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STA Ti F  ALASKA
1998 L E G IS L A T IV E  SE SSIO N

FISCAL NOTE
B IL L  N O . CSIIB434

Revmon Data 
Tide: KrUllng to awwm cnt of ATAP

rcciplr nU for the uvc of drug* and akohol
5 poo • of RokcbfnC

Requestor. HoUtCfUKS)

Dept. Affected: Hrsllh and Social Services 
BRU: Public Auhtaner

Component: ATAP
COMPONENT SERIAL NO TIP

See »Ju»(SNY) ____

OPERATINO FY89 FYOO FY01 FY02 FY03 FY04
PERSONAL SERVICES 
i RAVEL
CONTRACTUAL
SUPPiiES
EQUIPMENT
LANO 4 STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS

1108 31 1108 3) (08 B) (88 .8 ) (88 8 ) (88 .8 )

TOTAL OPERATINO (100.3) (106 .3) (88 .8 ) (88.81 (88 8 ) (88.81

[CAPITAL EXPENDITURES

[changes in REVENUES 1 1

FUND SOURCE tThoussnds of 0o0«r«)
1002 Federal Receipt*
1003 OF Match
1004 QF
1005 OF/INogram Recept* 
1037 GF/Mentai Health 
Other Ipieate speoljrt

153.2) 163 2) (44 41 (44 4) (44 4) 144.4)

153.11 153.1) (44 41 (44.41 (44 41 144.4]

TOTAL (106.31 (106 .3 ) (88 .8 ) 188.8) (88 .8 ) 188.81

POSITIONS:
FULLTIME
PART-TIME
TEMPORARY

(id m a it at Mty «un«il y a a  IfT H I aeet: *0-0

ANALYSIS: (Attach a u y m l i  papa if necessary)   '

C SH B 434 authorizes Ihe Division of Public A ssistance (OPA) to  conduct screening of all ATAP applicants and recipients for 
su b s tan ce  an d  alcohol dependency . If tha scraanm g protocol indicates the applicant or recipient h as  a chem ical or alcohol 
dependency  tha  OPA m ay, as a condition of tha family ss lf-au ffo an cy  plan (FSSP), refer the client for a ssessm en t and require 
the  participan t to  comply w ith the conditions of the assessm en t ae a part of tha FSSP.

Tha a ffec ts  of this legislation on OPA relate pranarily to  the additional U na necessary  to  screen clien ts and to  provide foSow up 
case  m an ag em en t serw ces for ATAP participants w ho  are referred to  assessm en t and treatm ent. Thera will ba som a program 
savings g en era ted  by reductions in benefits for non-compLanca.

Phone: 465-1640
Osta: 05/01/91

A pproved  by Commissioner: 
Agency:

Data: S J , / c, r r
Ovpartaral of llrahb A Sorbs! SrriVrs

PREPARER TO PROVIDE AIL DISTRIBUTION COPIES TO OOVtANOR'S LCOISLATIVE OFFICE
For further distribution Information, ca t tha Governor's legislative Office

Page 1 o f 2



R evision D ata: H ILL N O . C S I1 B 4 3 4

ANALYSIS (oont.):

Because the proposed legislation implies universal scrojning it ie very likoly that ae a roault ol raforrala thora will be increatod 
preaaura on  lha existing infrastructure for providing aaaoaamonta and troatm ent. In FY97, tha Modicaid program  epsnt 
approxim ately $2.0  million dollare to  for aaaaaam ant, in p a tien t and out patient aervicaa to  approxim ately 12 0 0  individual* 
w ith  chem ical or alcohol dapandancioa. DPA eetim atee that approxim ataly 4 0 0  ATAP parlicipanta moy bo rafarrad each 
m onth  for aaaoaam ant.

Aaaum ptiona:

Approximataly 1200  applicanta and racipianta will bo acroonad aach m onth .
By FYOO all on-going program participant* will hava baan ecraanad and only n ew  applicanta will bo subject to  screening.
Each m onth , approxim ately 40%  of individuate ( N - 4 8 0  for FY99 and 0 0  ond N - 4 0 0  for F Y 0 1 0 4 ) will bo roforrod to 
a*soa»m snt.
Each m onth , approxim ately 6% of thoaa rafarrad to  o tiea»m ent iN -  15) will fail to  com ply w ith thia provieion of tho FSSP 
For tha purposes of thia fiscal not* it is assum ed that tha average duration of a sanction  is 1 m onth .
C aseloads will remain level from FY99 • FY04

Calculation:

FY 99-00 Penalties
4 8 0  X 0 5  -  24 x $309 -  18 .9  x 12 -  $ 1 06 .3  

FY01 0 4  Penalties
4 0 0  x .0 5  -  2 0  x $7 .4  -  $7 .4  x 12 -  $88 8

i

|

Pag* 2 ol 2



FISCAL NOI L
ST A T E  O F  A LASKA
1998 L E G IS L A T IV E  SE SSIO N

B IL L  N O . CSIUUJ4

Ravition Data: 

Title: Kflallng to im m in en t of ATAI*
rrcipirnU for the me of drum  end alcohol

Dapt. Affected 

BRU 

Com poo ant

I Irulth and Social Service*
I* ibllc Aultlance Admin
PA Held ScrrlcM

Sponaof: Rokebent
Roqueator: HotlieflfKS)

COf rONLNT SERIAL NO. 136 
Sea olio (SN #):____

OPERATINO FYB9 FYOO FY01 FY02 FY03 FY04
PERSONAL SERVICES 

TRAVEL
CONTRACTUAL

SUPPLIES
EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS
MISCELLANEOUS

91 .4 91 .4 9 1 .4 91 .4 9 1 .4 91.4

9 .8

9 .0

TOTAL OPERATINO 1 10 .0 9 1 .4 9 1 .4 9 1 .4 0 1 .4 91 4

[CAPITAL EXPENDITURES

CHANGES IN REVENUES

FUND SOURCE 1Thou*and* of 0  oil art)

I 1002 Federal Receipt* 5 5 .0 •15.7 4 6 .7 4 5  7 4 5 .7 4 6 .7

' 1003 OF Match
1004 GF 5 5 .0 4 5 .7 4 5 .7 4 5 .7 4 5  > 4 5 .7

1005 GF/Progrem Receipt*
1037 GF/Mentel Health
Other (pTea** *pecify)

TOTAL 1 1 0 .0 9 1 .4 9 1 .4 9 1 .4 9 1 .4 9 1 .4

POSITIONS:
FULL-TIME 2 2 2 2 2 2

PART-TIME
TEMPORARY

Ettlmata of any eurienl year (FY08) seel: * 0.0

AN ALYSIS : (Anoch a a sperate poo* if nece*»ary)

C S H B 434 authorizes lha Division of Public A ssistance lOPA) to  conduct screening ol sU ATAP applicants and recipients for 
substance  and alcohol dependency. If tha screening protocol indicates tha applicant or recipient ha* a chem ical or alcohol 
dapandancy  tha DPA m ay. aa a condition of tha family self sufficiency plan IFSSPI. refer the cbent for aaaaaam ent end reg u ie  
the participant to  com ply w ith  tha  conditions of tha aaaaaam ent aa a part of the FSSP.

The effec ts  of this legislation on  DPA relate primarily to  tha additional Lme necessary  to  screen clients and to  provide follow up  
case m anagem ent services for ATAP participants w ho eie  referred to  aaaaaam ent and treatm ent. Thera wiH be som e program 
savings generated  by reductione In benefits for non .com pliance.

r . Prepared by: Jim  NordJund
f f .  Division: r u b U ^ A tU itw r / 7

ZApproved by Com m issioner: KArro rrrd u e , lo m a w i loner
Agency: Department of Health A  V xlal *»*riU»->

Phone: 445-2 6*0 
Date: QVOI.VI

o... r / A f r

• ose* M O U  0"**

PREPARER TO PROVIDE A ll  DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution inform ation, cell tha G overnor's legislative 0 H < e
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Revision D ate: D ILL N O . C S I I B 4 3 4

ANALYSIS (oont.):

Bocause tha proposed legislation implies univorsal screening it ia vary likely that as a result of raforrals tharo will ba increased 
p ressu re  on tho existing infrastructure for providing assessm en ts  and treatm ent. In FY97, tho Modicaid program  epont 
approxim ately ( 2.0  million dollars to for assessm en t, in-patient and out-pationt sorvicos to  approxim ately 12 0 0  individuals 
w ith  chem ical or alcohol d ep e n d en c es . DPA estim ates that approximately 4 0 0  ATAP participants m ay bo rolorrod each 
m onth  for assessm ent.

A pproxim ately 1200  applicants and recipients will bo screened each m onth.
Screoning for eubstonco abuse will add 15 m inutes to  tha interview process for ooch client.
By FYOO all on-going program  participants will have boon screened and only new  applicants will be subject to acraoning.
C aseloads will romoin levol from FY99 • FY04
Increased level of affort required for screening am ounts to  tw o FTE.

A ssum ptions:

Page 2 ol



Position Title
Eligibility T echn ic ian  II

No. o f Poiition 
2

Range/Step
14A

Bargaining Unit 
GGU

Bill No. CSHB434

Time Status 
PFT

Staff Months 
12.0

Location
A nchorage

Election District

TYPE of EXPENDITURE

Salary

Benefits

Premium Pay

Other

Total Personal Services (100)

100 Travel

200 Contractual

300 Supplies

500 Equipment

Other

Total Cost

FUNDING SOURCE for TOTAL COST

1002 Federal Receipts

1003 GF Match

1004 General Fund

1005 GF/Profram  Receipts

1037 GF/MenUl Health

I(Xj7 t/A Receipts

1061 CIP RccrtpSs

Other (

AMOUNT

6 5 .4

2 6 .0

9 1 .4

9 .6

9 .0

110.0

5 5 .0

5 5 .0

Justification

REQUEST for 
NEW POSITION

AGENCY: H oalth an d  Social Sorvicos

BRU: Public A u i t t a n c o  Adm in

COMPONENT: 2 3 6

Paga:

I t ie a o n  Oata:

F Y 9 9

MM ><•« •» M. •



0-LS0495VP

CS FOR HOUSE BILL NO. 434(HES)

IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTIETH LEGISLATURE - SECOND SESSION

BY T H E  HOUSE H EA LTH , EDUCATION AND SOCIAL SERVICES COM M ITTEE

O tte re d :
R efe rred :

SpotLsor(s): REPRESENTATIVE ROKEBERG

A BILL

FOR AN ACT ENTITLED
'

1 "An Act relating to the assessment of recipients o f assistance under the Alaska

2 temporary assistance program for the use of alcohol and controlled substances and

3 com pliance with recommendations o f the assessment as a condition o f the

4 recipient's family self-sufficiency plan; and providing for an effective date."

5 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

6 * Section I. AS 47.27.030 is amended by adding a new subsection to read:

7 (d) The department shall screen adult participants to identify barriers to family

8 self-sufficiency related to the use o f alcohol or controlled substances. As a condition

9 of the plan, the department may refer the part; nt for assessment and require the

10 participant to comply with the recommendations o f (he assessment as a condition o f

11 the family self-sufficiency plan. Assessments shall be conducted at a facility approved

12 under AS 47.37.140.

13 •  See. 2. This Act takes effect July I. 1999.

L

•I*
T e x t t o J e r l in e d  IC C LK 7KD T tX T  B M CKtTFD ]

I  M ID  4 J 4 ( I !E S )



LEGAL SER V IC ES

(907)465-3867 or 465-2450 
FAX (907) 465-2029 
Mail Step 3'i01

DIVISION OF LEGAL AND R ESEA RCH  SER V IC ES 
LEGISLATIVE A FFA IR S AGENCY 

STA TE O F ALASKA
130 Soward Stroot, Suite 409 
Juneau, Alaska 99801-2105

M JE J V L O J i A £L D JL L M A pril 29 , 19 98

SUBJECT:

TO:

FROM:

CSIIB 434(HES) (Draft version "L")

Representative Con Bundc, Chair IIES ~
Attn: Lynne U

Terri Lautcrbach 
Legislative Counsel

Enclosed is a draft CS for I IB 434.

Amendment #1, adopted by the HES committee, removed all amendments from 
AS 47.27.030(a) and restored its current language, so sec. 1 o f  the K version has been deleted 
for this CS.

The bill title has been modified to accurately describe the contents o f  the bill. The 
recommendations o f  an assessment may, or may not, involve assignment to a treatment 
program.

Please let me know if  I can be o f  further assistance.

TML:pl 
98-09 l.plm

Enclosure



WORK D R A F T  WORK D R A FT  WORK D R A F T

0-LS0495VL
Lautcrbach

4/29/98

CS FOR HOUSE BILL NO. 434(HES)

IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTIETH LEGISLATURE ■ SECOND SESSION

BV T H E  HOUSE H EA LTH , EDUCATION AND SOCIAL SERVICES COM M ITTEE

Offered:
Referred:

Sponsor!*): REPRESENTATIVE ROKEBERG

A BILL  

FOR AN A C T ENTITLED  

"An Act relating to the assessment o f recipients of assistance under the Alaska 

temporary assistance program Tor the use of alcohol and controlled substances and 

compliance with recom mendations o f the assessment as a condition o f the 

recipient's family self-sufficiency plan; relating to family self-sufficiency plans; and 

providing for an effective date."

BK IT ENACTED BY TH E LEGISLATURE OF THE STATE OF ALASKA:

•  Section 1. AS 47.27.030 is amended by adding new subsections to read:

(d) The department shall screen adult participants to identify barriers to family 

self-sufficiency related to the use of alcohol or controlled substances. As a condition 

of the plan, the department may refer the participant for assessment and require the 

participant to comply with (he recommendations o f the assessment as a condition of 

the family self-sufficiency plan. Assess men" shall be conducted at a facility approved 

under AS 47.37.140.

• | .  ( ‘S IIB  4344l(E S )
tfgy. IfiAL UaJtLlinsJ Idkutko rac? mackstkd)



WORK D R A F T  WORK D R A FT  0-LS0495VL

1 (c) The family self-sufficiency plan for a family that includes a person who

2 is unmarried and pregnant must include provisions that require the department to

3 provide, and the person to accept, parenting classes, appropriate prenatal care, and

4 family planning education, as available.

5 * Sec. 2. This Act takes effect July 1, 1999.

CTSIIB 434(1 IKS) -2-
U n d e r lin e d  IDKUSTID TKX7  BKACKCTKV/



3 - 1 -  Y *
4/28/98

<^T I7.N T  *AMENDMENT

OFFERED IN THE HOUSE BY Representative Bundc
CSHB434(HES)

Page 2 Lines 2-3 Following "to" delete “reduction or elimination o f benefits”

Insert “benefit reductions”



A p r - 2 B - 9 B  0 1 : 3 4 P

0LS0495VK.3
Lautcrbach

4/2K/9H

A M E N D M E N T  ^  ^

OFFERED IN THE HOUSE

TO: CEHB 434( ). Draft Version K"

b y  P 1'p  S  Lt*yr& -

1 P age 2, line 13, fo llow ing  “

2 Insert "If  a  blood test administered dunng an assessment c o n d u c ted  under this

3 su b sec tio n  indicates the presence o f a lcoho l or a con tro lled  su b stance , th r  person  tested  is

4 liab le  for the  c o s t o f  the M ikm! te s t.”

. 0 4

• I .



3  - 1

0 LSOWVK I
l . « J t c l l )H L h

4/38/98

A -M -E .N i.L M J L .N J L

O F F E R E D  TN T H E  H O U SE

T O  C SH B  434( ). D raft V ersion  K

1 P age  I . line 4 . fo llow ing

2 Insert “re la ting  to  fam ily  se lf-su ffic iency  p lan s ;’’

3 Page 2. line 7.

4  l>elete 'a new subsection"

5 Insert 'new subsections

6  Page 2. following line 13:

7 Insert a  new  subsection  to  read:

H V )  T h e  family sell-sufficiency plan for a lanuly that includes a person who

9  is un m arried  and  p regnan t m ust include p ro v isions that requ ire  the dep artm en t to

10 p rov ide , and the person to  accep t, parenting cla*«e*. appropria te  p ren a ta l c a re , and

I I fam ily  p lan n in g  education  ’’



A p r - -  2 8 -  9 B  0 1 : 3 4 P P .  0 3

0-LS0495NK.2
Lmilcrbruh

A/2H m

TO. CSHB 434( ). Drati Version "K"

1 Page 1, line  8:

2 D elete "adult paiticipants"

3 Insert "fam ily  m em b ers  w ho arc  years o l age o r o lder"

4 Page 2. line 10:

<i D elete  "the partic ip an t"

6  Insert "a  fam ily  m em ber"

7 P age  2 . line 11:

8 D elete  "partic ipan t"

<> Insert "fam ily  m em ber"

OFFERED IN THE IIOUSK

A M E N D M E N T  '(

• I*



AM ENDM ENT ^^ , A\0 >

OFFERED IN TI IE HO USE HESS COMMITTEE

BY: REPRESENTATIVE KEMPLEN

TO: C SH B 434

DATE: APRIL 28 ,1998

PAGE 1, Line 13,

After, "self-sufficiencv"

Insert, " in clu d in g  ch ild  care, transportation to and from  job in terv iew s  

and w ork related  activities, and  transistional health care coverage."



AMENDMENT ^

OFFERED IN Tl IE HOUSE HESS COMMITTEE

BY: REPRESENTATIVE KEMPLEN

TO: CSHB 434

DATE: APRIL 28,1998

PAG E 2, Line 4,

Before, "fails"

Insert, "substantially"



I ' 5

AMENDMENT

OFFERED IN I I IE IIOUSEIIESSCOM M ITTEE

BY: REPRESENTATIVE KEMPLEN

TO: CSHB 434

DATE: APRIL 28 ,1998

PAGE 2, Line 10,

After, "assessment*'

D elete , "and require the participant to  com p ly  w ith  the 

recom m endations o f the assessm en t as a con d ition  o f the fam ily  self-  

su fficiency p la n ."



WORK DRAFT WORK DRAFT WORK DRAFT

0-LS0495XK 
' Lautcrbach

3/30/98

CS FOR HOUSE BILL NO. 434( )

IN THE LEGISLATURE OF THE STATE OF ALASKA'

TWENTIETH LEGISLATURE - SECOND SESSION

BY

i Offered: 
i Referred:

Spotuorfi): REPRESENTATIVE ROKEBERG

A BILL

FOR AN ACT ENTITLED

1 "A n  Act re la ting  to  the  assessm ent of recipients of assistance u n d er the  Alaska

tem porary  a sistancc program  for the use of alcohol and controlled substances and

assignm ent to a trea tm en t p rogram  as a condition o l the rec ip ien t's  fam ily self-

sufficiency p lan ; an d  p rosid ing  for an  effectise d a te ."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

•  Section 1. AS 47.27.030(a) is amended to read:

(a) A participant in the Alaska temporary assistance program shall cooperate 

with the department, or its designee, to develop and sign a family self-sufficiency plan 

that includes

(1) the steps the family will take towards the self-sufficiency of the

family;

(2) the self-sufficiency services the department will provide to assist 

the family to attain self-sufficiency;

(3) specific benchmarks to indicate the steps toward successful

-I- csim aut )
r« » : i l r »1  { Z t l t T iO  7t X T  f fUCXXTXOI



1

2

3

4

5

6

7

8

9

10

11

12

13

14

WORK D R A FT  WORK D R A FT 0-LS0495\K

completion o f the family plan;

(4) a statement that the family may be subject to reduction or 

elim ination o f benefits [BENEFIT REDUCTIONS) or other sanctions if the family 

fails to comply with the family plan; and

(5) a statement that describes the necessary conditions and the steps 

that must be taken to renegotiate the terms o f the family plan.

•  Sec. 2. AS 47.27.030 is amended by adding a new subsection to read:
/

(d) The department shall screen adult participants to identify barriers to family 

self-sufficiency related to the use o f alcohol or controlled substances. As a condition 

of the plan, the department may refer the participant for assessment and require the 

participant to comply with u.c recommendations of the assessment as a condition of 

the family self-sufficiency plan. Assessments must be conducted by a facility 

approved under AS 47.37.140.

•  Sec. 3. This Act takes effect July 1. 1999.

