately met. By itself, screening and assessment reforms can only point to a problem that needs follow-up services to be resolved. But when linked to the rest of the interagency network of services and supports, better screening and assessment can make a lasting difference in the lives of children and families.
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Appendix 1:  SAFERR: Screening and Assessment for Family Engagement, Retention, and Recovery

The SAFERR document was developed by a team convened by the National Center on Substance Abuse and Child Welfare. It is a 320-page document with several appendices that include examples of screening tools, interagency protocols, a review of confidentiality issues, and a section on special issues in screening children for effects of substance abuse.

As the introduction to the document states, it starts from a fundamental assumption about the value of collaboration in screening and assessment: 

SAFERR is based on the premise that when parents misuse substances and maltreat their children, the only way to make sound decisions is to draw from the talents and resources of at least three systems: child welfare, alcohol and drugs, and the courts.

The SAFERR process enables an interagency group to develop a shared set of protocols and screening options as a product of a through interagency review of what is currently in place and what improvements the group agrees to make. The major lessons drawn from past use of the SAFERR process include: 

Use the SFAERR manual as it seems most appropriate to the specific interagency setting 
Create an infrastructure to make the changes, including front-line staff and policy-level officials
Make sure participants in the group know who screens for what now—and what is missed 
Consult the SAFERR appendices lists of screening tools, but remember it’s the team that uses the tools, not the tools themselves that matter most.
Make needed changes in information systems on the systems side and client engagement/retention on the client side, since these are the collaboration processes that make the screening and assessment work real

The following charts summarize the SAFERR approach to strengthening screening and assessment procedures in the child welfare and treatment systems. These are excerpted from the SAFERR document.















Appendix 2: Screening and Assessment Review Tool

This is intended as a review tool for county agencies to use in determining how well their current screening and assessment practices identify and respond to substance use disorders in the child welfare population. These questions are drawn in part from the SAFERR report.

Are child welfare agency staff trained in the recognition of substance use disorders?
Are child welfare agency staff trained in the use of the CWS/CMS system for recording substance abuse?
Does the child welfare agency annually monitor prevalence of substance abuse in the caseload based on the total number of cases with substance abuse recorded?
Does the child welfare agency track the references to substance abuse treatment in case plans, referrals to treatment, whether those referrals received treatment, and the outcomes of that treatment?
Does the child welfare agency annually track the total recorded incidents of substance abuse in the SDM assessment process?
Does the child welfare agency have annual data on the total number of referrals from hospitals under CAPTA requirements?
Does the child welfare agency have annual data on the total number of referrals of 0-2 year olds to the Regional Center for developmental assessments required under CAPTA?
Does the treatment oversight agency have annual data on referrals from child welfare and the outcomes for those clients broken out separately from other clients in its CalOMS data base?
Are those outcomes shared annually with the child welfare agency?
Does the family drug court annually track total referrals screened, those selected, those entering treatment, treatment outcomes and child welfare outcomes?
Has either agency done any data matching of the two overlapping caseloads?
Does either agency have access to the results of prenatal screening done by the maternal and child health agency or private practitioners?
Did the county’s submission as part of the state’s CFSR process include any of this data?
Are there out-stationed AOD workers at CPS offices and/or the dependency court to help with screening and assessment of clients?
Are there coordinated AOD treatment and CPS case plans?
Can the child welfare intake process identify prior AOD treatment episodes based on previously negotiated information sharing protocols?
When treatment providers assess clients, do they routinely include questions about children in the family, their living arrangements, and child safety issues? 







Appendix 3: Other States’ Screening and Assessment Efforts


Colorado problem statement:

The Problem: 
“Line professionals within the substance abuse, child welfare and judicial systems have not been given adequate tools nor are they well prepared to assess whether, and the extent to which, children are unsafe at home when their parents use substances, and the managers of those systems do not know how to guide and support staff. Thus, without adequate preparation and support, both staff and families will realize only limited successes.”
http://www.ncsacw.samhsa.gov/files/Colorado_DraftProtocol.pdf 

“By July 2004, Colorado will have developed a protocol for screening, assessing, engaging and retaining families who are involved with the child welfare, substance abuse and court systems. The protocol will be incorporated into a Memorandum of Understanding to guide program implementation.” 