CMtB 4M< )
r » f f  t ’nif0 r!inm d (B titT tO  TXX7 BMCXgTtOI



ALASKA STATE LEGISLATURE
House of Representatives

LABOR (  COMMERCE COMMITTEE, CMA 'RMAN 
S rc C IA l CO M M U TES ON OIL A OA3. M EM O IR  
JUDICIARY COMMITTEE. M EM BER 
CORRECTIONS BUDGET SUDCOMMJTTtl. M EM BER  
ADMINISTRATION BUDGET SUBCOMMITTEE .MEMBER 
N ESS BUOCET SUBCOMMITTEE, M EM BER

COMMITTEE A M IU N V t NTS

Representative Norman Rokeberg

INTERIM
r 11 W t S  T ATM A  VENUE. SUITE (40 
ANCHORAGE, A X  M W 1  
PHONE (*0T|JJ«4U I 
f a x :  i » o t i ; s » ; i i c

SESSIO N  
STATE CAfYTOL 
JUNEAU. A X  M B 0 T -1 IU  
PHONE (M T | 4 iJN *M  
FAX  (M T )4 E S M 4 0

M E M O R A N D U M

TO

FROM

DATE

Representative Con Bunde, Chairman 
Health, Education & Social Services Cqf mince

Representative Norman Rokeberg

April 21, 1998

SUBJECT CS MB 434. changes to HB 434

I IB 434
0.LS0495/F
2/18/08

Tlic original bill has been deleted and completely revised

CS HB 434
0.LS0495VK
3/30/98

Section I Amends AS 47 27 030 (a) (4) by changing benefit 
reductions to reduction or elimination o f  benefits 
i f  the family fails to comply with the family sclf- 
stifficicncy plan

Section 2 New Language

Page 2 Requires the Department o f  Public Assistance to screen
Line K adult Alaska Temporary Assistance Program (ATAP)

participants for alcohol or controlled substance abuse

Page 2 If alcohol or controlled substances abuse is suspected
l.ine 10-13 the participant is required further assessment (review) by

a substance abuse counselor at an approved facility as part 
o f  the family self-sufficiency plan



ALASKA STATE LEGISLATURE
House of Representatives

COMMITTEE ASSIGNMENTS: INTERIM
TH  W EST 4TM AVENUE. SUITE *40

LABOR a  COMMERCE COMMITTEE. CHAIRMAN 
SPEC IAL COMMITTEE ON O il A GAS. M EM BER  
JUCXClAKTCOMMITTEE. M EM BER  
CORRECTIONS BUDGET SUBCOMMITTEE. M EM BER 
ADMINISTRATION BUDGET SUBCOMMITTEE MEM BER 
M ESS BUDGET SUBCOMMITTEE. M EM BER

SESSIO N  
STATE CAINTOL

ANCHORAGE. A K  0*501 
PHONE: (M r ) }5 « 4 l* t  
TAX 1*01) 3 5 *7 *1 *

JUNEAU, AK H A O M IU  
PHONE 1*07)445-4H4 
TAX f»07|4*W 040

Representative Norman Rokeberg

SPONSOR STATEMENT 
CSHB 434 ( )

An Act relating to the assessment o f  recipients o f  assistance under the Alaska temporary' 
assistance program for the use o f  alcohol and controlled substances and assignment to a 

treatment program as a condition o f  the recipient’s family self-sufficiency plan, and
providing for an effective date

CSIIB 434 ( ) requires a person eligible for assistance under the Alaska temporary 
assistance program (ATAP) to be assessed for alcohol and controlled substance abuse 
under AS 47 27 030 family self-sufficiency plan

Under Section 002 o f  HR 3734 (Public Law 104-93) a state is not prohibited by the 
federal government from testing welfare recipients for use o f  controlled substances nor 
from sanctioning welfare recipients who test posi ive for the u .c o f  controlled substances

G:ving an Alaskan a hand in a lime o f  need is a good ideal However, vvc need to insure 
tha the Alaskans we help make a effort lo  achieve self-sufficiency Alcohol and 
substance abuse is a barrier to. finding a job, nurturing children, and is one o f  the primary 
factors in domestic violence

Hie American Medical Association Classifies chemical dependency as a treatable disease 
An individual should not be held accountable for having a disease I lowcvcr, an individual 
who refuses treatment should be held accountable

The Department o f  Public Assistance lacks the ability to levy penalties against an 
alcoholic or substance abuser who refuses treatment Ihis bill encourages treatment by 
denying benefits to individuals who refuse treatment

I would urge your support o f this legislation
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Representative Norman Rokeberg
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HOUSE BILL 443
Representative Norman Rokeberg

Title An Act relating to the assessment o f  recipients o f  assistance under the Alaska 
temporary assistance program for the use o f  alcohol and/or controlled substances and 
assignment to a treatment program as a condition o f the recipient’s family se lf sufficiency 
plan, and providing for an effective date

Section I : Adds a new subsection to AS 47 27 030 to require the department to screen 
adult participants to identify barriers to family self-sufficiency related to the use o f  
alcohol or controlled substances As a condition o f  the family self-sufficiency plan an 
adult that is believed to have an alcohol or controlled substance abuse problem is required 
to complete an assessment through an approved treatment facility Furthermore that 
individual will he required to comply with the recommendations o f the assessment as a 
condition o f  the family self-sufficiency plnn in order to continue receiving ATAP 
benefits Assessments o f  the adult participant must be conducted by a program 
approved under AS 47 37 140

Section 2: Effective date January I. IW 9
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SPONSOR STATEMENT 
HOUSE BILL 434

An Act requiring drug testing for applicants for and recipients of assistance under 
the Alaska temporary assistance program 

By Representative Norman Rokeberg

House Bill 434 would require that a person eligible for assistance under 
the Alaska temporary assistance program would not be eligible for that program if 
the person unlawfully uses a controlled substance or refuses to be tested for 
drug use by the department.

Under Section 902 of HR 3734 (which became Public Law 104-93) a state 
is not prohibited by the federal government from testing welfare recipients for use 
of controlled substances nor from sanctioning welfare recipients who test positive 
for the use of controlled substances.

Giving an Alaskan a hand in a time of need is indeed a good idea. 
However, we need to be sure that the Alaskans we are helping are making an 
effort to help themselves. Illegal use of controlled substances is. frankly, illegal 
and Alaskan and Federal funds should not be used to prop up individuals who 
cannot stay clean long enough to take care of themselves, find a job. hold down 
a job. and provide a safe and nurturing atmosphere for their children.

In a recent House District 11 survey. 325 individuals believed that random 
alcohol and drug tests should bo required of welfare recipients as a condition for 
receiving benefits while 106 did not.

I would urgo your positive support of this legislation.

ED 1:3/6/98

Sponsor Stotomont
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SECTIONAL ANALYSIS 
HOUSE BILL 434

By Representative Norman Rokeberg

Title: An Act requiring drug testing for applicants for and recipients of assistance 
under the Alaska temporary assistance program: and providing for an effective 
date.

Section 1: Adds a new subsection to AS 47.27.015 to require that a person is
not eligible for assistance under the Alaska temporary assistance program if the 
person unlawfully used a controlled substance (see AS 11.71.900) or refuses to 
be tested for drug use.

Section 2: Effective date: January 1.1999.

ED 1:3/6/98

Soct ionol  A na lys is
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Second Opinion
The opinions expressed In this column 
ore thou o f the author and do not 
netxaarilf reflect the opinion or viem 
o f the Ohio State Medical Journal or 
the Ohio State Medical Association.

Chemical Dependency: 
A Treatable Disease

A i a full-lime addictionobgist, I 
have m any concerns about the role 
o f organized medicine in the field 
o f chemical dependency. A 
number, o f us working in this new 
field also have concerns for what 
we perceive to be vitaJ areas: 
appropriateness o f  therapy, 
recognizable authorities in the field 
for consultations with courts, 
legislators and third-party carriers, 
recognized teaching resources for 
medical schools, etc.

Those o f  us working in the field 
have great concern for the 
continued inappropriate care 
olfered by otherwise qualified, 
medical practitioners. A recent 
American Medical Association 
(AMA) poll indicates that only 
21% o f  physicians recognize > 
alcoholism as a primary disease; 
17% continue to  see it as a 
psychiatric problem, while 57% 
sec it as to n e  kind o f behavioral 
problem. Only 27% felt competent 
to trea t alcoholism; 45% did not 
feel com petent, and 26% had very 
mixed feelingi.

This poll unfortunately 
demonstrates where we are in 
trea tio ; the nation’s number one 
health problem.

O ur experience with third-party 
carriers continues to  be equally 
distressing. In the past, their staff 
and consultants have had little

toaa

By William J. Kennedy, MD

expertise in this field, and yet 
make significant decisions about 
treatm ent lettingt, modalities and 
length o f treatment — all o f  which 
are decisions critically affecting 
treatment outcome In this very 
treatable disease.

One might assume that nothing 
o f a constructive nature is

A recent poll 
indicates that only 
21% of physicians 
recognize 
alcoholism as a 
primary disease .. 
and only 27% felt 
competent to treat 
It.

underway to  address there 
concerns. In addition, co npetition 
in the field is clouding the Issue of 
who in the health care profession 
b  taking the lead In this Important 
and critical area. It might be well 
(o review what b  happening in (be 
field o f chemical dependency and 
bow physicians, bke myself, are 
involved in this effort.

In the la jt few years, largely due 
to  the stimulus generated by a 
group o f recovering physicians, 
some significant steps have been 
made. In 1982, the State of 
California passed a law requiring 
medical directors o f  alcohol and 
drug programs be certified as 
specialists in the field o f  chemical 
dependency. In 1982, a group o f  
us from around the nation, field 
tested an  examination for the 
California Society for the 
Treatm ent o f  Alcoholism and 
other Drug Dependencies. In 
November, 1984. 113 physicians 
were examined and 101 were 
passed and certified as specialists 
in the field o f  chemical 
dependency.

Also, in October, 1982, the 
American Academy of 
Addictioaology was founded, 
largely due to  the leadership of 
Dr. O . Douglas Talbott. Under lu  
sponsorship and with the suppoit 
o f  the AMA, the two historic 
KROC Ranch Conferences came 
about. The first conference 
brought together all the diverse 
medical groups interested in the 
field o f  chemical dependency: the 
AMA, the California Society for 
the Treatment o f  AJcoholbm and 
Other Chemical Dependencies, the 
American Medical Society on 
Alcoholism, the Association of

continued on re t*  T9 n
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Sacond Opinion
continued

■ Medical Educators and 
Researchers in  Substance A b u :., 
tho American Piychiatric 
Association, the National Institute, 
o f Drug Abuse, the National 
Institute o f  Alcohol and Alcohol 
Abuse, the National Institute of 
Health and  others.

Out o f  these meetings, a 
consensus report .was formulated, 
recognizing that there is a  special 
body o f knowledge applicable to 
the field, o f  chemical dependency, 
and those who are familiar with 
this body o f  knowledge should be 
identified as specialists in this new 
and distinct discipline.

The second KROC Ranch 
Coofcrcn :c delegated to the 
American Medical Society on ‘ 
Alcoholism and Other Drugs the 
responsibility o f  implementing a 
credentialing and certification 
process, as well as developing 
fellowship o r residency training 
programs.

Following the second 
conference, the American Medical 
Society on Alcoholism and Other 
Drugs accepted this charge and 
implemented this by appointing a 
number o f  us to  a committee to 
continue developing a  certification 
process, as well as fellowship 
training program s. Many o f the 
members o f  these committees 
com : from  the medical (caching 
Held, as well as having practical 
experience In the treatment o f  
chemical dependency.

In addition, I was recently 
appointed to  an AMA committee 
to tevicw the terminology used in 
the chemical dcpavdcncy field, and 
alto hopefully remove chemical 
dependency from the psychiatric 
category in  the DSM 3 as well as 
the current international 
classification. This issue U already 
being tested In the courts.

We are receiving strong support
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in our efforts from the AM A, and 
hopefully within a few yean 
medicine will have a new 
recognized specialty in the field o f 
Addictionology. This new field Is 
obviously long overdue, when IS^e 
o f all chemically dependent people 
receive no treatment at all for 
tb d r disease.

Organized medicine has a vital 
role to  play — first, in assisting 
this new Held lo obtain the 
credibility (hat it so desperately 
needs and that It has strived so 
hard (o obtain: second, in bringing 
chemical dependency into the

mainstream o f medicine. We need 
to]rid it o f the remaining vestiges 
of stigma as a moral issue, rathe: 
than a disease, to  document its 
treatability and to recognize the 
successful methodology which is 
already in place. In short, 
chemical dependency ihould  be 
viewed as any other life* 
threatening, treatable disease.

Dr. Kenned/ Is program director for 
tht Alcohol Rehebltllethn Unit of 
Utking A(tmoriel Hospital in Hewer k 
arid it a member of the OShtA 
Committee on Impaired Ph/s idem

n
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IN  THE SPOTLIGHT

Adapting the Chronic Disease Model in the 
Treatment of Dually Diagnosed Patients

F o r t  W a s h in g t o n , P e n n s y l v a n ia

AbstraeS-Thls article suggests that while tht focal point o f  Lnpatitnt treatment in the field o f ad­
diction should continue to be abstinence and 12-step programs, then should be considerable mod­
ification o f the process o f  interment. Many o f the present mpadcnt psychiatric hospitals that m ot 
addiction seem lo be Uwgnly unaware o f the buxhemisty and physiology o f early recovery. A model 
o f treatment Is proposed that taka  into account the neurocvtndtve Impairment and emotional 
augmentation Hat is present in early recovery. The focus o f active treatment In this program Is the 
treatment o f the addictive process. The psychiatric diagnosis is managed through supportive psy­
chotherapy and/or education if appropriate. Active treatment of the pychtotric diagnosis Is deferred 
to outpatient treatment.

MODELS OF T REATMENT IN THE 
DUAL-DIAGNOSES SETTING

M alvern  c o t t tv te  b  a  35-bed residential treatment 
center In Malvern, PewvyiYama. The staff of the Mal­
vern Institute has been treating chemically dependent 
patients since 1946 and dually dlagnoKid patients since 
1981. In the Delaware Valley, dual diagnosis treatment 
is usually done In psychiatric hospitals. In that res pod. 
.Malvrm Institute occupies a unique treatment niche. 
Patients who are floridly psychotic o r suicidal are 
treated i t  Mahrcm Institute after their psychiatric con­
ditions tuvc  stabilised.

Until recently, Malvern Institute Isos used the multi­
disciplinary treatment team model os the predominant

K a ]ia u  t a  isp rin ts  sfceuM U  to  R avm ow l A . lotntat.
tev. 1101 O n n m  Une, R un Yitky. PA IWT2.

6}

treatment mode. This is a  common approach in facil­
ities that treat dually diagnosed patients. In these fa ­
cilities, addiction is seen as the end result o f  multiple 
etiologies. In this model, it b  Im portant to  expedi­
tiously treat any condition that may have contributed 
to  the evolution o f  th b  disease in the first 30 days of 
treatment.

Prychiatnus, psychologists, n u rsa , counselors, so­
da! workers, recreation, a n , and movement therapuu  
are employed, when available, by the facility. Bach 
discipline views the addicted Individual from a slightly 
different professional perspective. The input o f  these 
disciplines is then woven together Into a patchwork 
program. These programs frequently recommend so­
briety, 12 step programs, and mental health. Although 
thb  approach b is  beat somewhat successful, there are 
inconsistencies in the treatmenr based on  the training 
and talent o f (he members o f (he team.

A significant drawback in this approach Is the lack
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o f any built-in mechanism to  define and enforce role 
and  task boundaries with the staff. O ur observations 
o f  the actual day-to-day working o f  this model indi­
cated that them  were great discrepancies between the 
actual work done by the disciplines and the work that 
was reported by them in case conference. For exam­
ple. although counselors reported that they were work­
ing on  first step issues, direct observation indicated 
tha t they were working on issues o f  personality devel­
opm ent and attitude. Psychiatrists stro rrly  asserted 
that they were reinforcing the program , when they 
were frequently using Insight therapy. Nursing staff 
would confront and  Interpret behavior, believing 
themselves to  be ego supportive.

As this kind of disjointed treatm ent continues, the 
patient community will begin to  perceive such treat­
ment as poor and inconsistent. If  they confront the 
staff, they are told that they ore acting like addicts. Jf 
the patients accept an Interpretation o f this nature and 
surrender to  the treatment program , they have the a p ­
proval o f  the staff. I f  they do not. they arc continu­
ally told that they arc an addictive community and 
approval Is withheld.

. is also not unusual to  see this model hybridized 
within the therapeutic treatm ent community model. 
S taff and patients arc seen as equal participants In the 
treatment community. In this case, the stuff may be In 
a  position that is equally as perilous as that o f the p a ­
tients. They may both be subjected to  a nonvoluntary 
group process. This process usually tends to be nattier 
therapeutic nor Jtnportivc. but frequently seeks to in ­
fluence thought and  attitude. By the very nature o f  a 
therapeutic community, It runs, day-to-day. on the ba­
sis o f  a belief system. This system may have very bale  
to do  with the treatment o f addiction. The long-term 
effect of this approach may push the staff into behav­
ing like an alcoholic family. The staff behavior then 
shapes the community behavior.

AdminedJy, this is worrt-casr scenario. These prob­
lems do no t always occur. The success o f these styles 
o f  treatm ent depend on the experience aud quality o f 
a  core m rm benhip  o f  the staff. Although a facility 
may enjoy tremendous initial success, these ryreir.i 
tend to deteriorate aa members o f this core riite move 
on  to other places and  petitions.

Tha difficulty o f maintaining a therapeutic environ­
ment with dually diagnosed patients Is further com­
pounded by the rtgrcsnv* poll that thata parisnts exert 
on the staff. This pull comes from  their tremendous 
needs and en cy st Issues. S ta ff may frequently fad  
overwhelmed when using a style of counseling tha! is 
issue-oriented In its approach. In addition, this treat­
ment approach suggests that If addiction Is a diaeas*. 
it tj a disease of personality dlsord 7 .  Recent research 
suggests strongly that addiction is a  genetic, biochem­
ical, and phyvioktgk o n * ,  unking the latter approach 
Inaccurate, somewhat judgm ental, and moralistic.

Wishing to  avoid some o f  these pitfalls, the clinical 
adm inistrative s ta ff  at M alvern Institu te sought a  
treatment model tha t would do the following:
1. Keep both sta ff and patients on the prim ary task, 

that Is, treatment o f  addiction, and help to  prevent 
the Inevitable regressions that seem to  accom pany 
many other models.

2. Keep the wisdom and stntcruraJ support o f  AA and 
NA while using treatm ent methods and Inform a­
tion  based on the m ost up-to-date research on  
addiction.

3. Set realistic treatm ent goals tha t take Into consid­
eration the weakened and debilitated condition o f 
the patients early in sobriety and not expect m ore 
o f them than they can do. Studies show that as many 
as two thirds o f  patients entering a residential treat­
ment center may have a  significant level o f  nem o- 
psychological impairment, with chnlcxj presentation
uniting the gamut from Inability to  set priorities to 

difficulty In learning new Information. Frequently, 
patients rcm dn in a sate o f  prolonged withdrawal. 
As a result, they may be emotionally augmented 
for the length o f  their Inpatient stay. Ausmmtatlon 
refers to a clinical state of increased em otional 
arousal secondary to  withdrawal. Any treatm ent 
method used should be extremely simple (cognitively 
concrete), highly logical, and  ooaprovocaiive.

<1. Give patient* a cleat message o f  pciaoiud ics âjii- 
sibility for the treatm ent o f  their Illness.

THE DUAL-DIAGNOSIS MODEL

*1110 dual diagnosis model as used here refers to  a 
model that sees addiction os a disease, bin allows for 
the existence and treatment o f  a concurrent psychiat­
ric Illness. There a r t  s o c ia l  advantages to  this model.
1. Both disease processes are  considered prim ary.
2. Both require treatm ent.
3. They coexist w ithout attributing etiology to  each 

other.
4. Substance abuse must n o p  In order to diagnose and 

tieat the psychiatric illness.
5. If  the patient is proven so t to  have a psychiatric 10- 

nc ii, this exclusion permits a  shift o f focus to  the 
disease model o f  treatm ent.

6 . Allowing for two separate etiologies decreases de­
nial and splitting within the staff.
The most Important feature o f this model it that it 

does not compel the treatment team to  attribute etio l­
ogy of the addiction to  the psychiatric Ulnas. This per­
mits patients and staff to  continue to  view addiction 
as a primary disease requiring abstinence. The accurate 
diagnosis and subsequent treatm ent o f  the psychiatric 
Uloess also requires abstinence. Tbit clear separation 
o f  both diseases suggests that wo should not combine 
substance abuse treatm ent whh peychodynamlc th e r­
apy in tha context o f  the u m t  program . W hen we do

R.A. Johnson



0 4 /0 7 /9 8  1 8 :1 3  0 2 0 8  388 1304 BSU LIBRARY ILL

Adapting tM Chronic Disease Modal 65

this, the f do ken o r  unspoken m o sa ic  to the patient Is 
th a t the tw o Illnesses are somehow magically woven 
together. We are left with the embarrassingly im pos­
sible (ask o f  explaining how  a  genetic and physiologi­
cally distinct disease has been caused by a  psychiatric 
disorder.