The Steering Committee further agreed that the Protocol would: 

• help child welfare staff make decisions regarding not only whether substance abuse exists but also whether and how substance use affects child safety and permanency decisions; 

• help substance abuse treatment staff match treatment services to the needs of individuals, reduce treatment drop-out, and improve treatment outcomes; 

• assure that judges and court staff receive complete and timely information about family progress and challenges, and that the information represents consensus among service providers. 

…the Protocol is also heavily influenced by work underway at NCSACW. In particular, NCSACW developed a set of “Guidance Standards” that are based on research, promising practices, and the thinking of national leaders and experts. The SAFERR Guidance (Screening and Assessment for Family Engagement, Retention and Recovery) puts forth a series of fundamental practice standards, better practice standards, and SAFERR (optimum) standards for substance abuse, child welfare, and dependency court staff.


Michigan Problem Statement

http://www.ncsacw.samhsa.gov/files/Michigan_Protocol.pdf 

Screening for alcohol or other drug involvement should always be part of the safety assessment conducted in response to the report of abuse or neglect. If screening indicates alcohol or other drug involvement, a referral for a formal alcohol and drug services assessment must be made. Without a formal assessment for alcohol/drug involvement, the severity of the use and its impact on the parent’s functioning and family may be underrated. Often, other serious issues of abuse or neglect are related to the alcohol or other drug use, and unless the needed substance abuse treatment is provided, services to address the other issues have little chance of long-term success. In summary, attempts to work on other behaviors may fail if the substance use is not addressed. 

Most alcohol and drug services providers have not routinely incorporated questions about child safety, permanency, and well-being. Alcohol and drug services providers do obtain other relevant family information as part of their client’s social history, and it is important that they begin to specifically screen for potential child abuse and neglect. If the client is currently involved with the child welfare system, the information should be shared with the child’s caseworker. If there is no child welfare system involvement in the case, yet the potential of abuse or neglect is indicated, the alcohol and drug services professional should make a report to the child protective services agency.

Practice changes:

	CWS should
Always screen for alcohol or drug use as a factor in abuse or neglect using the Family Assessment of Needs and Strengths (FANS) (Examples of substance use screening questions can be found in Appendix IV.) Directly refer all individuals with a positive screen or other indication of substance abuse for assessment. Obtain the parent’s consent to receive findings from the alcohol and drug assessment. Share your environmental and behavioral observations with the alcohol and drug assessment provider when the referral is made. 


	The Court should 
Ask if a substance abuse screen has been conducted in every case and require that a screen be conducted with parents and other adult caregivers to rule out substance abuse as a factor in cases where no screen occurred (including relatives who serve as placement or potential placement for children). 

􀂃Ensure that a positive screen has resulted in referral for a formal substance abuse assessment. 

􀂃Review screen results when determining imminent risk and making decisions about removal of children and a finding of reasonable effort. 







[bookmark: BM1]Examples of Communication Protocols from Other States
Chippewa County, MI, Substance Abuse/Child Welfare Protocol - Sample Interagency Communication Protocol (PDF - 31 KB) 
Michigan Communication Protocol Blueprint (PDF - 128 KB) 
[bookmark: BM2]Engagement and Retention 
Massachusetts Family Engagement Consumer Focus Group Summaries (PDF - 186 KB) 
Massachusetts Family Engagement Model Concept Paper (PDF - 41 KB) 
[bookmark: BM3]

Interagency Agreements 
Arkansas Memorandum of Understanding (PDF - 14 KB) 
Florida State Level Policy Working Agreement (PDF - 1.0 MB) 
Florida System of Care Language for Substance Abuse and Mental Health, and Community-Based Contracts (PDF - 14 KB) 
Maine SAFER Initiative: Screening and Assessment for Family Engagement in Recovery, Memorandum of Understanding (PDF - 177 KB) 
Massachusetts Memorandum of Understanding (PDF - 63 KB) 
Texas Partnership for Family Recovery, Memorandum of Understanding (PDF - 29 KB) 
Virginia Memorandum of Understanding (PDF - 38 KB) 


Appendix 4


The Necessity and Feasibility of Screening for Substance Abuse
in the Child Welfare Caseload
Submitted to the Little Hoover Commission October 11, 2007

Some child welfare officials have argued that it is not feasible to screen for substance abuse in the child welfare caseload due to at least four barriers:

The lack of training of child welfare staff in screening tools
The inability of the CWS/CMS system to record the presence of substance use disorders 
The unwillingness of parents’ attorneys to allow allegations of substance abuse to be formally recorded
The perception that there are no treatment resources available

Yet states and localities across the nation have been able to document the presence of substance abuse, and, more importantly, to respond to it.