Once having committed to  this model, however, H 
became obvious that while it permits darby  it does so t 
suggest a m ethod o r mode o f treatm ent. T he advan­
tage of combining the dual diagnosis mode! with the 
chronic disease model is that it gives us a methodology 
by which we can treat tw o separate chronic illnesses 
within tha context o f  the same program.

THE CHRONIC DISEASE MODEL
The chronic disease modal o f treatment was developed 
and written about extensively by Ron Rogers and Scot 
McMiliin. They have produced books describing the 
treatm ent philosophy, group process, and family in ­
volvement inherently implied in this modal. The model 
is based o n  the seminal work, Under the Influence, 
w ritten by Milam. It is distinguished from other ther­
apies by several key features. Its m ost important ac­
complishment is the direct and focused treatment of 
the disease o f  addiction. Most m ult idisciplinary treat­
ment team models and therapeutic treatment commu­
nity models attem pt to treat the issues tha t emanate 
from the addiction, that is, negative attitude, intergen- 
crational family conflict, grief issues, sexual abuse, 
and so oo. These matters certainly arc Important and 
may even have a direct bearing on an individual's re­
covery. They are better dealt with w hat the individual

is less neuropiychologicnlly impaired and U less emo­
tionally augmented, in other words, when they are less 
toxic from  the effects o f drugs and alcohol.

Alcoholism and drug addiction are marked by two 
distinct phaieo o f symptomatology. The first phase In­
cludes symptoms of intoxication that range from slurred 
speech, to  explosive behavior, to delusion and hall verna­
tion. Less well known are the symptoms of withdrawal. 
There arc those symptoms that occur immediately a f­
ter cessation o f  alcohol and drug use and  those that 
occur after prolonged abstinence. Acme withdrawal 
can Iasi up to  7 days. It cm  result in loss o f  rcahry test­
ing, convulsions, and death. It can certainly mimic al­
m ost any o f  the common axis-1 disorders.

The second and less well-known phase is the pro­
tracted withdrawal syndrome. This makes its appear­
ance after the cessation o f acute withdrawal and can 
last up to  2 years. In the past, it has been most fre­
quently described within the context o f  the  to d a l sci­
ences and hat been mistaken for the emergence o f 
preexisting psychiatric and emotional disorders. Data 
gathered by computerized axial tomography and elec­
troencephalography strongly suggest cortical damage 
from long-term alcohol ingestion. In alcohol treatment 
centers using the Luria-Nabraska Neuropsychological 
Battery, as many as two-thirds o f alcoholics entering 
treatm ent have been shown to have significant cogni­
tive Impairment (see Figure 1). This impairment begins 
to  show improvement by the tim e o f discharge in 
many o f  the patients. VaiUent's comprehensive review 
o f  Large numbers o f  alcoholics revealed that many of 
the alcoholics who were studied dem onstrated a wide 
variety o f  psychological and behavioral disturbances

N eurocoanitive Im pairm ent
l  Fallotf

70

SO

SO

SO

SO

30

10

0

S3

sc 41

VA

Sf
t l

SI ss

22I " » * i * ■ i — ■ ■ r
AJitftl C t » * .  * M l l  M B U a  C « U L  I+ 'U V A  J o d f w a i i  Cake.

L u r la  N e b r a s k a  S a b te s ts

HO USU11. Stacy by H h«. Ctort, and Solan* l a n m i n t n  lit* pwesMSf* of t lc o to l t i  who (•«•«] •potrtk; wtrioiU 
of tfw  Lw1*'N«W *«S* Nowiopoyof»»>»9loot BoHory 0*»on Ir tlh o  f l r t l  tO ii4y* Of tfMt/TWnt.



66 R.A. Johnson

tlmr were no t present before the  onset o f  their disease. 
This strongly suggests that there Is great physiologic 
disturbance that occurs as a  direct result o f  the sub* 
i ta r - c  abuse and extends well past the  period o f  acute 
w ithdrawal.

Obviously then, patients in early recovery are going 
to  su ffe r {torn the effects o f  this protracted with* 
draw s!. They will be easily confused, show distur­
bances o f  memory, and over-react to  stress. They may 
be  unable to  attend, concentrate, conceptualize, and 
prioritize. All too often, these difficulties are inter­
preted as having Axis 1 or Axis H significance. They 
are  then either medicated or confronted inappropri­
ately. This knowledge should have far-reaching impli­
cations fo r the rehabilitation centers and intensive 
outpatient duties that treat these patients.

The chronic disease m odd  treats addictions in a d i­
rect and  focused m anner th a t assumes a disease with 
central nervous system seqodi.c. Program material re ­
peats every 21 days so tha t patients repeat their first 
week. The program  uses task groups that occur In ap ­
propriate sequence with the lectures. All o f  the work 
is then related to  one o f  the  four primary goals o f  
treatm ent. Information docmcd to  be sontcgic and im­
portant for treatment is cycled to  repeat In various lec­
tures and ax appropriate times.

GOALS OF TREATMENT

Once the patient's physical and emotional conditions 
are stabilized, programmatic goals of treatment can be 
met.
I . Education: The education o f the patient and the staff

is one o f  the m ost im portant functions o f  the pro­
gram. Therefore, it becomes important that the in ­
form ation meet the following criteria:
a . Everyone must be the redpient o f the inform a­

tio n ; no secreti should be kept from the 
patients.

b . The inform ation used is endorsed by tbc scien­
tific community os the most accurate and up to  
date.

c. A significant part o f  the information should be 
a clear-cut explanation o f  the  chronic disease 
model program. Patients are able to gauge their 
progress and hold the staff accountable to de­
liver their promise o f  treatm ent.

d. Because the m ajor form  o f treatm ent of chem­
ical dependence Is still l le tc p  program!, the in ­
form ation should be heavily weighted on the 
practical m e o f  these programs.

e. There should be a predictable and verifiable 
quantity o f knowledge passed from the staff to 
the patients. Lectures entitled "The Disease o f  
A ddiction" must include inform ation on tolex- 
ance. dependence, loss o f  control, and to  on.

S taff should not lapse into stories such as “M y 
Personal Recovery." When patients are halfway 
through treatment, they should be able to  under­
stand their treatment and  recovery program well 
enough to begin to teach it to  the newcomers.

2 . Setf-dl'ignosls: The next most im portant goal o f  
treatment is that the patients must sdf-dlagnooc. In 
o ther w ords, all the m aterial given to  them is 
worthless if  thay cannot apply It to  themselves. 
However, this is the work o f  the patient and lus 
peers, no t o f  the treatm ent s ta ff . The prim ary 
treater in this model Is the patient. The goal o f  the 
counselor is to  educate and facilitate the patient's 
sdf-dlagnosis, not to push him Into self-recrimina­
tion o r to  provoke him into sobriety. I t becomes 
very difficult for the staff members to project th d r  
issues onto the patient, partially because treatment 
Is not issue-oriented and partially because there is 
little opportunity to do it. Therefore, patients are 
asked only to personalize the m aterial that they 
have teamed.

3. Learn How to treat their illness: Just as diabetics 
must leant to count calorics, weigh food, and ad ­
just dosages o f  insulin, addicts must learn to main­
tain th d r  health and sobriety. Recovering addicts 
must learn to  m&ko lifestyle changes. They must 
learn w hat to  avoid, new w ayi o f  dealing with 
stress. Lew to obtain a sponsor, how to fire a spon­
sor, and  so on.

4. Assumption o f personal responsibility: Compliance 
it not punished in this program. Compliance is sim­
ply the act of doing w hat you are  told to  do. In 
other treatment models, it is thought o f  as a decep­
tive maneuver on the p a n  o f  the  patient. In the 
chronic disease model, it is considered on important 
step in the patient's progress. Progress is measured 
by whether or not the patient meet* certain behav­
ioral learning objectives in the program . The staff 
docs no t engage in mind reading or accusing pa­
tients o f  impure thoughts and motives. It becomes 
the goal of the staff to  remove all such impedi­
ments to  the patient's progress. In this respect, the 
chronic disease m odd bus been compared to the 
Montessori method. Patients are  also expected to 
learn about their psychiatric diagnosis and to take 
personal responsibility for it. T he patient's psychi­
atrist might then educate the patient about m anic- 
depressive Illness, for example, and how to  do the 
sdf-care necessary for continued stabilization.

ROLES

Role boundaries are very important in this m odd, and 
staff mcmbcis are expected not to stray from their de­
fined positions and delineated (Asks. The patients also 
know the task and role expectations, The patients have
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the  right to  rem ind sta ff m embers about program 
boundaries and to  exercise that right with healthy ex* 
ubcrance. This sncounget patient* to  begin to  taJe* 
charge o f  their Uvea while they are  still In treatment, 
and this prom otes skill buflding.
1. Counselors educate the patients, facilitate groups 

and com m unity meetings. They set up back-to- 
work conferences. They also educate families and 
lead multiple family dlscuuioc groups. They coua- 
sell They do no t do interpersonal group therapy or 
individual therapy in  a  group setting.

2. The addtctlonist develops individual detoxification 
protocols and oversets the medical ca rt of the pa­
tient. H is prim ary goal is to  stabilize the patient 
medically and apprise the patient o f his condition. 
He will explain laboratory t a t s  to  the patients end 
relate results to  their disease. H e may also do indi­
vidual counseling. In addition, the addlctionist may 
help develop drug-free programs for the mainte­
nance o f  chronic pain syndromes when appropriate.

3. It is the psychiatrist's jo b  to  diagnose and treat 
mental and emotional instabilities in a manner that 
is responsible and consistent with the goals o f  a 
chemical dependence treatm ent center.
a. Before psychiatric medications are given, the 

patient m ust dem onstrate DSM'IH-R criteria 
for that illness before the onset of the addiction, 
o r  they m ust have maintained their symptoms 
fo r a  period o f 3 weeks after detoxiflimtion.

b. Diagnoses such as borderline personality dis­
order are  not medicated. We strongly believe 
tn a i personality disorders cannot usually be ac­
curately diagnosed in the first 4 weeks of trea t­
ment because o f tho complications of protracted 
w ithdrawal.

c. The psychiatrist should continually assess the 
level o f cognitive impairment o f  the patient and 
help to  ease his adjustm ent to  the program.

d . Supportive therapy is piovided when indicated. 
The goal o f  this therapy approach is to reinforce 
the patient's participation in  the program and to 
help reduce the use o f  primitive ego defenses 
and acting out behavior.

e. The psychiatrist m utt also educate tho patient 
about the psychiatric iilncu and the responsible 
care o f  tha t Illness.

4. Nursint stajjbeip  to  maintain the program bound­
aries 24 hours a day and arc extremely important 
to  the ongoing integrity o f  the program. They Uke 
part in patient education through lectures and (ha 
explanation o f laboratory tesu . They also h d p  the 
dietitian and  the kitchen s ta ff  in educating the pa­
tients in the proper nutrition o f  recovery.

5. H m rationcl sta ff consul’, with the phyiidui to  hdp 
the patients develop a realistic and healthy exercise 
regiment that they voU be m ore likely to continue

ST

nftar treatm ent. Tho focus is on  the restoration o r  
physical health through gradual increase In (be level 
o f  physical activity. Self-care is taught along with 
the constructive use o f  leisure time.

THERAPEUTIC ACTIVITIES
Because the most im portant goal b  to  teach addicts to  
be responsible fa r their own care, it makes aensc tc  ap­
proxim ate the individual's aftercare environment as 
closely as possible within the treatm ent setting..They 
would then be better able to use this environment a f­
ter treatm ent because they would have some experi­
ence negotiating it. One might think o f  the clinical 
milieu as attempting to  replicate the successful and 
unique attributes o f a 12-stcp program .

These attributes are:
1. Alcoholics are not treated by professionals in  12- 

step programs. They are treated by each other. This 
is an experience that should then be replicated in 
group, community, and milieu therapy.

2. The basic character o f 12*tep programs is that they 
ore homogeneous. They are made up o f  individu­
als who are addicted and have similar life experi­
ences. No one goes to  an A A  meeting for therapy 
fo r an  emotional disorder. People m ay go, how­
ever, to stay sober in the face of m any emotional 
problems. They are then likely to see their therapist 
to  deal with their emotional issues. Meetings are 
a lio  positive in tenor, supportive In nature, and 
task oriented.

3. There are traditions that are passed on  that are un­
changeable. Some ore written, and some are passed 
on by word o f  mouth from the older members to 
the newcomers. They prevent the group from being 
subverted by circumstance and individuals. T hu  en­
sures that (he primary task o f  the m aintenance o f 
sobriety continues within the 12-step program-

4. In addition to the following 12 traditions, each 
group develops its own character and  mores.

5. Leadership u  passed on to  that no one individual 
becomes more important than the fellowship or the 
group.
The style o f  group process m ost often used fat reha­

bilitation settings is the short-term  Yalom group, 
which does ne t meet the aforem entioned criteria. In 
these groups, patient's issues, m any o f  which vary 
from  patient to  patient, are worked on one at a  time. 
Dtf ferences and not slmliaritias ore stressed in group. 
The counselor frequently sets the agenda for what is­
sues will be declared to  be “crucial" to  the patient's so­
briety. These ‘‘choices” may reveal more about tho 
counselor titan they do about (be patient.

The group process used la  the chronic disease 
model it based on the group style o f  Lord W ilfred 
Blon. The groups b a te  specific tasks, and the role of
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the counselor is merely to  keep the group or the co n - 
m unity on  U lk .T be prim ary task o f  the group or t so 
com m unity b  always the treatm ent o f the addiction.

The paychiatric diagnosis Is not treated by the group 
o r  the com m unity. I t k  treated by t in  psychiatrist. It 
Is the jo b  o f all s ta ff  members to make their primary 
Investment In the maintenance and  continued life o f 
the program . In th a t spirit, the primary u s k  m utt a l­
ways be preserved. Therefore, anything such as a  psy­
chiatric diagnosis, that prevents the individual from 
attending to  the prim ary t u k  Is actively treated. In 
tha t respect, the psychiatrist helps the patient by man- 
acing the psychiatric illness, whereas the patient attends 
to  the prim ary t u k  o f treating his o r  her addiction.

COM M UNITY MEETING

T he community meets daily lead by Its officers. After 
the  groups elect their leaders, those group leaden are 
eligible to  be elected to  office by tbc community. 
Loadsrshlp is passed on each week. The primary task 
o f  this meeting Is the same as for every activity. The 
patients call the meeting to  order and then read the 
community rules and boundaries (program rules). They 
will solve problems that develop within the community 
tha t ore not specifically covered In the program rules. 
One community may have to  solve the problem o f how 
its members will help aach other adhere to  a 10-min 
telephone limitation, whereas another community may 
have to  solve the problem o f getting its members to 
therapeutic activities on time.

C om m urity meeting is generally facilitated by ocJy 
one s ta ff  member. This staff member may assist the 
com m unity by clarifying a problem or refocusing the 
community. It is important that the facilitator work to 
empower die group and not determine it by solving its 
problem s for them.

SMALL GROUPS

G roups occur daily at Malvern Institute. The groups 
a re  u s k  oriented, and they a r t  f s e llu te d . Individual 
and interpersonal therapy is not done in the context of 
the group u  it is with the Yalam model. AD o f the 
groups are focused on some u p c a  o f addiction and 
recovery. They m ujt fulfill one o f  the four basic goals 
o f  treatm ent and are coordinated with the lectures 
given tha t day.

Groups operate out o f  one of four basic "modes.*' 
These modes are hostile, hopeless, hopeful expecta­
tion, and working. Obviously, the goal o f the group 
and its facilitator it to help the group achieve a work­
ing mode. A group is in a working mode when Its 
members are able to  stick to  die u sk  at l and. Groups 
can fall Into helpleaoieis and hopcJeuncss; they can 
become hostile and duect their hostility to the coun- 
se 'o r o r to one another. They a n  also enter hopefdl

expectation mode, which on the surface appears to  be
potidve activity. It is not activity that Is based in re­
ality, however.

The groups have one o f  four basic thanes or tasks:
1. Defense mechanism group* occur twice a  week. 

They dovetail with the lectures that define defense 
mechanisms and detail their ure in the service of the 
addiction. Patients are given examples to  watch on 
videotapes to further identify these mechanisms o f 
denial. They will then participate in a group In 
which they relate the use o f  these defeases to  th en - 
selves. The patients discuss how these defenses are 
used to  avoid sdr-dlagsoria. They discuss how to 
change this behavior. Acting ou t in the community 
may be discussed in the defense mechanism group 
so that the patients can relate this to  their avoid­
ance o f  treatment. It serves as a way o f using peer 
interaction to keep community behavior under con­
trol. Confrontation is always done didactically. Pa­
tient arc taught to confront in this manner, directly 
and by example.

2. Step groups occur once each woek and go sequen­
tially through the first three steps. These groups 
emphasize maintenance o f  sobriety. They are re­
lated to  the educational lectures. For example, 
step 1 emphasizes how the disease process leads to 
power teamen through the mechanisms o f  tolerance 
and withdraw al. Unm anageability stresses the 
problems stemming from the disease, such as legal 
problems, family problems, and  so on. The need 
for abstinence and working the steps Is emphasise]. 
Step 2  stresses (he importance o f  the group. AA. 
and reality testing. Step 3 stresses the group and 
why willpower does not work and what it means to 
turn  one’s will over.

3. The education group is (be third type of task 
group. This group stresses fam iliarity with the 
present week's lecture material. Again, the group 
stresses relating the material to the individual m em ­
bers. They alto  must identify educationally weak 
areas in  the group. This ensures (hat all o f  the 
members o f  a given community receive the infor­
mation that is needed to  aeif-dlagnote. There is. of 
course, a certain amount of new learning that ta k a  
place with etch new member as the group attempts 
to diagnose or determine what inform ation an in* 
dividual is miming and to  develop ways in which 
the patient may make good o n  those deficits.

4. The treatment 'Xart group is another type of group. 
This Is the only group that may on ocauion  address 
a patient's self-defeating behavior and an c trp t to  
prescribe alternative behaviors that arc more con 
sb la rt with active treatment. Again, this is pauent 
led and patient-determined. Clients arc expected to 
follow the guidelines o f treatment planning and to 
develop goals and objectives.
Counscloii are rotated through the different poupi

R^A. Johnson
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to  tbai no group identifies iu d f  as belonging to  n par­
ticular individual or vice v en a . T he counselor can 
make an  intervention if  th e  group is having trouble 
with the task, but be o r th e  tnvut first determine wha: 
mode the group b  in and must address all o f his o r  her 
comments to  the group as a  whole and never to  indi­
v id u a l. This prevent! projective identification with the 
group and further prevents acting out countennuufer- 
cnee. The advantage o f this kind o f  disciplined thera­
peutic in terac tion  to dually  diagnosed patients is 
obvious. Em otional turm oil ta d  patient acting out is 
greatly decreased. P a tk n u  with A d i  1 diagnoses that 
could not tolerate more “ invasive" or “penetrating" 
group techniques are generally able to tolerate these 
groups.

INDIVIDUAL THERAPY

The individual therapist has 10 m ajor tasks in this 
model o f  treatm ent.

1. Collect and assess a database. This is a  very Im­
portant function in this model became some treat­
ment must be deferred to the outpatient setting. It 
becomes very im portant to  assess the aftercare 
needs o f  the patient and to  m ake the appropriate 
referral.

2. Develop, revise, and update individual treatment 
plans. The plans are designed to  educate, to relate 
learning to  experience, and to  bring about behav­
ioral change. A detailed and relevant plan is made, 
and a  copy is given to  the patient.

3. Provide cognitive and reality-oriented therapy, (t 
should be aimed at teaching patients helpful con­
tro l o f feelings. The emphasis should be on the 
prevention o f  regression. Therefore, patients ate 
not encouraged into insight o r  expressive psycho­
therapy. "Conversion experiences" are not encour­
aged. The emphasis is on consiitent and directed 
w ork and not seif-castigatinn.

4 C *  J ’ront denial only by didactic methods. There 
is nothing therapeutic about increasing the level of 
shame that aa  individual comes into treatment 
with because most o f  k  b  baaed on a moral under­
standing o f  addiction. It is very important that the 
s ta ff m odd  behavior that is consistent with that 
belief.