In Oregon, the state reporting system documented that 62% of the foster care caseload affected by substance abuse as part of its AFCARS reporting to the federal government
In Connecticut, a case review documented that 60% of cases had some reference to substance abuse
In Orange County, a review of women in the child welfare system documented 40% having substance use disorders
In Sacramento County, of all parents named in the child welfare petition, 70% had substance abuse problems
The Valley Regional  Training Academy has run sessions training workers in use of the CWS/CMS pull-down menus and special codes to record substance abuse

In addition, federal documents and federally funded projects since the early 1990’s have called attention to the prevalence of substance use disorders in the child welfare population, and responded with the creation in 2002 of the National Center on Substance Abuse and Child Welfare. Numerous articles in the child welfare literature, including a special issue of Child Welfare in 2003, have also documented this prevalence.

When an agency’s top officials agree there is a problem, and when its own Redesign document includes a special section calling for more attention to the problem of substance abuse as it affects child welfare outcomes, it is difficult to understand why this issue would be seen as intractable. No one in child welfare argues that substance abuse is not a problem, and often they do make a case that the resources are inadequate.  But it is illogical and unacceptable to say we can’t record or document that there is a problem, but there aren’t enough resources to treat the problem that we don’t record or document.

Turning to each of the four barriers:

The training problem: models of training programs have been created, as described above; there is an online curricula available at www.ncsacw.samhsa.gov , in which thousands of child welfare staff across the nation have enrolled. The State of Utah recently mandated that child welfare supervisors take this course. A compilation of screening and assessment tools was issued earlier this year by the federal government’s Center on Substance Abuse Treatment, Screening and Assessment for Family Engagement, Retention, and Recovery.

The recording/information system problem: as the above data from other states and some counties makes clear, it is possible to use data systems to capture information about substance abuse and to train workers to do so. The CWS/CMS allows this, although it is an optional item at present, through use of pull-down menus and special codes. The Structured Decision-making tool used in California counties asks questions about substance use, and these are recorded in that data system as well. The pending revision of the CWS/CMS in the months ahead is a great opportunity to make substance abuse easier to record.

 The legal problem: Lawyers for parents may resist inclusion of information about their clients, but if they do so in a manner that denies needed services to their clients, there is at least an ethical problem in this pattern of behavior.  In addition, lawyers in some systems have demonstrated strong support for early identification programs that screen for substance abuse when it has been shown to increase the percentage of parents reunified with their children. The final evaluation of the Orange County ON-TIME (Orange County Needs-based Treatment Intervention for Mothers’ Engagement) program operated during 2000-2002 documented this response by the parents’ attorneys involved in the program. Assessments of similar programs in Cook County, San Diego, and Allegheny County also concluded that attorneys had come to realize the benefits of disclosure for their clients when it leads to effective treatment.[endnoteRef:39] Materials developed by the American Bar Association[endnoteRef:40] and the National Council of Juvenile and Family Court Judges (NCJFCJ) also stress the need for adequate records. [39:  http://www.abanet.org/child/final_report_dec22.pdf  American Bar Association, 168.]  [40:  The 2004 ABA paper on “Standards of Practice for Lawyers Representing Child Welfare Agencies” states that “the casework file should include full mental health and substance abuse treatment records.”[10]  While this addresses agency attorneys and not parents’ attorneys, it makes clear that there is a burden on the agency to have a full record. http://www.abanet.org/child/agency-standards.pdf)
] 


 But if no effort has been made by the child welfare agency or the courts to work with parents’ attorneys to ensure that clients who need treatment get it, the attorneys are far less likely to cooperate with efforts to identify substance abuse needs. Child welfare agencies have a responsibility to work with parents’ attorneys to help them understand—based on experience in other sites—that early and accurate assessments are the best way to get treatment, which will be critical for many clients to reunify within the timetables of AFSA.

The perceived treatment gap:  There is currently no priority for treatment services for families involved with child welfare system at the state level, although some counties have such a policy. An Executive Order by the Governor of Arizona implemented such a policy statewide in 2006; Arizona now has the highest rate of female admissions to treatment in the nation. A review of currently available programs makes clear that there are not enough gender-responsive, family-based day treatment and residential programs to meet the full need for such programs. But no California county has an accurate annual inventory of all resources supporting drug and alcohol treatment, so it is difficult to conclude with any accuracy that there are not enough slots to meet child welfare-specific need, if establishing a priority for effective treatment for these clients were made a formal policy. 

In fact, in three counties where analysis was undertaken to determine how many slots would be required to eliminate the gap in reunification rates as mandated to be measured under SB 636, it would require a range of only 1-2% of all treatment slots already available in the county to make up the gap. But no counties have undertaken this kind of specific planning between the two sets of agencies related to the CFSR standards as they are affected by the results of substance abuse treatment. In several California counties, the total number of parents from the child welfare system who have been admitted to treatment has increased substantially as a result of strategic planning between the two agencies.  But a call for a statewide strategic plan between the child welfare and substance abuse agencies—which passed both houses in 2002 as AB 2514—was vetoed by Governor Davis.


Appendix 5: Screening and Assessment in the Nine California Regional Partnership Grants

The nine programs that have been funded by the U.S. Children’s Bureau as Regional Partnership Grants have all been funded to build links among child welfare, treatment agencies, and the dependency courts, with a total of $26.5 million over the next five years (the Butte project is a three-year grant). Five of these directly involve the dependency court system (Mendocino, Sacramento, Santa Cruz, Butte, and Santa Clara).  Each of the projects has made decisions about strengthening its screening and assessment activities as part of a broader effort to achieve better child welfare outcomes.  

This summary of the projects will highlight major changes from past screening and assessment procedures for both parents and children affected by substance abuse. It should be noted that most of these projects are designed to serve a specified target group, and therefore do not screen and assess the entire entering caseload. These summaries draw upon three sets of documents: the original application to the Children’s Bureau; site reports conducted during March-May 2008, and the semi-annual progress reports submitted in October 2008. In some cases they also reflect interviews conducted with site staff during November-December 2008.


Butte Consortium
The Butte project, which involves four counties—Butte, Tehama, Lake, and Trinity—is  explicitly using the guidance document developed by the National Center on Substance Abuse and Child Welfare, Screening and Assessment for Family Engagement, Retention and Recovery (SAFERR) to guide its revisions of S&A practices. Two out-stationed AOD staff provide assessment services to the child welfare agency in Butte. A “substance abuse screening for each parent/caretaker referred for maltreatment” is an explicit goal, which would involve approximately 600 screenings annually across the 4 counties, with 50% estimated likely to need some form of treatment. The project intends to serve 250 children and 500 parents over three years.

A literature review on mental health screening for children has been developed by UC Davis.
A single tool to be used for screening in all four counties is under development.  Data elements required for the project evaluation that are not included in either CWS/CMS or CalOMS will be collected using supplemental data forms to be filled in at intake. 

Santa Cruz

An existing Dependency Drug Court is expanding from 25 clients to 65. AOD service coordinators provide AOD assessments, including administering the ASI, and treatment recommendations, that are developed in line with the ASAM patient placement criteria.  They also are responsible for ongoing case management services that support recovery, including an individualized case plan for each client describing needed support services.  Both FM and FR cases are included.

The project primarily uses Structured Decision Making Tools for its internal assessments, including SDM Hotline Tools, as well as Risk and Safety Assessments.  The Family Strengths and Needs Assessment is used for case planning.  Children 5 and under whose parents are involved in Family Preservation Court now have a developmental assessment completed, based on the Ages and Stages Questionnaire. The Regional Center and Early Start provide developmental services to all children who have or are at risk of developmental delay or disability. 

Santa Clara Family Wellness Court

The Santa Clara RPG project builds on an existing Family Drug Court (FDC) which focuses on children 0-3. The project seeks to achieve early identification of and intervention for pregnant women and mothers, with children 0-3 years of age, who are using/abusing methamphetamine and other substances.