5. 7 nrcA patients about defense mechanisms and 
how they ere ured to Justljy eddicltvr behavior 
and to avoid tm  iment. Tbe more the behavior o f 
questioning on«*s d afem u  is modeled for patients, 
tbe m ere thay will do lL Tha more they are con­
fronted forcefully, the m ore d e fen ih r they will 
become.

6. Provide opportunity fo r patients to witness the 
use o f  defense m tehanltm t and to Identify them. 
Conflict, attitrdtf, and behavior a r t  never Inter­
preted. T he patirnls may m ahs their own guesses
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about what dynamics their defenses may conceal, 
but this should not be encouraged o r validated by 
the staff.

7. Provide the patient with all the information you 
team about him or her. Stick to baric data and 
facts. Avoid asking the patient to  believe things 
that you canno t support with d a ta . Patients 
should be given useful data in the same form at as 
they are given data about their addiction.

8. Seif-dlsdost only when appropriate. T hb  means 
(hat therapists do not disdos« personal Inform a­
tion when it has no benefit for the paticnL Jt also 
means that unresolved issues are no t divulged.

9. Develop appropriate aftercare, and motivate the 
patient to accept and follow  it through.

10. Teach the patien t the effective use o f  12-step 
groups.

LECTURES

The topics o f  lectures are chosen oa the basis o f  what 
patients need to  know about addiction and tbe norma] 
recovery process. They a lio  need inform ation about 
the bancs o f self-care. in  tbe case o f  addicts, that 
means teadiing them a practical working knowledge of 
12-ttep groups and sober living skills. Lectures must 
be outlined well enough that anyone can take over the 
lecture and cover tbe important points. Topics are pro- 
seated In a logical m anner and are coordinated with 
the day's activities. Therefore, if a  lecturer Is absent on 
a  given day, someone else must be able to  step In and 
cover that topic. It m uit be covered point by point.

DIET

It is with some trepidation that I place diet under the 
heading of therapeutic activities. It is tliii fashionable 
in medical drclcs to  state that if  a person eats three 
weil-balaacod meals a day (hat p m o n  will get all the 
necessary nutrition. However, addicts axe people who 
have run up a tremendous debt with reality. They arc 
vitamin and minend depleted by the tim e they come 
into treatm ent. They frequently attem pt to  digest and 
absorb food with a compromised digestive tract.

in  addition, there is some evidence to  suggest that 
an addict's need for protein, o r the am ino acids that 
are tbe building blocks o f  proteiu, are increased. The 
protracted withdrawal syndrome occurs out of a  deli- 
descy  o f  neurotransm itters. Serotonin, for example, 
relics heavily on  the amino ad d  tryptophar for its syn­
thesis. I t dors not cross the biood-brain b trrier itself; 
tbere/ote, one o f  the few ways o f  increasing •-rototrin 
is to increase the am ount o f  tryptophan delivered to  
the brain. Theoretically, at least, diet should be impor­
tant to  the process o f  recovery.

T hb , o f course, does not even begin to cover tiie 
lop<c o f diet for general food health. Typical rchabli-

Id 020
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ltation food U high in caffeine, tlm rb  sugars, fata, 
and cholesterol. The theory is O ut .ecortring  people 
need 'h e a rty  fere" and tasty food Casualty high in fat) 
to  keep their minds on treatm ent. I have been dis 
mayed by the fact that middle-axed men. who have 
soma risk o f  heart attack, experience it c j  cases in their 
blood lipid and cholesterol levels In their second week 
of treatment, not as a consequence o f  recovery but be­
cause o f  the diet that they were fad.

Caffeine ia not a benign drug in tha hands of active 
addicts and recovering individuals. In an addiction, it 
was all too  often used to stimuiant-load an individual 
who was lethargic and exhausted from alcohol and 
drugs. This kind o f stimulant loading always incurs n 
debt to  be payed later In neurotrensm itlcr depletion.

Simple sugars have similar effects on people in re­
covery. Although chocolates may temporarily decrease 
a  craving for alcohol, there It a “high" that occurs a f­
ter eating and then a  rebound depression state. This 
’ low" feeling stale is often accompanied by a recur­
rence o f  craving.

Sugar and caffeine loading also increase stress In an 
organism. Recovering people era particularly sensitive 
to  stress. We believe that these eating habits have a 
very direct and negative effect ou the protracted with­
drawal syndrome and measurably Increase the d iffi­
culty o f  rocovny. There foie, we not only teach diet 
and recovery to  individuals in our program , we also

R-A. Jchnton

feed them a diet that eliminates free sugar and caffeine 
and b  low in fat.

CONCLUDING REMARKS

T hh n o d d  o f  treatm ent does not trivialize the many 
Important issues o f the recovering addict. It merely 
prioritizes the sexju-ncc o f  treatm ent to  match the re­
covering patient's physiology and limitations. Many b- 
tucs are deferred for outpatient treatment. The strength 
o f  this model lies in Its restraint. The t u f f  must place 
most o f  its energy into the maintenance o f the p ro ­
gram itsdf, which hdps to  prevent acting out o f  code- 
pendent and countertransfetence Issues. In o ther 
words. U hdps to  prevent the staff members from act­
ing oo inappropriate thoughts, feelings, and attitudes 
from their own p a n  that would be harm ful to  (he pa­
tients and impede their promes* It* success with du­
ally diagnosed patients suggests that those who treat 
the addict early in recovery have an  obligation to  re- 
member and practice the first ru k  o f Meriidne: “P j i t  
do no harm ."

Raymond A . Johnson, s o  
Da pan m tn l o f A id e  ton Sarvieas 

S ’onhvastam I/uTituia o f Ptjchiatry 
Fon W ahtnfion, Ptnnsy/vanla



Alcoholism:
Disease Or Addiction?

E d ito r 's  S o u ;  A s  e d ito r  o f  P i o f c i i i o n i l  C o u n s e lo r ,  / c m  a ffo rd e d  th e  o p p o r tu n ity  to  w o rk  w ith  m a n y  n o t td p r o fe s s io n a ls  in  th e  a d d ic ­

tions f i e ld  a n d  th e  c r t a m t  fr e e d o m  to  b r in g  to g e th e r  r i p e n s  w h o  m a y  h a v e  d i f f t t t n t  v iew p o in ts  o n  c o n tro v e rs ia l to p ic i.
O n ly  a  f e w  y e a r s  ogo . II w o u ld  h a v e  b e e n  d iffic u lt  to  im a g in e  h a v in g  rw o  o f  th e  m o il  n o t td  a u th o r itie s  on  a d d ic tio n s  a n d  re la p se  p r t -  

itn tiO n  a g re e  to  a  p o in t /c o u n t t ip o m t  o n  th e  q u e s t io n ■ Is a lc o h o lism  a  d u r a  i t ?  T oday th e y  a c k n o w le d g e  tha t, w h ile  th e ir  co n v ic tio n s  m a y  

c o n flic t in  s o m e  w a y s . there  is  a ls o  m u c h  th a t  th e y  a g re e  u p o n
T h u  d e b a te  h ig h lig h ts  th e ir  co m /n o n  g n /u i tJ  u s  w e ll a s  th e ir  d i f f t i tn c e s .  I t  is o ffe re d  in  th e  s p in l  o f  c o o p e ra tio n  b e tw e e n  th e se  rw o  

schoo ls o f  b trn c le d g e . W ith th e  h o p e  th a t b y  s tu d y in g  th e n  p e rsp e c tiv e s , * .c  c a n  u n ite  o u r  e ffo r ts  to  d ecrea se  th e  d e v a s ta tin g  co n seq u en ces  

c f  a lc o h o l a n d  d ru g  a d d ic tio n  A s  a lw a ys , w e  w e lc o m e  c o m m e n ts  a n d  f t e d b a c k  fr o m  o u r  re a d e r t
-RichardFields. PhD

Top 10 reosons why alcoholism is 
an addiction but not a disease
By G. A l a n  M a r l a t t .  P hD

Flawed disease definitions have 
hindered alcoholism treatment
By Terence T. Gorski. MA, NCAC II

IbelgrtJt debtee continues I'm not gouig to sty that I 
I don't think there it tuch t  thing as alcoholism It's a 
I serious problem There are people in my family who 
fbave died from it I'm very concerned about this 

problem hut I'm alto a researcher and a scientist who 
is trying to figure out what alcoholism it.

I don't think it's a bio’ogical disease To think of it 
jusi that way set* us up for certain problems. Well, 
what is it then**

I'm going to argue that 
it’s an addiction It has some 
overlap with disease and 
with behavior and habits, 
but we don't have the fell 
answer yet of what addiction 
it. It's a very slippery animal 
and it has multiple causes 
I don't want to say (here are 
no biological issues here: 
of course there ire. Hut 
there me also psychological, 
social, and spiritual issues 
that are important to this 
discussion

|o  W lligently discuss the issue of whether alco* 
■ holism it a disease, you first have to define the dis- 
lease When talking about disease, people use three 

JLeims interchangeably: a disease, a disorder, and a 
syndrome.

Our working definition for use in this discussion 
involves three criteria;

» Does alcoholism constitute a clinical syndrome 
marked by an identifiable 
group of signs and 
symptoms?

• Is there a disorder prt* 
sent that is marked by 
itrocturJ or functional 
impairments related to the 
syndrome?

• Is there an etiology 01 
cause of the syndrome 
that can be pinpointed or 
identified’

Let’s address and answer 
the first question Is alro’ 
holism a syndrome’ The 

answer to (his ts an absolutely unqualified "yes "
( O m a n u e r l  i »  pujce I t )

6 Um fchl Ml V*t*l L 0«rtij

( Q r m t ln u n l»». 3 4 )
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(Conrtnutd from page 15)
You can distinguish alcoholism 
from other disordarx. Theie signs 
and symptoms were originally 
identified before the turn of the cen­
tury, and they’ve been studied and 
d in n e d  ever since. Many re* 
searchers and leading professional 
organizations, including the 
American Medical Association 
and the American Psychiatric 
Asscciation recognize these signs 
and symptoms.

Body of know ledge

The first modern-day medical 
researcher io study alcoholism, which it 
that time was termed "inebriety." was Dr 
Benjamin Ruth. Hie idea was that there 
was a syndrome of alcohol-related medical 
problems that he felt could beat be 
described t t  a disease H u description of 
the symptoms was incomplete and quite 
primitive, but his inquiry started a process 
of medieal eaaminstion of alcoholism as a 
disease

Dr Ruth was acting against a moral 
model of alcoholism, which defined alco­
holics a t bad people, immoral tinners who 
needed to repent in order to get w ell  The 
framework of alcoholism is a disease was 
new ;ruj revolutionary

Tins medical thinking culminated in the 
late 'JOs and early '60s with the research 
prc.rectt conducted at the Yale and Rutgers 
schools of alcohol studies There studies 
resulted in a significant body of data that 
built a convincing argument that alco­
holism was a disease This body of know!- 
rdgc was so compelling (hit the Congress 
of t v  I'nucd States created the Matronal 
IriOMSc of Alcohol Abuse and Alcoholism 
to nationally implement treatment pro­
grams based essentially upon this model 
T ru  work was summarised m the book. 
T*r J iica re  Co»erpr of AlcohoUtm. by 
P.M fcllinck, which was published in 
.960

7>e problem that I had all along in the 
field of adJicuon it tha: most people o ra t­
ing alcoholics v v « r wens oack to this orig- 
iral sou tee document, which very cieeily 
fc ic .ttcJ  an undemanding of akohslum  
a*d divided it into five subtypes

• .S/jsho alcoholics ire purely psycho­

‘‘Here was a fundamental e rro r 

inadvertently interjected into the 

consciousness of the chemical 

dependency field: that there is 

only one type of alcoholism.”

logically dependent but do not have physi­
cal dependence or damage Jellinek wat 
clear to aucrt that psychological depen­
dency on alcohol alone did not constitute 0 
disease stale. Not all people wnh alcohol 
problems have ttvc disease of alcoholism, 
some of then  are alcohol abusers or prob­
lem drinkers who do r.oi have (he disease 
state

* B u n  alcoholics are socially sr.d cul­
turally heavy drinxen who were not phys­
ically addicted to the drug but suffered 
aJcoto!-related phyi.cat health problems, 
such as liver damage in tbe absence of iny 
pronounced iig«$ of physical or psycho­
logical dependency Rets alcoholism. 
Jellinek pointed out. is nm of and by itself 
a diteaw. although the secondary damage 
to the organ system may he a <S;vew<

s Gonnia alcohoU* eahtp.i progressive 
lymptomi of both physical end psycholog­
ical dependency upon alcohol Looking 
retrospectively at chrom c-tug t alco­
holism. this cmiduMVA does f-mgress and 
this research looked at retrospective studies 
only. Jclhoek d*d vre* gamma elrnhpiiun 
as a disease In its r«d stages there was 
related organ-sysiem damage, and he pro 
posed an unknown “X factor" ir. terms of 
sa o e  funct'Ofl in the metabolism of the 
brain that created rtns tfiseaae uaic

• Dtlra alcoholism chsractenrei some­
one physically and ps>-Jiotof«celly depen­
dent on alcohol, hut ii«  micnsity of therr 
dnnlung docs r.ct increase—they donk the 
same amount every day They s o  mimic- 
nance dnnken Essentially. f think Jellinek 
was describing well continued gimme 
alcoholism He also csmidsred delta a'eo 
holism a d.tcase

* The <pstlon alcoholic he 
described as the periodic alcoholic, 
who today we would call relapse- 
prone. This person has a period of 
sobriety, then relapses, has a binge, 
goes back into recovery, nays sober 
for a long time, then has another 
binge This is a gamma alcoholic 
who has moved into incomplete or 
panial recovery and has become 
relapse-prone 

Grinina, delta and apstlon alco­
holics represent the disease state 
It’s important to stress that, accord­
ing to Jelllnek's topology, only 
gamma alcoholism and tty two 

related subtypes, d r’ta and epsilon — the 
plateau drinker and he periodic htngcr — 
met the criteria foi disease. The persun 
who espcnenctd hysicai consequences 
because of alcohol but with the absence of 
dependency did not. nor did the purely pay. 
chologically dependent dnnker

D am age done

Where d:d we Kmc Jellinek a topology? 
Where did the damage occur'

The dimoge occurred because of :n  
extremely brilhant gentleman named Dr 
Maawell Clan Shortly after the publica­
tion of Jellinek’s disease concept. Dr. Glat: 
w it so taken with the description of 
gamma alcoholism that be rook Ibe symp­
toms. cperrtimutited then  and put them 
on a chan, which he dubbed c x  Jciltnck 
Chart Try and f.nd the fellmek Chait in 
any of Jellmek'i pvbltihed wotki You 
won't, btcaust M atw tll Glatt puNithcd it 
in ibe Bhhtli Journal n/AMtthnni.

He then proposed a course of recovery 
Wnj! Dr Glatt did was operationalize 
gamma alcoholism so w«l| that everyone 
became hypnosreed by it. Here was a fun­
damental error inadvertently interjected 
tr.lo the cooaciovinesi of the chermcal 
dependency field that there is only one 
type of akobotism, gamma alcoholism 
Cut it is chrome, progrestive. and ever tv- 
cJly fa'*l, that everyone who has any kmd 
of alcohol problem has the disease, and 
’J u t  if you have mild, or early-wage alco­
hol vm. the peof teuton Is m ev.ubk 

Th s u  j  fundamental error that flawed 
ihc clsrm-ca! dependency field and led to 

(Gonmutti m p e r t  51)

Ik t r v h u M v iC e w u iM  Oswkv- • ***



“I have a hard  time tolerating 

people who say, ‘Here's this group 

of patients who have alcohol 

problems who definitely don’t 

meet a disease profile; therefore, 

nobody does and we should throw 

out the disease model.’ ”

(ConmuiM from pa£t 16) 
neglecting and falling to respond to 
the needs of oon-addicted abusert 
and non-oddieted problem drinkers 
When these people came to ui for 
help, wt took two inexcusable po*i- 
lioni that caul. "TUce irutrhent you 
don't need" or “Keep drinking until 
you get really aide. then come 
back." Both of thete posiuoivi were 
stock and node in many chemical 
dependency programs.

Dr. GlatC later published an 
extensive book an alcoholism that 
presented his ftill overview, but 
unfortunately (bat book never 
became as popular as his simple, 
easy-to-use /eltinek Chan.

Simultaneously, a gentleman 
named Mark Keller, operating 
under the auspices of the World 
Health O ifanujtion . put together a cross- 
cultural. ictc/national lexicon of terms 
involving diagnostic labels for alcoholism, 
sincxlty confirming that the phenomenon 
of alcoholism —  this thing called gamma 
alcoholism and die other type, the non* 
addicted abuser — is. in fact, a erota-cul­
tural phenomenon

Enter the Institute of Medicine, which 
was commissioned to give a report to 
Congress When I read that particular doc­
ument. I « u  rather shocked because I 
«<wed it to be a biased document prima­
rily developed by a committee that did not 
understand the wtxk that waa going on in 
d Mosc model programs, did not under 
stand tha evolutson of where the leading- 
edge thinkers were going in (his field: and 
who really dimmiihed the importance, as 
that time, of the mayor treatment approach 
to alcoholism, namely Minnesota-model 
treatment and its emerging and developing 
forms Evidence of this is the extremely 
limned number of p tg rs  devoted to 
esplaimrg, understanding or referencing 
that model, while very small, obscure 
behsviora) studies were given ju je s  of 
credit and reference

I was ready concerned when I irad due 
b x i . r e  I realised u'uu if tint document 
w en unchallenged. U would become the 
buepcini for reshaping chemical depen­
dency treatment <n the rutron I e i pressed 
my concerns to  the leaders is the alcohol

and drug treatment industry They put 
together a very weak, disorganized 
response and let it die. thal became cne of 
the mo»t powerful organism; public poli­
cy documents ever published

What w t are seem; today is that die 
blueprmt for the Institute of Medicine 
report Is the game plan that it reorgmiung 
service delivoy for alcoholism oikJ mher 
Ciug dependency (Jnfortun::eiy. I believe 
it's a biased and flawed approach It's par­
tially cxwrect. but it does nos repiesent a 
higher order model because biases went 
built m against very effective fmnti of 
ifeaimcni for very sie« penp>e It's ‘ad. in 
my mind. »omc very dire ccnse»jue«Kes m 
ttrm s of making treatment in ee tmn sjb* 
populations of alcoholics fei lc»» n*a.lailc 
than it was

I ih.nk there is 4 b-ntSci (use >*f ueat- 
mem. but I also thine t v a  z>r *t*»»e u f-  
fenng from (he ditca.se of a»t»s>'-tm who 
are nos getting what mev - w ’ poN <y a.-d 
privately The itocuroem ' j» ?T«finrd in 
many different ways

D raw ing  Hie line

Let's look at il from » .*##• •• «wJnoiro, 
where on one side it me <ied.
infrequent jN iter and or -he n i*» tnle of
ihe Ime it s '*  chum *. «*%#ir»y it alco­
holic I sJon'i k-htw onyi-ne wl«« openes 
within a disease nvvkt nf odd ti 'i’n who 
wow'd cnoie *d tlus e iic m c ’y «it<IJ forms 
of alcohol problems arc a disease They

might say there ire some factoit 
that would indicate high risk, but 
the hardest-core disease advocate 
would never take a kid who got 
drunk for the first time and say, 
"You have a chronic, progressive, 
eventually fatal disease," and 
advise him to go into a long-term 
treatment program and never drink 
again

At the other end of the Ime. there 
are some people with some very 
severe forms of alcoholism for 
whom nor even the most hard-core 
behavtcmlj would My. "Gee. you 
don't have a disease Your liver's 
falling out. you've gnr brain dcm- 

you've got organ damage, 
you've been drinking a fifth a day 
for the last 12 yean, you are near­
ly dead and in an imeniive-care 

unit. Lei's set up our litik exper.mcmal 
drinking bar m your room and teach you 
how to dnnk m a controlled manner "

My point is. in the extreme positions 
there It a lot of concurrence Would Or 
Marian agree that in the estrtme latter sce­
nario there are people who, In all precucal 
semes, have the disease, and that tv r e  an; 
peep's in the first scenario who, in all p o e ­
tical seme*, don't —  ihey're non aid.etive 
abuseri’

Where we've got the problem is the 
middle group The acy question is. where 
do wt diasv the line?