During the first six months of operation, a court-based assessor has been able to eliminate all waiting time for assessments, using an assessment tool that includes questions related to domestic violence and trauma as well as substance abuse.  This element builds upon the federally sponsored Greenbook project that emphasizes screening for domestic violence when it co-occurs with child abuse/neglect. The trauma-related information obtained is shared with a multi-disciplinary team that develops a case plan; the team uses child safety and substance abuse tools (the ASAM assessment) in assessing the needs that will guide the case plan. A separate Child Safety screening tool is used by all treatment providers to determine whether children of parents admitted to treatment have safety issues. Mentor Moms are used to explain the FDC process to parents and to encourage continuing retention in treatment. 

A Research Brief was prepared by on assessment practices in Family Drug Courts, drawing in part on the NCSACW’s SAFERR document. A key element of the principles of drug court used by the 0-3 court stresses screening: “early identification and prompt placement of eligible participants.”

Marin Centerpoint

The Marin project focuses on families whose child is at risk of removal due to parental substance abuse, based on initial screening by DCFS. Following this identification, clients go to a Multipurpose Center where Center Point staff screen and assess clients for SA and recommend treatment options. The clients that are referred to the Family Link treatment program continue to be monitored by DCFS, and Center Point staff and DCFS workers work together to plan adult treatment and child safety case management. A Child Development Specialist assesses and screens children on cognitive, physical, and developmental functioning, using child developmental screening tools, primarily the Ages and Stages developmental screening assessment, and refers children to outside services as needed. 

Fresno Westcare
This project targets a difficult and often underserved population of children aged 6-12 whose parents are in substance abuse treatment, both outpatient and residential. A Child Development Specialist is working with all children (ages 0 – 12) in the program to develop an individual learning plan, to assess and screen for cognitive, developmental, and other functioning delays, and to coordinate referrals to outside services.  The Children’s Learning Centers, which are the focus of this program, are located on-site in both the outpatient and residential facilities. All clients utilizing outpatient services are eligible for bringing their infants and children up to 12 years of age to this center for screening and assessment and an individualized learning plan. The project partners with Exceptional Parenting Unlimited (EPU), a comprehensive therapeutic children’s center that provides more comprehensive developmental screening and assessments. Several other agencies also participate in an interagency process that has been in existence since 2004.

Assessment is conducted when maltreatment is alleged by an interagency team responsible for reviewing the presence of risk and the need for follow-up services where risk exists. A family services specialist based at Westcare coordinates services for 300 unserved children with parents in treatment over the five year period of the federal funding. A Therapeutic Child Care Center at the outpatient clinic will serve as a central location for assessment treatment and referrals to services for these children. Family and mental health counseling will be provided to children whose parents are in treatment, in response to possible trauma.

Mendocino County

Child Welfare Services and its partners will develop the Mendocino County Dependency Drug Court to link intensive case management with intensive individual, group, and family substance abuse treatment (including residential treatment) and intensive judicial oversight, incentives and sanctions, parenting education, and reunification support. 

All parents who appear to be eligible for FDC services are referred by the Emergency Response Court Unit Social Worker to AODP (the county treatment agency) for an assessment, which includes a suitability determination for the FDC, and to the Intake Support group, which is co-facilitated by an AOD Substance Abuse Counselor.

The FDC Team of professionals including the Judge, AODP Counselor, CWS Social Worker, Social Worker Assistant, Attorneys, and FDC Coordinator. The team works collaboratively to assess the family’s strengths and needs, and to offer:
Support and assistance
Increased/frequent urine screens
Increased and improved communication
Timely access to residential and outpatient treatment services.
Access to intensive alcohol and drug treatment
Frequent progress reports to the FDC Team
Frequent court appearances which include incentives and sanctions as appropriate

While attending Intake Support Groups, participants will be screened for substance abuse issues. The eight-week Intake Support Group focuses on dealing with anger, confronting denial, educating the parent about the court process, and carrying out substance abuse and mental health assessments.

Upon referral for full AOD assessment and treatment, parents will be offered immediate orientation to AODP. During this first visit, participants will meet with the on-call counselor for completion of the intake process. Before a client leaves the facility, s/he will have an assessment appointment scheduled to occur within two business days, and a plan for how to avoid use until the assessment date (e.g., phone number of a non-using friend or relative, 12-step schedule). The assessment phase begins upon detention and continues 90 days. The Substance Abuse Therapist conducts a comprehensive AOD/psychosocial assessment, with the treatment plan reported to the court no later than 14 days after the dispositional hearing. To determine the appropriate level of treatment for each client, AODP uses American Society of Addiction Medicine (ASAM) PPC-2R guidelines for placement, continued stay, and discharge of clients with alcohol and other drug disorders. The ASAM instrument considers Patient Placement Criteria based on a client's level of functioning in six dimensions (i.e., acute intoxication and/or withdrawal potential, biomedical conditions and complications, emotional/behavioral conditions and complications, treatment acceptance/resistance, relapse/continued use potential, and recovery environment). The assessment results determine the appropriate level of care (i. e., Early Intervention, Outpatient Services, Intensive Outpatient/Partial Hospitalization, Residential/Inpatient Services, or Medically Managed Intensive Inpatient Services).

As part of the case management process, all children will be screened for any developmental needs, mental health needs, substance use, or needs that may result from being the child of a parent with a substance disorder. Based on screening and assessment results, children will be referred to and provided with appropriate services at whatever level they are required. In some cases, children may be detained and parents ordered into MCDDC even though the child is returned to the home. Services for these families, in which children are at-risk of OOHP although they have not yet been removed, will follow the same pattern as services for children who are in OOHP. However, MCDDC partners anticipate that these at-risk families will constitute a small percentage of the MCDDC caseload.

Sacramento County

Sacramento’s Regional Partnership project is separate from but linked with the Dependency Drug Court which has been in effect for more than a decade; the new project focuses on in-home cases triggered by a positive screen at birth. Interventions include recovery management services and judicial oversight to prevent the removal of the infant and siblings from the custody of parents with substance use disorders. Services will be initiated when a newborn tests positive for substances and is assessed at high or very high risk of future child abuse or neglect.

An Early Intervention Specialist (EIS), a Master's level social worker employed by CPS, will administer a preliminary assessment to parents with an active Informal Supervision case who agree to participate in the EI-FDC. Based on the results of the preliminary assessment, the EIS worker will make a referral to the appropriate level of substance abuse care.

Children will receive specific services based upon identified needs through a comprehensive assessment by qualified professionals covering the domains of child development known to be the areas of greatest deficit in children with prenatal or environmental exposure to substances.

Newborns in the priority population will be referred to a Public Health Nurse (PHN) for a developmental assessment. PHNs are currently funded to serve CPS children and families. They use the Denver Developmental Screening Test II and two of the supervising PHNs have been trained to be a "master instructor." All field PHNs are required to complete the Denver Developmental Screening Test II training allowing them to utilize the tool in the field. This assessment is widely used to test motor, language, speech, and interpersonal skills from birth to six years of age. After the assessment is conducted, children will be matched with the appropriate services.

Preschool and older children will also be referred to and assessed for mental health service needs. The Child and Family Access Team is the County program in charge of triage, assessment, linkage and referral services for all children and youth in need of mental health services. Based on the results of the Child and Youth Comprehensive Assessment and Client Plan, children may be referred to the following services: Preschool Outpatient Services; Parent Child Interaction Therapy; Infant Mental Health Program; Building Blocks Intensive Therapy; and inpatient hospitals.

Identified needs of older children will be managed by the Informal Supervision social worker using the SDM Family Strengths and Needs tools.

Shields/Los Angeles

The predefined treatment population includes priority status for the population of women who are involved with child welfare and are re-entering the community from the criminal justice system, who are severely impacted by ASFA timelines. SHIELDS staff has clearance to enter the Los Angeles County Jail System and interview potential clients. Mental health screening and assessment is provided by a full-time mental health therapist who was added to the program and is providing therapy to all of the clients enrolled. A total of thirty families are to be served annually. 

San Diego County

The Family Integrated Treatment project (FIT) provides services to parents and children already defined as having substance abuse problems. Child assessments are to be done 30 days after the mother enters treatment.




 Appendix 6: Levels of Intervention on Prenatal Exposure and its Effects
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