My b*src puncipJe n , I never knew any­
one who d>cd from tbum cnce So, if ie 
douhs, I say let's iry abstinence. People 
with other bases say. 'Well, crv.iroikd 
drinking is fine If in doubt. put them on a 
control regimen If t| doesn't work, move 
lowani abstinence "

The r.ror I'd  like to avoid m this d»s- 
cutiron is w h a t  I call the "ba ted  o se r^ n  
eralitauon " A* a disease-model advocate 
I've had a lor of irouble »<rh my coficagues 
who say Here are these prople who Cefi- 
niiely have a d <easr Thertfont anso*e 
wnh a dunking problem has a progress vr 
eventually fetal disease and should reenter 
the w a y  God intended Mm lo rovnvef the 
way I d.d “ Thai posit on is profess •o*j||y 
untenable <fl m y  mind

On me mher hand. I >uve j  hard i*me 
tolerating people who uy , ~Wcie t  ’h.s

M mrfews s t l  C o w u ie  tkvO(i IW
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“ Relapse is the pivotal issue that 

determines whether the 

disease model works.”

(Ccmtinutd/rvm page 17)
For example. let's look i t  cirt ho- 

Its of the liver. [ have no argument 
u  to whether cirrhosis is ■ discue.
The question is whether the behiv- 
ior that exacerbates cirrhosis —  i.e., 
drinking — is itself a disease.

Studying susceptibility
Let’s look at the definition of 

disease that has dnvcn the disease 
model. In the introduction of The 
(Alcoholic'i Anonymous! Big Book, Dr. 
Silkwonh gtvts his definition of the origins 
of the disease model He uys.

"We believe . . .  that the action of alco­
hol on these chronic alcoholics is a mani­
festation of an allergy. The phenomenon of 
craving is limited to (his clast and never 
occurs in the average temperate drinker 
These allergic types can never safely use 
alcohol in any form at all and. once having 
formed the habit and found they cannot 
break it, once having lost their self con fi­
dence . . . their problems p ilt up 
on tham and beeoma astonishingly difficult 
to so lv r-

Although it doesn’t necessarily have to 
be an allergy, (what he is proposing) it that 
only certain people are susceptible.

Later, in the opening paragraph of 
Chapter 4, (t says "In the preceding chap­
ters you've learned something about alco­
holism. W’e hope «»e have made it clear the 
distinction between the alcoholic and the 
non-alcoholic. If. when you honestly want 
to. you find you cannot quit entirely, or. if 
-hen  drinking you have little control ovtr 
the amount you take, you are probably 
alcoholic If that be the case, you may be 
suffering from an illness which only a spir­
itual experience will conquer "

The interesting thing is that, yes, 
it's seen as a kind of disease there 
hut the solution is u spiritual one, 
not > medical one.

Terry mentioned Jellmek'i book. 
The D itto t f  Concept o f Alro- 
holism. Jellinek makca the case 
that may be cettain subtypes can bn 
thought nf os diseases, whereaj 
others cannot This book. probAbly 
more then any othet. had the most 
impact m getting this model going 

Jellinek's key pattage sayt: "The cur­
rent majority opinion, to which the present 
writer subscribes, is that anomalous forms 
nf the ingestion of nartnrics and alcohol, 
such as drinking with loss of control nnd 
physical dependence, are caused by phys- 
iopalholngical processes and consttiu's 
diseases"

He defines loss of control ihu way; 
"Recovered alcoholics speak of loss of 
eonrrol 10 denote th il stage in the develop­
ment of their drinking history when the 
mgeitjoo of alcoholic drink sets up a chain 
reaction, so that they're unable to adhere to 
their intention to have one or two dnnkt 
only and continue to ingtst more and mere, 
often with quite snroe difficulty, contrary to 
their volition "

As I read over this. I found this other 
sentence about relapse, which i  hadn't 
noticed before. Jellmck taye ‘‘t must add 
that the occasion for relapse 11 a voluntary 
one and does nor form a pan of the d ite itr  
procesr cicept perhaps m a psychopatho- 
logical sense "

In osher wwd». relapse is psychopath.o 
logical and the disease ti phynopauh-'ogi- 
cal The uniform disease model that came 
out of this lype of thinking is the definition 
I'm  going to take issue with Re'ap«e is the 
pivotal ists>e that derermmes whether the 
disease model works

Top 10

I therefore propose a sort o f David 
Let ter man Top 10 list ol reasons why I 
don’t bel-eve that alcoholism is a 
disease

10 Dnnkmg is a nsk behavtcr. not a 
disease Both drinking and crocking can 
become sJsJsciive bchav.ori and leadmg 
causes of potentially fatal diseases like cir­
rhosis and cancer The bthavicr is one

N A T I O N A L  T R E A T M E N T  C E N T E R  FOR 
TRAUMA. DISSOCIATIVE ft PERSONALITY DISORDERS

Intensive Acute care and Day Treatment 
Stabilization and Recovery from Childhood Trauma and Neglect 

for people presenting with;

•  self injurious oenavior
•  involvement in abusive relationships
•  Substance and/or food compuiswity
•  Depression
•  inaonity to trust self or otners
•  unmanageable dissociation

Our Commitment 
to orovidc a fun spectrum of treatment services within a respectful, 

safe and trusting therapeutic environment

800-645-3305
Torrance. California
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thing, the d ite u e  consequence is 
another.

For example, when we look si a 
t.kk  range of behavioral facton, 
approximately half of the 2,148.000 
death* in the United State* in 1990 
ran be attributed to behavioral fee- 
tun. Smoking, as we all know, it (he 
number one killer, 400.000 a year are 
dying from tobacco-related causes.
(In a recent study of mortality rales 
among alcoholics, it was reported 
mat 60 percent of the mortality 
among alcoholics could he attributed 
to tobacco-related illnejies because 
of (he high coincidence between smoking 
and drinking Only 35 percent could be 
jnnbuied to alcobol-;eiaied csu»«. sucn as 
cirrhosis).

Then wc have diets and obesity as the 
leading cause of cardiovascular disease; 
HIV; microbial agents: tosic .gents; 
firearm*; motor vehicle*; illicit drug over* 
coses; and more. These are all behaviors 
At the Addictive Behaviors Research 
Center, where I'm  working, we don’t think 
mat calling all these things "diseases that 
only certain people get" is very .ccurate

9 Unlike biological disease, aicoholitm 
can be eliminated or arrested by a volun* 
ury  decision made by the drirkrr

Tlus u  the most opnm iuk dung aboui 
working w th  addiction problems If you 
can create the ngnt circumstances where 
the person can make a change, they can do 
iL and have done it. without necessarily 
having to turn themselves over to a doctor 
uno treats them with some external agent 
like Antabuse or Nalrreione

Decisions end cognitive factors ere 
Involved us ihe recovery process It'* a 
scnei ot choices and decisions There are 
fovks m the rood of recovery Ccrum ); 
there are decisions and choices that you get 
■n ihe case of alcoholism that you profcably 
don't get with most other diseases

8 There is no official mcd<at diagnosis 
of ekohohsm. only degrees of alcohol 
abuse urn) «>cohol dependence

The D M -IV  model is basically a con- 
(muum model. When you bring all these 
definitions into >(. you get mo»« support 
from the continuum model than you do 
from the d ic h o to m y , "either you have the 
disease or you don't have If* model

“Decisions and cognitive factors 

are involved in the recovery 

process. I t 's  a series of choices 

and decisions."

7. There is no single biological or genet­
ic cause of alcoholism

There are a lot of theories Ii'i not very 
specific anymore that it's just alcoholism. 
There seems to be a wide range of rnk 
behaviors

6 Effective treatments for alcoholism 
are almost alwayi based on psychosocial, 
cognitive-hehavioral or spiritual self-help 
groups, nos on “medical treatments “

I'm  on the advisory board for the 
National Institute for Drug Abuse, and (he

A H
American Institute 
o f H ypnotherapy

EARN a  DOCTORAL DEGREE IN 
HYPNOTHERAPY AIM o«eri #>• only 
to srto rv cv io n ed  doc*oro(-W*«l ururof- 
I-Iy d*g*«« -ft hypnosis. I t*  pr»«ftg*owi
Doctor of Clin-col Hypfto'heropr 
Credits ore M m ed pr.(n«n.ty th'Ovgh 
d  -rc**d Iftdependenl *i«<Sy. ohhovph 
some res*d«ri-ol courses are rtqwred 
foCw'ry meiudei some of rb* norson's 
Most eT*rie<u proWssionols. and *h« 
carntdvm  onco'npoitei t e w m  in 
virtuoR* every oipect of the held of 
hyjyvoik«'opy C oj'se  of Uudy l | <rvd<- 
v dwoky de« 0ned *o -KO'po/o** ihe 
ipe<.J irUeretH of 7 *  smden* for fur 
•her tnformouon, send to 
Amer<rift lnseiw*e of Hypnotherapy 
108*2 Yon tCormaft Ave . Sv-N 4 7 i 
Irvnne. CA 927)4  •  (7141 261-0400
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budget ro try and find pharmaco­
logical interventions for, say, 
cocaine addiction, ia incredible. 
A lot more money ia going there 
than toward development of bet­
ter psychosocial or behavioral 
programs.

S. Unlike with molt diseases, 
many people reiolve alcohol 
problems on their own. without 
treatment (e.g.. m atunnj out. 
spontaneous remission).

We already know that most 
people who quit smoking did so 
on (heir own. even though nico­

tine iddiction is very hard to overcome. 
Now we're finding the lim e is true with 
alcohol and orber kinds of drug addictions. 
The number of people who resolve their 
problems on thctr own is quite large. This 
doetn't seem to fit with the progressive- 
disease mode).

4. Losi-of-control drinking in alco­
holics is triggered more by psychological 
factors (expectancy) than by the biological 
effects of alcohol.

Recovery 
is Possible.
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/ellm ek'i book u lk i about how one 
d/mk ii eufficient to trigger chit lo ti of 
eontrol. We always thought il had more to 
do with what belief (he person hod about 
the alcohol, not just the physical effects. 
That led us (o develop a placebo design 
study, where we could manipulate what 
alcoholics were actually gtvtn to drink and 
whit they thought they were given 

What about when you don 't think 
you're getung alcohol but you are? If it's a

disease, that should trigger Urn of conuol 
because the alcohol is in your blood, even 
though you don't know it. What about 
when you think you're getting alcohol but 
there’s no alcohol in the drink? Do ynu get 
loss of control there? Yes, you do.

The study found that when the subjects 
w en led to cspccl tonic, without vodka, 
they drank very little If they expected 
vodka with thctr tonic, they drank a lot. Il 

didn't matter whether they were actually

getting alcohol or not. So we don't find that 
the mere presence of alcohol in the blood­
stream Is causing the loss o f control. There 
has to be awareness of the psychological 
factors

.? Relief in the dise.\«c moslel of nlco- 
holism predicts greater relapse, according 
to n recent prospective treatment outcome 
study at the University of New Mexico, 
part of a project funded by NIAAA

Researchers gave a single questionnaire 
to people who were in traditional 30-day. 
residential, inpatient Minncsoia-mndel 
treatment. Il said. 'T o  what extent do you 
think alcoholism is a physical disease?'' on 
a scale of one to seven, wiih one being "il 
is loully a disease" and seven being "no. 
it's not a disease, it's just a question of 
willpower" In predicting the magnitude of 
relapse, the time it took to relapse, and the 
amount of relapse, one of the biggest pre­
dictors was the belief in the disease model 
the more they endorsed the physical dis­
ease model, the more they relapsed

2. The father'’ of the d sea.se model of 
alcoholism. Benjamin Rush. MD. support­
ed a continuum model of drinking, includ­
ing moderate drinking (i.e.. temperance 
equals moderation, not abstinence).

What it it?
Finally, if alcoholism is not a disease.

w h a t  IS  i t ?

I think it's an addiction m alcohol It s 
an addictive behavior shat has biopsy- 
chosooul dctermituflu I would alto con­
sider il an affliction because it hurts and it 
cause* problems, so it has bropsyehotocul 
consequence* and increases the risk of 
disease

Some would think of it u  an appet.-te 
hob.t disorder, something to do with  the 
mechsmsnu of the brain and h o w  they 
affect behitior Even in th o *  models 
however, there is an emphasis nn whir peo­
ple do and whit the reward and crime* 
quencci are that shape the behavior, as 
opposed to it being simply a biological d j  
rate process

Addictive behavior is rise ta d m ; cane 
ef disease, but the behssmr is not the dn 
rase It's what you do. not who you art 
Smoking and drinking and high ink le iu - t. 
«l K tm u r i  can bring on disease liases, 
whether it s  cancer. Cirrhosis, you nsmt it

• f.
• f t  . •

Pathological Gambling 
Treatment and 
Consultation Services...
.t : : V *  -  '  -
Currently trting tin nit *iih o gamblingprobUmT There is 

ipccialixcd. comprehensive help for gambling addiction at Procter 
Hospital Our treatment program it the only one of iu  kind in Illinois 
We offer a ftec. confidential assess men:. 24 hour* a day. Initial 
screening may be conducted over the telephone 

Thinking a/ integrating a compulstv* gambling counitling tenter 
(o your current program * Our trained staff of consultants can help 
you develop

D SM IV  critcna/oooctsmem tool

Admission and continued length o f  stay ctilcna utilizing AS AM 
patient placement materia)

Financial assessment and treatment procedure!

Follow-up/ificrcore programs

A program that will maximize third-party reimbufurr.trst

Call us. Wo can help  Gambling Addiction
800*522*3784 £) Trea tment C en te r

Peoria, Illinois

( s r  l i 'w
St PtsfstU—al CnvM ttoi fW hrt
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I don't have a problem with that. The quea- 
non ii. what’* causing It?

It'i a behavior, an addictive behavior 
that hat a lot of different governing factor* 
jr.J reward mechanisms; and it'i a learned 
behavior, there it a lot of modeling going 
on. there It a lot of ptychologH.il attach- 
mem and expectancies.

You put all that together and you can't 
blame the victims becautc they huva that* 
problemt or they lack willpower. It's 
because they've come under the influence 
of aJl there mixed factor* The good newt 
ii, you can get out of it. There ere a lot of 
ways to fell off the wagon but there are a 
lot of wayt you can get back on. I think the 
oddintvc model it more embracing than 
the more narrow diteate model.

Addiction is the word 1 prefer. The dis- 
a t e  model implies that it ii entirely phyti- 
ological. I don't think there is enough 
evidence to pmve that people have a dis­
ease before they even itart to dnnk.

Just because we are not saying that 
alcoholism or drug addiction ii I  duease 
doc* not mein that there aren't biological 
a* genetic factor* that increase the risk Bui 
whan you go out to rhe public and talk 
about alcoholism, mott people think that 
a'* a genetic diteate. that you either have it 
o: you don't People are not used to think­
ing about polygenic determinations that 
•m ease the ruk, about being tatted in a 
certim kind of environment and upbring­
ing. about whether their folks drank nr not.

That's dirteten: from the all-ornnthwc 
bê ef of “you either have n or you don't" ■

0 . *«• Maristl ll f t t h tm  at p p i i lm  wd dr»*« 
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niu/tifi/e i.tAUCA t/irotfy/i 
in/cm /or trea tm en t!  

/le/fc/hn on/men 
A{iJJeitii[tji from

• chemical dependency
• sexual trauma
• co-dependency
• dual diagnosis
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AN EXTENDED CARE 
TREATMENT PROGRAM 

f o r  c h e m i c a l l y  d e p e n d e n t  a d u l t  
w o m e n  i p e c i a l i x i n g  in t h e  
t r e a t m e n t  0/ tuomrn t i n c e  1 9 3 3 .

o r coiORACC 
321 W Sin Street. SkHtnee. CO H2«

Cmti an-M Cent ell

the Gables
Alcoholiem and Drug 
Addictions with:
•  Eating Disorders Support Groups

•  Dual Diagnose*
•A b u ic  Inues
4 Relationship Conflicts 
■ liv in g  Skills

Offering structured daily pro­
gramming treatment provided 
bv professional clinical sU/f. 
Utilirlng Ihc 12 atep philosophy 
and other support service*.

L o n g  Term t h r e e  t o  f i v e  m o n t h  
P r o g r a m  f o r  c h e m i c a l l y  d e p e n ­
d e n t  a d u l t  w o m e n .

Call Admission tfiiaks Ceerdlnsto' 
*07/1*2-2500 

l-aOO-CAbLES-O 
004 riflh Street 6 W. 

Rochester. Minnesota 55907

Cn*'e*c*»»Ct'd*l}

We ’d L ik e  To L ist  
A ll  Of  Our S u bstan ce  

A b u se  S e r v ic e s .
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Maternal Drug Abuse and Drug Exposed Children: 
Understanding the Problem

U S D e p a r t m e n t  o f  H e J lJh  a n p  H o m a n  Service?



EXECUTIVE SUMMARY

Drug a b u s e  is a  se r io u s  p r o b le m  in t h e  U n ite d  S ta te s .  In pa r t icu la r ,  t h e  e x p a n d in g  p o p u la r i ty  a n d  h igh ly  

ad d ic t iv e  p r o p e r t i e s  o f  c ra c k  c o c a i n e  h a v e  g e n e r a t e d  c o n s id e r a b l e  c o n c e r n  a t  t h e  local a n d  n a t io n a l  levels. 

W ith  la rg e  n u m b e r s  o f  w o m e n  u s in g  illicit s u b s t a n c e s  d u r in g  p r e g n a n c y ,  F edera l ,  S ta te ,  a n d  local policy  

m a k e r s  a n d  se n / ic e  p ro v id e rs  a r e  s t r u g g l in g  to  d e f in e  h o w  b e s t  t o  a d d r e s s  t h e  g r o w i n g  p r o b le m  o f  in f a n t s  

e x p o s e d  t o  d r u g s .

Analysis o f  NIDA's m o s t  r e c e n t  N a t io n a l  H o u s e h o ld  Survey o n  D rug  U se  ( 1 9 9 1 )  in d ic a te s  t f ia t  t h e  u s e  o f  

c o c a in e  by  w o m e n  o f  ch i ld b ea r in g  a g e  is still h igh .  Of th e  a p p r o x im a te ly  59 .2  million w o m e n  in t h e  

ch i ld b ea r in g  a g e  g r o u p  ( 1 5  • 4 4  y e a r s ) ,  o v e r  4 .5  million a r e  e s t i m a t e d  t o  h a v e  u s e d  illicit d r u g s  in t h e  p a s t  

m o n th .  Especially a l a rm in g  is t h e  f a c t  th a t  a b o u t  6 0 1 , 0 0 0  w o m e n  in th is  a g e  g r o u p  a p p e a r  t o  b e  c u r r e n t  

u se rs  o f  co c a in e .  T h e re  is, h o w e v e r ,  n o  a c c u r a t e  e s t im a te  o f  h o w  m a n y  o f  th e s e  w o m e n  a re  p r e g n a n t .

T here  a r e  se v e ra l  o v e r la p p in g  p o p u la t io n s  o f  c o n c e rn  w h e n  o n e  talks a b o u t  m a te r n a l  d r u g  use .  F rom  th e  

b r o a d e s t  p e r sp e c t iv e ,  t h e  p o p u la t i o n  o f  c o n c e r n  is w o m e n  o f  c h i ld b e a r in g  a g e  w h o  u se  o r  a r e  a t  h ig h  risk of 

using  d r u g s ,  a n d  the ir  ch i ld ren .  O f  pa r t icu la r  c o n c e r n  a r e  p r e g n a n t  s u b s t a n c e  a b u s e r s ,  m o t h e r s  c u r re n t ly  

us ing  d r u g s ,  c h i ld ren  e x p o s e d  to  d r u g s  in -u le ro .  a n d  ch i ld ren  res id ing  in d r u g  u s in g  h o u s e h o ld s .

This p a p e r  w a s  w r i t t e n  a s  a  s t e p  t o w a r d  d e f in in g  t h e  p r o b l e m  of m a te r n a l  d r u g  u s e  a n d  p r e n a t a l  d r u g  

e x p o s u r e  for t h e  U.S. D e p a r t m e n t  o f  H e a l th  a n d  H u m a n  S erv ices  (HHS) a n d  its c o m p o n e n t  a g e n c ie s .  Its 

a u t h o r s  in c lu d e  r e p r e s e n ta t i v e s  f ro m  t h e  var ie ty  o f  HHS a g e n c i e s  w h ic h  h a v e  a n  in te r e s t  in  th is  issue. This 

p a p e r  r  n o t  i n t e n d e d  to  s e rv e  a s  a  def in i t ive  analysis  o f  t h e  p r o b le m .  H o w ev er ,  w e  h o p e  t h a t  it will h e lp  

in fo rm  t h e  field o n  vary ing  a s p e c t s  o f  t h e  p r o b le m  a n d  t h e  s t r a t e g i e s  w h ic h  a r e  evolv ing  t o  h e lp  in its so lu t ion

The d isc u ss io n  in c lu d es  d e s c r ip t io n s  o f  th e  n a t u r e  a n d  e x t e n t  o f  t h e  p r o b le m  o f  m a te r n a l  d r u g - a b u s e  a n d  th e  

p re v a le n c e  o f  d r u g - e x p o s e d  ch i ld ren ;  r e s e a r c h  o n  s u b s t a n c e  a b u s in g  w o m e n  a n d  the ir  ch i ld ren ; d r u g  

t r e a t m e n t  a n d  p r e v e n t io n  se rv ices  fo r  m o th e r s ;  child  w e l f a r e  a n d  lega l  issues  r e la t in g  to  d r u g  a b u s in g  w o m e n  

a n d  the ir  ch i ld ren ;  a n d  M e d ic a id  a n d  Social Security  f inanc ing  for this p o p u la t io n .  The p a p e r  c o n c lu d e s  w i th  

o b s e rv a t io n s  a b o u t  t h e  n a t u r e  of  m a t e r n a l  d r u g  a b u s e  a n d  e f f e c t iv e  s t r a t e g ie s  for in te rv e n t io n

This p a p e r  d o c s  n o t  a d d r e s s  t h e  e m e r g i n g  is sue  o f  t h e  lo n g  t e r m  d e v e lo p m e n ta l  n e e d s  o f  d r u g - e x p o s e d  

children .  W hi le  r e s e a r c h  is u n d e r w a y  to  d o c u m e n t  poss ib le  im p lica tions  for  child d e v e lo p m e n t  o f  p a r e n t a l  

d r u g  u s e  b e f o r e  a n d  a f t e r  b ir th ,  a s  w e l l  to  d e v e lo p  a p p r o p r i a t e  in te rv e n t io n s  for a f f e c t e d  ch i ld ren ,  s u c h  wo»< 

h a s  n o t  y e t  p r o d u c e d  su f f ic ien t  c o n s e n s u s  for a  c o m p re h e n s iv e  d iscuss ion .  It is d e a r ,  h o w e v e r ,  th a t  

d r u g - e x p o s e d  c h i ld re n  d isp lay  a  w i d e  r a n g e  o f  ability levels a n d  th a t  o n ly  a  sm all p r o p o r t i o n  d isp lay  se rious ,  

long  t e r m  im p a i r m e n t .  M a te r ia ls  u n d e r  d e v e lo p m e n t  b o t h  w i th in  HHS a n d  th e  D e p a r t m e n t  o f  E d u c a t io n  ! 

a d d r e s s  th is  i s su e  in t h e  c o m in g  m o n t h s  a n d  yea rs



P r o b l e m  D rug  a b u s e  a m o n g  p r e g n a n t  w o m e n  a n d  w o m e n  o f  ch i ld b e a r in g  a g e  is a 
c o m p le x  a n d  g r o w i n g  p ro b le m  w i th  s e v e ra l  i m p o r t a n t  in te r - re la te d  

c o m p o n e n t s .

♦  P re n a ta l  d r u g  e x p o s u r e  h a s  s ig n if ic an t ,  a l t h o u g h  n o t  y e t  clearly  d e f in e d ,  
n e g a t iv e  e f f e c ts  o n  t h e  in fan t  a n d  d e v e lo p in g  child. L o w  b i r th w e ig h t  a n d  
p r e m a t u r e  delivery a re  a m o n g  t h e  m o s t  se r ious .  P a re n ta l  d r u g  u s e  also 
p u t s  ch i ld ren  a t  in c re a se d  risk o f  child  n e g le c t  a n d  a b u s e .

♦  D ru g  u s in g  w o m e n  a n d  the ir  c h i ld re n  a r e  a  p a r t icu la rlyT iard  to  r e a c h  

p o p u la t io n .

♦  S tra in e d  d r u g  t r e a t m e n t  a n d  social se rv ice  s y s t e m s  t h r o u g h o u t  t h e  N a tio n  
c u r re n t ly  e i th e r  lack  t h e  c a p a c i ty  o r  a p p r o p r i a t e  family o r i e n t a t io n  to  
e ffec tive ly  se rve  this  p o p u la t io n .

S t r a t e g y  Service p ro v id e rs  a r e  f inding t h e  n e e d s  o f  d r u g -e x p o s e d  fam ilies  s o  e x ten s iv e  
th a t  n o  o n e  a g e n c y  c a n  a d d r e s s  t h e m  all. In s te a d ,  th e  a g e n c i e s  m u s t  w o rk  
t o g e t h e r  a n d  po o l  th e ir  e x p e r t is e  a n d  r e s o u r c e s  t o  se rv e  t h e s e  families m o s t  

effectively.

HHS e f fo r t s  r e g a rd in g  this  p o p u la t io n  a r e  f o c u s e d  o n  t h e  fo llow ing  ob jec t .ves :

♦  C o n d u c t  r e s e a r c h  in o r d e r  to  d e t e r m i n e  t h e  n a t u r e  a n d  e x t e n t  o f  m a te r n a l  
d r u g  u se ;  b e t t e r  u n d e r s t a n d  t h e  m e d ic a l  a n d  d e v e lo p m e n ta l  c o n s e q u e n c e s  
o f  p r e n a t a l  d r u g  e x p o s u r e  o n  t h e  f e tu s ,  in fa n t ,  a n d  d e v e lo p in g  child; a n d  
d e v e lo p  a p p r o p r i a t e  p r e v e n t io n  a n d  t r e a t m e n t  a p p r o a c h e s .

♦  D ev e lo p  a n d  d i s s e m in a te  e f fe c t iv e  in te r v e n t io n s  to :

-  P re v en t  d r u g  u s e  a m o n g  w o m e n  o f  c h i ld b e a r in g  a g e .

•  T rea t  d r u g  a d d ic t io n  a m o n g  w o m e n  o f  c h i ld b e a r in g  a g e .

-  P re v e n t  child  a b u s e  a n d  n e g l e c t  in fam ilies  w i th  s u b s t a n c e  a b u s e  

p ro b le m s ,  a n d  se rv e  t h o s e  c h i ld re n  w h o  h a v e  b e e n  a b u s e d  or  
n e g l e c t e d  b e c a u s e  o f  the ir  p a r e n t s  d r u g  use .

-  I n te r v e n e  w i th  ch i ld ren  w h o  s h o w  o r  a r e  a t  risk o f  d e v e lo p m e n ta l  
d e la y s  or o t h e r  p r o b le m s  r e su l t in g  a t  l e a s t  in p a r t  f ro m  p a r e n ta l  d r u g  

u se .

♦  C o n t in u e  to  s u p p o r t  d r u g  t r e a t m e n t  c a p a c i ty  by  p ro v id in g  f u n d s  t o  S ta te s  
for p r e v e n t io n  a n d  t r e a tm e n t  serv ices

♦  im p ro v e  t h e  ability o f  t h e  child w e l f a r e  s y s te m  to  s e rv e  in c re a s e d  n u m b e r s  
o f  d r u g  e « p o s e d  or  d ru g  a f f e c t e d  ch i ld ren  a n d  families



R e s e a r c h  o n  t h e  E f f e c t s  

o f  P r e n a t a l  D r u g  A b u s e

P r e v e n t i n g  a n d  

T r e a t i n g  D r u g  A b u s e  in  

P r e g n a n t  a n d  P a r e n t i n g  

W o m e n

♦  P rov ide  m e d ic a l  in s u r a n c e  a n d  disabili ty  in c o m e  s u p p o r t s  fo r  eligible 
individuals ( including  m a n y  w i th  s u b s t a n c e  ad d ic t io n s )  a n d  the ir  children. 

T h e s e  p r o g r a m s  e n a b le  m a n y  to  rece ive  t r e a t m e n t  w h o  m ig h t  n o t  
o th e rw is e .

A  n u m b e r  o f  o f f ic e s  w ith in  HHS p la y  vital ro les  in ca r ry ing  o u t  t h e  ob jec tives  
d e s c r ib e d  a b o v e .  D eta iled  d e s c r ip t io n s  o f  specif ic  p r o g r a m m a t ic  e f fo r t s  o f  
e a c h  a g e n c y  w i th  r e s p e c t  t o  this  p o p u la t io n  m a y  b e  f o u n d  in t h e  c o m p a n io n  
d o c u m e n t  t o  th is  p iece ,  ’M a te r n a l  D rug  A b u s e  a n d  D ru g -e x p o s e d  Children: A 
C o m p e n d iu m  o f  HHS Activities*.

/

T he c h a l le n g e  to  r e s e a r c h  is t o  d e s ig n  i n s t r u m e n t s  a n d  d e v e lo p  th e  
m e th o d o lo g ie s  t o  d e t e r m i n e  th e  n a t u r e ,  e x t e n t ,  a n d  c o n s e q u e n c e s  o f  
m a t e r n a l  d r u g  a b u s e ;  e n h a n c e  o u r  u n d e r s t a n d i n g  o f  t h e  bas ic  m e c h a n i s m s  o f  
a c t io n  o f  d r u g s  a n d  the ir  e f f e c t s  w h e n  th e y  c ro ss  t h e  p la c e n ta ;  a n d  to  ev e lo p  
a n d  te s t  n e w  t r e a t m e n t  a n d  p r e v e n t io n  s t r a t e g i e s  w h ic h  a d d r e s s  th e  m yr iad  of  
p r o b le m s  fac ing  d r u g  a b u s in g  w o m e n  a n d  the ir  ch i ld ren .  In a d d i t io n ,  m o re  
r e s e a r c h  is n e e d e d  o n  t h e  e f f e c t s  o f  p a t e r n a l  d r u g  a b u s e  o n  ch ild ren .

To d e t e r m i n e  t h e  in c id e n c e  a n d  p r e v a le n c e  o f  m a te r n a l  d r u g  a b u s e  a n d  its 
d e v e lo p m e n ta l ,  p sycho log ica l ,  a n d  physica l  e f f e c ts ,  NIDA is s u p p o r t in g  
r e s e a r c h  to  d e v e lo p  a n d  im p ro v e  a p p r o a c h e s  for  iden tify ing  p r e g n a n t  w o m e n  

a n d  n e o n a t e s  a t  risk; p ro v id e  e s t im a te s  o f  t h e  p r e v a le n c e  o f  d r u g  u s e  du r in g  
p r e g n a n c y  a n d  t h e  n u m b e r  o f  in fa n t s  e x p o s e d  to  d r u g s  d u r in g  p r e g n a n c y ;  a n d  
d e t e r m i n e  t h e  e f f e c t s  o f  d r u g  e x p o s u r e  o n  a  va r ie ty  o f  o u t c o m e  m e a s u r e s .  
R e s e a rc h  o n  t h e  o p t im a l  c o m b in a t io n  o f  t r e a t m e n t  a n d  o th e r  se rv ices ,  a s  well 
a s  s e t t in g s  in w h ic h  su c h  serv ices  a r e  p r o v id e d  will p e rm i t  u s  t o  m a k e  
r e c o m m e n d a t i o n s  r e g a rd in g  m o d e l  t r e a t m e n t  s t r a t e g i e s  a n d  o p t io n s  for 
p rov id ing  su c h  services . NIDA's bas ic  r e s e a r c h  p r o g r a m  is inc reas ing  t h e  
u n d e r s t a n d i n g  of t h e  e f f e c ts  o f  d r u g  a b u s e  o n  m o t h e r s  a n d  th e ir  o f fsp r in g  
a n d  laying t h e  f o u n d a t i o n  for  t h e  d e v e l o p m e n t  o f  m e d ic a t io n s  a p p r o p r i a t e  to  
th is  p o p u la t io n .

T h e re  h a s  b e e n  little in fo rm a t io n  o n  e f f e c t s  o f  p a t e r n a l  d r u g  a b u s e  o n  ch ild ren  
un til  recen tly .  O n e  an im al  s tu d y  h a s  d e m o n s t r a t e d  a  re la t io n sh ip  b e t w e e n  
in g e s t io n  o f  m o r p h in e  a n d  a l te r a t io n  in n o r m a l  d e v e l o p m e n t  o f  o f f sp r in g ,  a n d  
o b s e r v e d  th a t  t h e s e  e f f e c ts  w e r e  lo n g  t e r m  in n a t u r e .  This r e s e a r c h  h in ts  a t  
t h e  p o te n t i a l  h a r m f u l  e f f e c t s  o f  a  f a th e r ' s  d r u g  u s e  o n  his ch i ld ren .

T h e  m a n y  n e g a t iv e  h e a l th  a n d  soc ia l c o n s e q u e n c e s  o f  s u b s t a n c e  a b u s e  for a 
w o m a n  a n d  h e r  ch i ld ren  d e m a n d  t h a t  s u c h  a b u s e  b e  p r e v e n te d  to  t h e  e x te n t  
p o ss ib le  a n d  t r e a t e d  in t h o s e  for w h o m  p r e v e n t io n  is t o o  la te  o r  u n su c ce ss fu l  
The c h a l l e n g e  fo r  HHS a n d  for S ta te ,  local, a n d  p r iv a te  a g e n c i e s  s u p p o r t in g  
p r e v e n t io n  a n d  t r e a t m e n t  activ ities h a s  b e e n  t o  ta ilor a p p r o p r i a t e  a n d  
e f fe c t iv e  p r e v e n t io n  m e s s a g e s  a r .d  t r e a t m e n t  s t r a t e g ic s  for h ig h  risk g r o u p s



A t t h e  F edera l  level, HHS is w o rk in g  to  d e v e lo p ,  d o c u m e n t ,  a n d  d i s s e m in a te  
e f f e c t iv e  m o d e l s  o f  s u b s t a n c e  a b u s e  p r e v e n t io n  a n d  t r e a t m e n t .

C h i l d  W e l f a r e  S e r v i c e s  

f o r  D r u g  A b u s i n g  

F a m i l i e s

D ru g  a d d ic t io n  is a  ch ron ic ,  r e la p s in g  d i s o r d e r  t h a t  is f r e q u e n t ly  a c c o m p a n ie d  
b y  a  h o s t  o f  m ed ica l ,  p sychological ,  a n d  soc io log ical p ro b le m s .  The in c idence  
o f  a d d ic t io n - re la te d  h e a l th ,  m e n ta l  h e a l th ,  soc ia l  a n d  e m o t io n a l  d i s o rd e r s  is 
e spec ia l ly  h igh  in d r u g  d e p e n d e n t  w o m e n  (a s  o p p o s e d  to  m e n ) ,  w h o  typically 
o r e  w i th o u t  fam ily  a n d  c o m m u n i ty  s u p p o r t  sy s te m s  o r  e c o n o m ic  r e so u rc e s ,  
a n d  w h o s e  o w n  family h is to ries  o f t e n  in c lu d e  a b u s e  a n d / o r  a d d ic t io n .  
T r e a t m e n t  p r o g r a m s  a r e  o f t e n  u n p r e p a r e d  to  m e e t  t h e  pa r t icu la r  n e e d s  o f  
w o m e n  w ith  ch i ld ren ,  inc lud ing  child c a r e  a n d  d e v e l o p m e n t  p a r e n t in g  skills 
t r a in in g  a n d  child  a b u s e  a n d  n e g le c t  p r e v e n t io n ,  a n d  a d d r e s s in g  t h e  
c o n s e q u e n c e s  o f  a d d ic te d  w o m e n ’s f r e q u e n t  h is to r ie s  o f  a b u s e  a s  ch i ld ren  
a n d  o t h e r  d o m e s t i c  v io lence .

The n u m b e r  o f  d r u g -e x p o s e d  in fa n ts  a n d  ch i ld ren  o f  d r u g  a b u s e r s  e n t e r in g  th e  
child w e l f a re  sy s te m  is c r e a t in g  a  n e w  s e t  o f  d e m a n d s  t h a t  h a v e  y e t  t o  b e  
p ro p e r ly  a d d r e s s e d .  P a re n ta l  s u b s t a n c e  a b u s e  significantly in c re a se s  t h e  risk of 
n e g le c t ,  physical a b u s e ,  a n d  sexual a b u s e .

D uring  t h e  3 6  m o n th s  b e t w e e n  Ju n e  1 9 8 7  a n d  Ju n e  1 9 8 9  t h e  A m e r ic a n  Public 
W e l f a r e  A sso c ia t io n  e s t im a te s  th a t  t h e  n u m b e r  of  ch i ld ren  in  fo s te r  c a r e  in th e  

U.S. in c re a se d  a p p ro x im a te ly  2 9  p e r c e n t ,  to  3 6 0 , 0 0 0  ch ild ren .  The S ta te s  o f  
California a n d  N e w  Y ork w e r e  t o g e t h e r  r e sp o n s ib le  for  5 5  p e r c e n t  o f  this  

in c rease .

A s s e s s m e n t  o f  t h e  risks t o  t h e  child is par t icu la r ly  c o m p le x  a n d  difficult in 
s i tu a t io n s  o f  illegal d r u g  u se .  In tens ive  family sen /ice  p r o g r a m s  o f t e n  will n o t  
a c c e p t  d r u g  involved families. The m o t h e r  m a y  d e n y  d r u g  u s e  d u e  to  d is t rus t  
o f  t h e  child w e l f a re  au tho r i t ie s .  In a d d i t io n ,  child w e l fa re  c a s e w o r k e r s  o f t e n  

d o u b t  t h a t  p r o m is e s  o f  s o b r ie ty  c a n  b e  m a in ta in e d .

D e sp i te  t h e s e  u n c e r ta in t ie s ,  m o s t  o f  t h e  s u b s t a n c e - e x p o s e d  in fa n ts  a n d  
ch i ld ren  o f  d r u g  u se rs  d o  n o t  g o  in to  fo s te r  c a r e  p la c e m e n t .  In N e w  York, 
on ly  a b o u t  o n e - th i rd  o f  t h e  s u b s t a n c e  e x p o s e d  in fa n ts  g o  in to  fo s te r  c a r e  
im m ed ia te ly ,  a n d  in a  1 9 9 0  GAO s tu d y  on ly  1 ,2 0 0  o f  t h e  4 , 0 0 0  in fa n t s  
r e p o r t e d  to  b e  b o rn  s u b s t a n c e  e x p o s e d  w e r e  p la c e d  in fo s te r  ca re .

M a n y  child w e l f a r e  p ro fe ss io n a ls  a r e  u n fam il ia r  w i th  th e  spec ia l  c a r e  n e e d s  o f  
d r u g -e x p o s e d  ch i ld ren  a n d  d o  n o t  h a v e  a d e q u a t e  p r e p a r a t io n  o r  t e s o u r c e s  to  
h a n d le  such  a  la rg e  p r o p o r t io n  o f  h ig h  risk c a s e s  In-service tra in ing  a n d  staff  
e d u c a t io n  o n  d r u g  e f f e c ts ,  t r e a t m e n t ,  in fa n t  p a r e n t  in te ra c t io n ,  a n d  high-risk 
m o t h e r  in fa n t  pairs  a r e  e s se n t ia l  s u p p o r t s  for p ro fe ss io n a ls  a n d  p a r a  
p ro fe s s io n a ls  serv ing  t h e s e  ch i ld ren  a n d  the ir  families.
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For t h e  m o s t  p a r t ,  d r u g -e x p o s e d  ch i ld ren  a r e  b e in g  s e rv e d  by  t h e  public  child 
w e l f a re  s y s te m  a n d  th e  family co u r ts ,  r a th e r  th a n  t h e  crim inal justice sy s tem . 
H o w e v e r ,  a  f e w  S ta te s  h a v e  b e g u n  to  p r o s e c u t e  p r e g n a n t  w o m e n  a s  d r u g  
d e a le rs ,  d r u g  a b u s e r s ,  o r  a s  child a b u s e r s  u n d e r  cr im inal s t a tu te s .  S o m e  S ta te s  
h a v e  a l so  e n a c t e d  leg is la t ion  to  r e q u ire  r e p o r t s  o f  p e r in a ta l  d r u g  a b u s e  t o  child 
p ro te c t iv e  service a g e n c ie s ,  o r  similar a u th o r i t ie s .  A l th o u g h ,  child w e l f a re  
a g e n c i e s  a d h e r e  t o  a  p h i lo s o p h y  o f  p re se rv in g  family unity , th e y  f re q u e n t ly  
m a k e  o u t - o f - h o m e  fo s te r  c a r e  p la c e m e n t s  to  p r o te c t  t h e  child. Federa l  
s t a t u t e s  r e q u i r e  t h a t  S ta te s  m a k e  ' r e a s o n a b l e  e f fo r ts"  to  reh a b i l i ta te  a n d  
r e u n i t e  t h e  family, i.e.,  t o  p ro v id e  se rv ices  t o  t h e  family, in o r d e r  t o  qua l ify  for 
c e r ta in  F edera l  funds .  W h e n  it is n o t  p o ss ib le  to  r e u n i t e  tl>e family. S t a t e  laws 
g o v e r n  t h e  te rm in a t io n  o f  p a r e n ta l  r igh ts  a n d  a d o p t io n .  F edera l  legisla tion  
a lso  p ro v id e s  fiscal s u p p o r t  fo r  a d o p t io n  o f  c h i ld ren  w i th  spec ia l  n e e d s ,  w h ich  
m a y  ap p ly  to  s o m e  d r u g -e x p o s e d  ch ild ren .

T he  M e d ic a id  p r o g r a m ,  a d m in i s t e r e d  by t h e  H e a l th  C a re  F inancing 
A d m in is t ra t io n  (HCFA) is a  F ed e ra l-S ta te  e n t i t l e m e n t  p r o g r a m  th a t  p a y s  for th e  

h e a l th  c a r e  o f  ce r ta in  ca tegorica l ly  eligible low  in c o m e  individuals. For eligible 
individuals ,  S ta te s  m u s t  p ro v id e ,  a t  a  m in im u m ,  n e e d e d  in p a t ie n t  a n d  
o u t p a t i e n t  h o sp i ta l  services , ru ra l  h e a l th  clinic services ,  physic ian  services , 
n u r s e  m id w ife  services , se rv ices  in Federa lly  q u a l i f ied  h e a l th  c e n te r s ,  a n d  
EPSDT services  for ch ild ren  u n d e r  21 y e a rs  o f  a g e .  W ith in  t h e  a b o v e  
c a te g o r ie s .  S ta te s  c a n  c h o o s e  to  o f fe r  a  var ie ty  o f  a lc o h o l  a n d  d r u g  t r e a tm e n t  
serv ices ,  for  in s ta n c e  d e to x if ica t io n ,  o u t p a t i e n t  d a y  t r e a t m e n t ,  o r  m e t h a d o n e  
m a in te n a n c e .  W h e th e r  o r  n o t  individual S ta te s  co v e r  su c h  services d e p e n d s  
o n  h o w  th e y  d e f in e  serv ices  u n d e r  t h e  m a n d a t o r y  c a t e g o r i e s  a n d  w h e t h e r  
t h e y  s e t  limits o n  th e  a m o u n t  o f  services  ava ilab le  t o  a n  individual u n d e r  
M ed ica id .  At p re s e n t .  M ed ica id  d e e s  n o t  p a y  for t r e a t m e n t  o f  d r u g  ad d ic t io n  
o r  m e n ta l  illness in res iden tia l  t r e a t m e n t  facilities o f  la rger  t h a n  16 b e d s  
HCFA is, h o w e v e r ,  s p o n s o r in g  a  se ries  o f  w a iv e r  d e m o n s t r a t i o n s  a l lo w in g  
se v e ra l  S ta te s  t o  e x p e r im e n t  w i th  t h e  o p t io n  o f  a l lo w in g  s u c h  se rv ices  for 
p r e g n a n t  s u b s t a n c e  a b u s in g  w o m e n

M o th e r s  a n d  ch i ld ren  w i th  s u b s t a n c e  a d d ic t i o n s  o r  su b s ta n c e - re la te d  
d isabili t ies  m a y  b e  el igible for p a y m e n t s  a n d  m e d ic a l  c o v e r a g e  u n d e r  t w o  
disability p r o g r a m s  a d m in is t e r e d  by t h e  S o o a l  Security  A d m in is tra t ion  These 
a r e  t h e  Social Security  D is a b  ty in s u r a n c e  (SSDI) a n d  t h e  S u p p le m e n ta l  
S ecuri ty  In c o m e  (SSI) p r o g r a m s  W hile  t h e  disabili ty eligibility criteria for th e  
t w o  p r o g r a m s  a r e  similar. SSCt r e q u ire s  t h e  rec ip ien t  to  o b ta in  in s u re d  s ta tu s ,  
w h ic h  is a c c o m p l is h e d  by  w o rk  " ;  for a  c e r ta in  p e r io d  o f  t im e  in a  jo b  co v e red  
by  Social Security. SSI is a  n e e d s  b a s e d  p r o g r a m  th a t  d o e s  n o t  r e q u ir e  insured  
s t a tu s .  M m or  d e p e n d e n t s  o f  SSDi b ene f ic ia r ies  a r e  eligible for b e n e f i t s  b a s e d  
o n  th e ir  d e p e n d e n t  s t a tu s  Ch :d 'o r  o f  SSI rec ip ie n ts  on ly  receive b e n e f i t s  if 

t h e y  a r e  d is a b le d  t h e m s c l . e s

U n d e r  b o t h  t h e  SSDi a n d  SSi pr j g r j m s .  t h e  m o t h e r  m u s t  h a v e  a  m e d i c a ' /  
d e t e r m in a b le  physical o r  m e n t .  I im p a i r m e n t  t h a t  h a s  k e p t ,  o r  is e x p e c t e d  to



k e e p ,  h e r  f ro m  w o rk in g  fo r  a t  le a s t  12 m o n th s ,  o r  is e x p e c t e d  t o  r e su l t  in 
d e a t h .  The im p a i r m e n t  m u s t  b e  d e m o n s t r a t e d  b y  m ed ica lly  a c c e p ta b le  
d ia g n o s t ic  te c h n iq u e s - s ig n s ,  s y m p t o m s  a n d  l a b o r a to r y  f ind ings .  In a d d i t io n ,  a 
child  c a n  qual ify  for  SSI disabili ty  p a y m e n t s  in his o r  h e r  o w n  right,  e v e n  if t h e  
p a r e n t  is n o t  d is a b le d ,  if a  child  m a n i f e s t s  a s u b s t a n t i a l  r e d u c t io n  in abili ty  to  
fu n c t io n  in d e p e n d e n t ly ,  a p p ro p r ia te ly ,  a n d  e f fec t iv e ly  in a n  a g e - a p p r o p r i a t e  
m a n n e r  b e c a u s e  o f  a  m ed ica lly  d e t e r m in a b le  im p a i r m e n t .  R ecen tly  p u b l is h e d  
c h i ld h o o d  disability r e g u la t io n s  in c lu d e  m e d ic a l  l is tings fo r  p sy c h o a c t iv c  
s u b s t a n c e  d e p e n d e n c e  d i s o r d e r s  in c h i ld ren  for t h e  first t im e .

/

C o n c l u s i o n s  D ru g  u s in g  m o th e r s  a n d  the ir  c h i ld ren  h a v e  m u lt id isc ip lina ry  n e e d s  a n d  will
r e q u i r e  t h e  c o o r d in a t e d  p rov is ion  o f  se rv ices  f ro m  a  n u m b e r  o f  service  sy s te m s  
a n d  disciplines. Service p ro v id e rs  w h o  w o rk  w i th  t h e s e  fam ilies  s t re s s  th a t  
c o o p e r a t io n ,  c o l la b o ra t io n ,  a n d  c o m m u n ic a t i o n  a m o n g  t h e  a g e n c i e s  a n d  

p r o g r a m s  w h o  s e e  t h e s e  families is e s sen t ia l .

S u b s t a n c e  a b u s e  by p r e g n a n t  w o m e n  a n d  w o m e n  w i th  c h i ld ren  is a  p r o b le m  
o f  e x t r e m e  c o n c e r n  to  t h e  U.S. D e p a r t m e n t  o f  H e a l th  a n d  H u m a n  Serv ices  a n d  
its c o m p o n e n t  a g e n c ie s .  In th is  d o c u m e n t  w e  a t t e m p t  to  o u t l in e  a n  
u n d e r s t a n d in g  o f  this p r o b le m  a n d  a  s t r a t e g y  to w a r d  its so lu t ion .  In 
pa r t icu la r ,  w e  e m p h a s i z e  t h e  fo llow ing :

♦  M a te r n a l  d r u g  a b u s e  is a  c o m p le x ,  m u l t i f a c e te d  p r o b le m .

♦  It is poss ib le  to  p ro v id e  e f fe c t iv e  se rv ices  to  th is  p o p u la t io n .

♦  W o m e n  a n d  ch i ld ren  h a v e  p a r t icu la r  c h a ra c te r i s t i c s  a n d  n e e d s  w h ic h  m u s t  
b e  a c c o u n t e d  for in  se rv ice  d e s ig n .

♦  M a te r n a l  d r u g  a b u s e r s  h a v e  co m p le x  n e e d s  w h ic h  c a n n o t  b e  so lv e d  with 
sh o r t - te rm  in te rv en t io n s .  S evere ly  a d d i c t e d  w o m e n  in par t icu la r  m a y  n e e d  
lo n g  t e r m  in te rv e n t io n s  a t  va ry ing  d e g r e e s  o f  in te n s iv e n e s s  o v er  t h e  c o u r s e  
o f  the ir  recovery .

The v a r ie d  a g e n c ie s  w i th in  HHS a r e  c o m m i t t e d  t o  w o r k i n g  t o g e t h e r  t o  a d d ’es s  
t h e  p r o b le m  o f  m a te r n a l  d r u g  u s e  a n d  t h e  n e e d s  o f  d r u g - e x p o s e d  ch i ld ren  A ; 
h a s  b e e n  d e s c r ib e d  a b o v e ,  s u b s t a n t i a l  p r o g r e s s  h a s  b e e n  m a d e  in 
u n d e r s t a n d i n g  t h e  n a t u r e  o f  t h e  p r o b le m  a n d  d e v e lo p in g  s t r a t e g i e s  to  a d d ’cs s  
t h e  n e e d s  o f  th is  p o p u la t io n  By c o n d u c t in g  r e s e a r c h ,  d e v e lo p in g  a n d  
d i s s e m m a tm g  e f fec t iv e  in te r v e n t io n s ,  s u p p o r t i n g  S t a t e  a n d  local serv ice  
ca p a c i ty ,  a n d  t h r o u g h  m e d ic a l  a n d  disabili ty  i n s u r a n c e  p a y m e n t s  for elig  b e 
individuals .  HHS Carnes Out Its c o m m i t m e n t  t o  h e a l in g  a n d  s t r e n g t h e n i n g  
fam ilies  a f f e c te d  by  m a t e r n a l  s u b s t a n c e  a b u s e



INTRODUCTION

P U R P O S E  D rug  a b u s e  is a  se r ious  p ro b le m  in t h e  U n ited  S ta te s .  T he  lo w  c o s t  o f  crack
c o c a in e  c o u p le d  w i th  its highly  add ic t ive  p r o p e r t ie s  a r e  espec ia l ly  t r o u b le s o m e .  
S u b s t a n c e  a b u s e  by w o m e n  o f  c h i ld b e a r in g  a g e ,  p a r t icu la r ly  d u r in g  p r e g n a n c y  
a n d  d u r in g  t h e  ea r ly  y e a r s  o f  child rea r in g ,  h a s  r e s u l t e d  in in c re as in g  n u m b e r s  
o f  ch i ld ren  co m in g  t o  public  a t t e n t i o n  for the ir  p r o te c t io n .  F edera l ,  S t a t e  a n d  
local policy m a k e r s  a n d  service  p ro v id e rs  a r e  s t ru g g l in g  to  d e f in e  h o w  b e s t  to  
a d d r e s s  t h e  g r o w in g  p r o b le m  o f  in fa n ts  e x p o s e d  t o  d r u g s  a n d  m o t h e r s  u n a b le  
t o  p ro v id e  p r o p e r  c a r e  a n d  n u r tu r a n c e  for  the ir  y o u n g .

This p a p e r  d r a w s  f ro m  t h e  p e r sp e c t iv e  o f  v a r io u s  p r o g r a m s  f ro m  w ith in  th e  
D e p a r t m e n t  o f  H u m a n  Services w h ic h  h a v e  respons ib i l i t ie s  c o n c e r n in g  d ru g  
u s in g  m o th e r s  a n d  the ir  ch ild ren .  It is n o t  a defin itive  ana lys is  o f  t h e  p rob lem . 
H o w e v e r ,  w e  h o p e  t h a t  it will h e lp  in fo rm  t h e  field o n  vary ing  a s p e c t s  o f  th e  
p r o b le m  a n d  t h e  s t r a te g ie s  w h ich  a re  evolving to  h e lp  in its so lu t ion ,

This p a p e r  is o n e  o f  se v era l  p r o d u c t s  g e n e r a t e d  b y  t h e  S u b -G ro u p  o n  
S u b s ta n c e  A b u s in g  W o m e n  a n d  Their C h i ld ren  o f  t h e  D e p a r t m e n t ' s  A d  Hoc 

D ru g  Policy G ro u p .  Its c o m p a n io n  p iece ,  " M a te rn a l  D rug  A b u s e  a n d  
D ru g -ex p o sed  Children: A  C o m p e n d iu m  o f  HHS Activities." d e ta i ls  t h e  varie ty  
o f  e f f o r t s  th e  D e p a r t m e n t  h a s  u n d e r w a y  w h ic h  r e la te  t o  t h e s e  p o p u la t io n s .  
T ak e n  to g e th e r ,  w e  a n t ic ip a te  t h a t  t h e s e  p ieces ,  a n d  o t h e r s  t h e  g r o u p  m a y  
d e c id e  to  p r o d u c e  in t h e  f u tu re ,  c a n  r e p r e s e n t  a  c o h e r e n t  vision of  th is  
D e p a r t m e n t s  in v o lv e m e n t  in a d d r e s s in g  t h e  n e e d s  o f  s u b s t a n c e  a b u s in g  
w o m e n  a n d  the ir  ch i ld ren ,  a n d  in p r e v e n t in g  th e  f u tu r e  a b u s e  o f  d r u g s  by 
w o m e n  o f  ch i ld b ea r in g  a g e

The d iscuss ion  w h ic h  fo l low s  in c lu d es  d e s c r ip t io n s  o f  t h e  n a t u r e  a n d  e x t e n t  o f  
t h e  p r o b le m  o f  m a te r n a l  d r u g  a b u s e  a n d  t h e  p r e v a le n c e  o f  d r u g -e x p o s e d  
ch i ld ren ;  r e s e a r c h  o n  s u b s t a n c e  a b u s in g  w o m e n  a n d  the ir  ch i ld ren ;  d r u g  
t r e a t m e n t  a n d  p r e v e n t io n  serv ices  for  m o th e r s ;  child  w e l f a r e  a n d  le g a l  issues  
r e la t in g  to  d r u g  a b u s in g  w o m e n  a n d  the ir  ch i ld ren ; a n d  M e d ic a id  a n d  Social 
Secur ity  f inancing  for th is  p o p u la t io n .  The p a p e r  c o n c lu d e s  w i th  o b s e rv a t io n s  
a b o u t  th e  n a t u r e  o f  m a te r n a l  d r u g  a b u s e  a n d  e f f e c t iv e  se rv ice  s t r a t e g ie s  for 
th is  p o p u la t io n .

This p a p e r  d o e s  n o t  a d d r e s s  t h e  e m e r g in g  issue  o f  t h e  lo n g  te rm  
d e v e lo p m e n ta l  n e e d s  o f  d r u g ^ x p o s e d  ch i ld ren  W hile  r e s e a r c h  is u n d e r w a y  to  
d o c u m e n t  poss ib le  im p l ica tions  for child d e v e lo p m e n t  o f  p a r e n t a l  d r u g  u se  
b e f o r e  a n d  a f te r  b ir th ,  a s  w ell  to  d e v e lo p  a p p r o p r i a t e  in te r v e n t io n s  for 
a f f e c t e d  ch i ld ren ,  su c h  w o rk  h a s  n o t  ye t  p r o d u c e d  su ff ic ien t  c o n s e n s u s  for a 
c o m p re h e n s iv e  d iscuss ion  ft is d e a r ,  h o w e v e r ,  t h a t  d r u g  e x p o s e d  ch ild ren  
d isp lay  a  w .d e  r a n g e  o f  ability levels a n d  th a t  on ly  a  small p r o p o r t i o n  d isplay 
se r io u s ,  lo n g  t e r m  im p a i rm e n t  M a te r ia ls  u n d e r  d e v e lo p m e n t  b o t h  w ith in  HHS 
a n d  th e  D e p a r t m e n t  o f  E d u c a t io n  will a d d r e s s  th is  issue  m  t h e  c o m in g  m o n th s  
a n d  yea rs
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P r o b l e m  T h e  p r o b le m  o f  m a te r n a l  d r u g  u s e  h a s  se v e ra l  in te r - re la te d  c o m p o n e n t s .
W h i le  d e s c r ib e d  h e r e  in b r o a d  te rm s ,  la te r  d isc u ss io n s  p ro v id e  m o r e  d e ta i l  
a b o u t  specif ic  a s p e c t s  o f  t h e  p r o b le m  a n d  a p p r o a c h e s  t o w a r d  its so lu t ion .  
T h r o u g h o u t  t h e s e  d iscuss ions  it m u s t  b e  r e m e m b e r e d  t h a t  p o ly d ru g  u s e  ( t h e  
u s e  o f  m o r e  t h a n  o n e  d r u g )  is t h e  n o r m  a m o n g  d r u g  a b u s in a  w o m e n .  M o s t  
will u s e  a lc o h o l  a n d  m a r i ju a n a  in a d d i t io n  t o  c o c a in e ,  fo r  in s ta n c e ,  a n d  
th e r e f o r e  ta lk ing  a b o u t  a  crack  u se r  o r  a  c o c a in e  e x p o s e d  in fan t ,  for 
in s t a n c e ,  is in  m a n y  c a s e s  m is lead ing .

T h e r e  a r e  s e v e ra l  o v e r la p p in g  p o p u la t io n s  o f  c o n c e r n  w h e n  o n e  ta lks  a b o u t  
m a t e r n a l  d r u g  u s e .  F rom  th e  b r o a d e s t  p e r sp e c t iv e  t h e  p o p u la t io n  o f  c o n c e r n  
is w o m e n  o f  c h i ld b e a r in g  a g e  w h o  u s e  o r  a r e  a t  h ig h  risk o f  u s m g  d r u g s ,  a n d  
th e ir  ch i ld ren .  O f  par t icu la r  c o n c e r n  a r e  p r e g n a n t  s u b s t a n c e  a b u s e r s ,  m o th e r s  
c u r re n t ly  u s in g  d r u g s ,  ch i ld ren  e x p o s e d  t o  d r u g s  i n u t e r o ,  a n d  ch i ld ren  res id ing  

in  d r u g  u s m g  h o u s e h o ld s .

P r e n a t a l  d r u g  e x p o s u r e  h a s  s i g n i f i c a n t ,  a l t h o u g h  n o t  y e t  c l e a r ly  d e f i n e d ,  
n e g a t i v e  e f f e c t s  o n  t h e  i n f a n t  a n d  d e v e l o p i n g  c h i ld .  D eta ils  r e m a in  
u n c le a r ,  h o w e v e r ,  in  p a r t  b e c a u s e  e f f e c t s  a r e  d e p e n d e n t  o n  t h e  specif ic  d r u g  
a s  w e l l  a s  o n  t h e  a m o u n t  u se d ,  d u r a t i o n  o f  u s e .  a n d  t im in g  o f  e x p o s u r e  d u r in g  
p r e g n a n c y  in  a d d i t io n  to  d irec t b io log ica l e f f e c ts ,  p a r e n t a l  d r u g  r e la te d  
b e h a v o r  c a n  h a v e  n e g a t iv e  c o n s e q u e n c e s  for c h i ld ren  in d e p e n d e n t  o f  d -rect 

d r u g  e x p o s u r e  ( e  g  . in c re a se d  risk of  child  a b u s e  o r  n e g le c t )

D r u g  u s i n g  w o m e n  a n d  t h e i r  c h i l d r e n  a r e  a  p a r t i c u l a r l y  h a r d  t o  r e a c h  
p o p u l a t i o n .  In add>t>on t o  t h e  g e n e r a l  den -a l  a s s o c ia te d  w ish  d r u g  u s e .  m«t<al 

r e p o r t s  in d ic a t e  t h a t  fea r  o f  child p r o t e c t io n  a g e n c i e s  m a y  d i s c o u r a g e  s o m e  
m a t e r n a l  d r u g  a b u s e r s  f ro m  s e e k in g  t r e a t m e n t  o r  o th e r  se rw c c s  In a d d i t io n ,  
p o o r  a n d  m in o r i ty  w o m e n  a r e  d i s p r o p o r t io n a te ly  r e p r e s e n t e d  a m o n g  
s u b s t a n c e  a b u s i n g  m o th e r s  (a t  le a s t  a m o n g  t h o s e  id en t i f ied  t h r o u g h  p u b k  
s y s t e m s )  a n d  f a c e  t h e  s a m e  u n d e r  se rv ice  t h a t  t h e s e  p o p u l a t e s  fac e  
r e g a r d in g  m o s t  h e a l t h  c a r e  services

S t r a i n e d  d r u g  t r e a t m e n t  a n d  s o c i a l  s e r v i c e  s y s t e m s  t h r o u g h o u t  t h e  
N a t i o n  c u r r e n t l y  la ck  e i t h e r  t h e  c a p a c i t y  o r  a p p r o p r i a t e  f a m i ly  
o r i e n t a t i o n  t o  e f f e c t i v e l y  s e r v e  t h i s  p o p u l a t i o n .  As will b e  d is c u s s e d  *n 
m o r e  d e ta i l  la te r ,  child  w e l fa re  c a s e lo a d s  in  m a n y  p a r t s  o f  t h e  N a t o n  a r e  far 
b e y o n d  leveH  a l lo w in g  a d e q u a t e  serv ices  «*.'Pervis*'yi in  a d d - o n .  d r u g  
t r e a t m e n t  p r o g r a m s  a re  rarely  o p e r a t e d  w i th  a  family 
p o s s i b k ty  o f  e f f e c t iv e  t r e a t m e n t  for p r e g n a n t  w o m e n  o r  w o m e n  vwth i l - > j r e n

HHS c o n s id e r s  a n d  t r e a ts  a d d < i» o n  a t  a  d i s e a s e  N o n e th e le s s ,  if n  crit ical to  
r e m m d  t h o s e  c o n t e m p l a t i n g  d r u g  u se .  d r u g  u s e r s  w h o  h a v e  n o t  yet b e c o m e  
add * c te d .  a n d  t h o s e  w h o  a r e  s t ru g g l-n g  to  rec o v e r  f ro m  a d d « t* o n  t h a t  th e y  
h a v e  r e s p o n i o J . t y  lo r  t h e  c o u r s e  o f  fhew kves For s u c h  m d r w d u ih .
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es ta b l ish in g  p e r s o n a l  responsib il i ty  a n d  a  c o m m i t m e n t  t o  a  h e a l th y  lifestyle is a 
vital p a r t  o f  p r e v e n t io n  a n d  recovery .

Strategy The issue of maternal drug abuse is complex and extremely emotional. Service 
providers are finding the needs of these families so extensive that no one 
agency can address them all. Instead the agencies must work together and 
pool their expertise to serve these families most effectively.

HHS efforts regarding this population are focused on the following objectives:

♦  C o n d u c t  r e s e a r c h  in o r d e r  t o  d e t e r m i n e  t h e  n a t u r e  a n d  e x ’e n t  o f  m a te r n a l  
d r u g  u se ;  b e t t e r  u n d e r s t a n d  t h e  m e d ic a l  a n d  d e v e lo p m e n ta l  c o n s e q u e n c e s  
o f  p r e n a t a l  d r u g  e x p o s u r e  o n  t h e  fe tu s ,  in fa n t ,  a n d  d e v e lo p in g  child; a n d  
d e v e lo p  a p p r o p r i a t e  p r e v e n t io n  a n d  t r e a t m e n t  a p p r o a c h e s .

♦  D e v e lo p  a n d  d i s s e m in a te  e f f e c t iv e  in te r v e n t io n s  to :

-  P re v en t  d r u g  u s e  a m o n g  w o m e n  o f  c h i ld b e a r in g  a g e .

-  T rea t  d r u g  a d d ic t io n  a m o n g  w o m e n  o f  c h i ld b e a r in g  a g e

•  P re v e n t  child  a b u s e  a n d  n e g le c t  in families w i th  s u b s t a n c e  a b u s e  
p r o b le m s ,  a n d  se rv e  t h o s e  ch i ld re n  w h o  h a v e  b e e n  a b u s e d  or  

n e g l e c t e d  b e c a u s e  o f  the ir  p a r e n t s  d r u g  u se .

-  i n te r v e n e  w i th  c h i ld ren  w h o  s h o w  o r  a r e  a t  risk o f  d e v e lo p m e n ta l  
d e l a y s o r  o th e r  p r o b le m s  re su l t in g  a t  le a s t  in p a r t  f ro m  p a r e n ta l  d ru g  

u s e

♦  C o n t in u e  to  s u p p o r t  t r e a t m e n t  c a p a c i ty  by p ro v id in g  f u n d s  t o  S ta te s  for 
p r e v e n t io n  a n d  r e a t m e n t  services

♦  Im p ro v e  t h e  ability o f  t h e  child w e l f a r e  s y s te m  to  s e rv e  in c r e a s e d  n u m b e r s  
o f  d r u g -e x p o s e d  o r  d r u g  a f f e c t e d  c h i ld re n  a n d  fam ilies .

♦  P rov ide  m e d ica l  in s u r a n c e  a n d  d<sabil.ty in c o m e  s u p p o r t s  fo r  e!.gib!e 
individuals a n d  their ch i ld ren  ( includ ing  m a n y  w i th  s u b s t a n c e  ad d ic t io n s)  
T h ese  p r o g r a m s  e n a b le  m a n y  t o  r e c e iv e  t r e a t m e n t  w h o  m ig h t  n o t  

o th e r w i s e

T hese  g o a l s  a r e  c o n s is te n t  w i th  S e c re ta ry  Suliw ans G o a ls  a n d  P ro g r a m  
D irec t ions  for HHS ( fo r  a  full d  scuss*on o f  G o a ls  a n d  P r o g r a m  O u e c t o n s  see  
T h e  f Y 1 9 9 1 f Y 1 9 9 2  h m S P r o g r a m  D irec t ions  P lan  )

The importance wh.ch the Department places on the objectives outlined abo*e 
•S consistent with the President's specul emphases, and top priority placed m 
the National Orug Control Strategy, on addressing the issues associated with 
substance abusmg women the Admin.strat.on wifl continue to foster access



t o  a n d  e x p a n s io n  a n d  im p r o v e m e n t  o f  t r e a t m e n t  serv ices  for p r e g n a n t  w o m e n  
a n d  the ir  children.

W ithin the Public 
Health Service (PHS)

W ithin the  
A dm inistration for 

Children and Families 
(ACF):

E lsew ncre in HHS:

A n u m b e r  o f  o ff ices  w i th in  HHS play  vital ro les  in ca r ry ing  o u t  t h e  ob jec t ives  

d e s c r ib e d  a b o v e .  T h e se  a r e  lis ted  im m e d ia te ly  b e l o w  a n d  include c o m p o n e n t s  
o f  t h e  Public H ea lth  Service (w h ich  o v e r s e e s  th e  h e a l th  s id e  of  t h e  
D e p a r t m e n t ' s  activities), t h e  A d m in is t ra t io n  for C h i ld ren  a n d  Families w h ic h  
o v e r s e e s  t h e  D e p a r t m e n t ' s  h u m a n  serv ices  activities,  a s  w ell  a s  t h e  H ea lth  
C a re  Financing a n d  Social S ecur ity  A dm in is tra t ions .  D eta iled  descr ip tions  o f  
specif ic  p r o g ra m m a t ic  e f f o r t s  o f  e a c h  a g e n c y  w i th  r e s p e c t  to  this p o p u la t io n  
m a y  b e  f o u n d  in th e  c o m p a n i o n  d o c u m e n t  t o  this p iece ,  ’M a te rn a l  Drug 
A b u s e  a n d  D ru g -ex p o sed  Children: A  C o m p e n d iu m  o f  HHS Activities.*

A lcohol,  D rug A b u se ,  a n d  M e n ta l  H e a l th  A d m in is t ra t io n  (ADAMHA) 
N ationa l  In s t i tu te  o n  D rug  A b u se  (NlDA)
N ationa l  In s t i tu te  o n  A lcoho l A b u se  a n d  A lcoho lism  (NIAAA) 
O ff ice  for S u b s ta n c e  A b u s e  P re v en t io n  (OSAP)

O ff ice  for T r e a tm e n t  I m p r o v e m e n t  (OTl)
N a t io n a l  In s t i tu te  o n  Child H e a l th  a n d  H u m a n  D e v e lo p m e n t  (NICHD) 
H e a l th  R esou rces  a n d  Services A d m in is t ra t io n  (HRSA)

M a te r n a l  a n d  Child H ea l th  B u e a u  (MCHB)

A d m in is t ra t io n  o n  C hildren .  Y o u th  a n d  fam ilies  (ACYF) 
A d m in is t ra t io n  for N ative  A m e r ic a n s  (ANA) 
A d m in is t ra t io n  o n  D e v e lo p m e n ta l  Disabilities (AOD)

H e a l th  C a re  f in a n c in g  A p m n s t r a t ' o n  
Social Security  A d m im s tra t  o n

The e f f o r t s  o f  th e s e  ■. a '  j  j e ^ c e s  c o m e  t o g e t h e r  in  o r d e r  to  ca r ry  1 1 1 tr»e 
g o a l s  o f  b e t t e r  u n d f s * -  j  m e  c o n d i t io n s  a n d  se rv ice  n e e d s  o f  drug  
a b u s in g  m o th e r s  an d  •-.» • r e n .  d e v e lo p in g  e f fec t iv e  in te rv e n t io n s  to  m eet 
t h o s e  n e e d s ,  a n d  fm in  - » ; < es  for t h o s e  in  n e e d
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for a substantial portion of each stale's young foRer children In 1091: 
44 percent in California, 81 percent in New Yorl^lnd 29 percent in 
Pennsylvania.

Rp<ui1t<? in  R r i p f  The 1091 population of young foster children Is Hgnlflcantly different from
the 1985 population In the locations reviewed lif t  variety of ways: the 1991 
population aixe is much larger, more of these chffdren entered foster care 
due to aome form of neglect, their biological paf&ts are more likely to 
abuse drugs, these children have more health-related problems and are at 
high risk for further problems due to prenatal dKIg exposure,' and they are 
more likely to be eligible for federal maintenance payments.

The number of young foster children increased f l  almost twice the rate of 
the general foster care population. Neglect and fare taker absence 
prompted an estimated 68 percent of removalst£fp from 47 percent in 1986. 
We estimate that families where at least one parent was a drug abuser 
Increased from 62 percent to 78 percent. An incRasing percentage of 
children had serious health-related problems irffOOl and most of them 
were prenatally exposed to drugs. Specifically,® estimated 68 percent of 
young foster children had serious health-relate^roblems in 1991 
compared with 43 percent In 1986. Those at higfTrlsk for problems due to 
prenatal drug exposure increased from 29 perefnt to 62 percent over this 
period. Cocaine was the moat prevalent drug children were prenatally 
exposed to In both years; documented prenaudjocaine exposure 
Increased from 17 percent to 65 percent be>  e£f 1086 and 1991. A larger 
percentage of young foster children qualified fJFYedcral maintenance 
payments in 1991 than previously. At the same Hmc, the growing number 
of young footer children l creased overall maintenance expenditures, 
compounding thdr Crunch-1 fMpact on government. Federal and atate 
governments In these thrve states alone spent ̂ r r  12 billion In 1992 to 
maintain foster children of all ages. S

These changes have implications for federal foster care and health care 
programs. Both federal and state erpendlturrsTuvr felt the Impact of the 
growth In the number of young foster chlldrenlnd the decline in their 
overall level of health. Further, two broad aervfSe needs overlap foster and 
health care programs. First, drug abuse treatment programs for biological 
mothers and pregnant women are needed to raiuce the risks associated 
with prenatal drug exposure and the U kellhoo^ut children will be
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Background

rem oved from  th e ir families. Second, services to  address the health  and 
developm ental needs o f  drug-exposed children are needed to  trea t their 
problem s. While few  alternatives to  foster care currently  ex ist for m any of 
th ese  families, meetiiig both  o f these service needs should increase the 
possibility th a t such  fam ilies can  be reunified and  leave the foster care 
system . However, d rug abuse, to  the ex ten t it continues to  occur, will 
rem ain a  hidden con tribu to r to  the  costs o f various federal program s.

While the  federal, s ta le , and county  governm ents and foster paren ts share 
responsibility  for providing care and services to  foster children, the 
D epartm ent o f  H ealth and  Hum an Services (kks) is responsible for the 
m anagem ent and oversight o f federal program s benefiting foster children. 
T he program s are authorized prim arily by the Social Security A c t The act, 
in part, au thorizes expenditures to  (1) m aintain foster children who are 
eligible under the Aid to  Families with D ependent Children (a roc) 
program , (2) assist s ta tes  In providing child w elfare services, and 
(3) provide medical care. Primarily, Kits establishes federal regulations and 
m onitors s ta te s’ com pliance w ith  them  fo r children placed in federally 
funded foster ca re  and o th e r program s under the  ac t and  adm inisters 
federal funding for them .

Federal expend itu res fo r the adm inistration and  m aintenance o f 
ATDOellglbie foster children a re  authorized under title IV-E o f  the  Social 
Security  A c t Those expenditures Increased from  abou t 1637 million in 
IPSfl to  over SZ2 billion nationw ide in 1902. The M e n l  portion o f foster 
ca re  m aintenance co sts  varies by s ta te  and is linked to  a  s ta te 's  Medicaid 
m atching rale. The federal portion  ranges from 60 percent to  83 percent of 
the  m aintenance co st fo r Anx>elJglble foster children; s ta tes  o r  counties 
a re  responsible for the  fUli oust o f  m aintaining foster children w ho ore not 
eligible fo r a t d c  benefits. Thus, paym ents to  foster parents for the care of 
an  a t d c -eligible foster child are com prised o f federal, sta le , and in som e 
cases county  monies.

In addition  to  m aintenance funds under title IV-E, federal h inds authorized 
in o th er titles  o f the  Social Security  Act may be used to  provide m edical 
and  o th er needed serv ices to  fo s te r children. S lates m ay partic ipate in 
program s such as title IV-B, federal m atching grants for various child 
w elfare services; title  XDC, MedicaJd, for medical services for foster 
children; and, title XX, block grants for a  wide array o f  social services for 
children. Data w ere unavailable to  estim ate the  additional federal, state, 
and  county  expenditures for th ese  o ther services for foster children.
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However, w e previously repo rted  th a t m edian co sts  associa ted  w ith  _ 
new born m edical care fo r Infants know n to  b e  prenatally  drug-exposed 
w ere approxim ately 11,100 to  44,100 higher (In 1989 dollars) than  fo r o th er 
Infants. Further, an  m o  study  provides an  exam ple o f  M edicaid costs In 
California from  1986 to  1988 fo r children from  birth  to  24 m onths o f age. 
KK3 reported  a  2-ycar average Medicaid expenditure o f 41,651 for children 
who w ere n o t Identified as being prenatally  exposed  to  drugs com pared to 
42^35 for those who w ere know n to  be  exposed.4 Further, medical 
expenses for drug-exposed fo ste r children from  b irth  to  12 m onths o f  age 
w ere 62 p ercen t g reater than the  m edical expenses for drug-exposed 
children w ho w ere no t In fo ster care.

More Young Children 
in Fost?r Care

The foster ca re  populations In the s ta te s  review ed Increased dram atically 
betw een 1986 and  1991, with th e  num ber o f young foster children 
Increasing a t a  faster rate. The total foster ca re  population In these s tates 
Increased 66 percen t while th e  num ber o f young fo ste r children Increased 
110 p e rc e n t During the sam e years, the  total num ber o f young children In 
these s ta tes  Increased 19 percent, indicating th a t a  g reater percentage o f 
all young children In these s ta te s  en tered  foster ca re  In 1991 than entered 
previously. (See flg. 1 and tables IL 1-IT.4 In app. U.)
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Figu re  1 :  Increaoa In F o a ta r Coro and  
C hild  P o p u lation s I n j u r e *  S u ta a  
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Neglectful ( J  Absent 
Parents Triggered 
Most RemoSals From 
Home

Neglect and caretaker absence or Incapacity were the primary reasons 
why young children were removed from their families In both California 
and New York, the states where data were available. Together, these 
reasons accounted for approximately 47 percent and 68 percent of the 
removals In 1980 and 1901, respectively. No other reasons for removals,

r*r> • (UOrttElUI-M-at To«M  r<w «r C U U r ..



Flgura 2: R aaaona for Removal of 
Young CMIdntTTFrom Home In 
California an d  Raw York

such as physical abuse, accounted for a large portion of the entries of 
young children Into foster care In either year. For example, all types of 
abuse accounted for 11 percent of the removals of young children In 1886 
and 7 percent in 1991. (See flg. 2 and table 1 6  In app. II.)
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Drug A b u s j F u i t h e r  T o b e tte r  d esc ribe  th e  p aren ts ' altuaflon around  th e  tim e their children
Impacts Troubled Families w ere  rem oved from  hom e, w e review ed random  sam ples of case  flies fo r

~  ce rta in  difllcuftiea th a t fam ilies face In th e  th ree locations reviewed. Of
th e se  situations, estim ated  increases In th e  num ber o f  paren ts  w ho  abused 
d rugs o r h ad  o th er children In footer care a re  significant betw een  1986 and 
1991. FuHy 78 p ercen t o f  th e  young foster children re v ltw H  had  a t least 
one p aren t w ho w as abusing drugs or alcohol In 1901 c o r  ed w lth  
62 p ercen t In 1886. Fam ilies w ith o ther children In foo ter care Increased 
fjom  68 percen t to  79 percent. Further, fam ilies w ith n o  o ther children 
decreased  from  an  es ; m ated 18 p ercen t to  11 p ercen t (hiring th is  time.

Fkmlllea In 1991 had  additional serious problem s in com m on w ith  their 
cou n terp arts  in 1986 In th e  thre~ locations. For exam ple, the percentage of 
young footer children w ho cam e from  families w ith a t  least one parent 
ab sen t w as high In both years, estim ated  a t abou t 70 p e rc e n t In addition, 
over 27 p ercen t o f  th e  young fo s te r children in these years cam e from 
families w here bo th  paren ts w ere absen t from  th e  hom e around the  tim e 
o f th e  child 's removal, according to  our estim ates. (See flg. 3 an d  table EL 7 
in a p p . H )
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Prenatal drug exposure: meeting the challenge. Linda C. Sluder; LloydR. 
Kinnison; Dennis Cates.

Abstract: Early childhood educators face an enormous challenge in children with 
prenatal drug exposure. These children present severe cognitive, social, behavioral and 
motor deficiencies that require special nurturing and encouragement from early 
childhood professionals. Among the approaches that research and experience have 
identified as the ’best practices’ arc a small learning area, self-directed exploration, adult 
intervention in cooperative play ar.d work activities and an adjustment period to new 
activities. Community-based, family-centered approaches undertaken jointly with local 
and state agencies, focusing on caregiver training, counseling and parenting skills 
training are advised.

Full Text: COPYRIGHT 1996 Association for Childhood Education International 
Educators and child care providers today face a challenging new community o f  children 
identified as one o f the fastest growing at-risk populations in America (Poulsen, 1992;. 
These children have been labeled as "crack babies," "prenatal drug exposed," "peri-natal 
cocaine addicted" or "substance exposed infants and children" (Kinnison, Sluder & 
Cates, 1995, p. 35).

The mainstream media first identified such children in the early 1990s, focusing on 
demographic projections and associated statistical implications. The pressing issue n o w ,  
however, is that these children have reached school age. As these children enter early 
childhood programs, educators must be prepared to nurture and encourage them.

Children with prenatal drug exposure exhibit a complex range o f  cognitive abilities and 
behaviors (Chasnoff, 1992; Howard. Beckwith. Rodning & Kropcnskc, I9S9). Wright 
(1994) emphasizes that identifying specific traits is difficult, however, because prenatal 
exposure has diverse effects.

THE CASE OF TWO CHILDREN

Treavor

To the casual observer, Treavor appear-. !<» be  a typical 5-year-old He lives w ith  his 
grandparents, who provide him with a ca ring  and nurturing environment. His size  ■. 
average for his age. Although his gross  motor development appears to be age 
appropriate, he has some d ifficu lty  w ith  fine m oto r  tasks. In general, his physical
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responses  a re  sp asm o d ic ,  l im iting  his ability  to  in d ep en d en t ly  ac co m p l ish  d irec ted  
activities, such  as  p lac in g  w o o d e n  p eg s  into spec if ic  holes.

P sy choeduca tiona l  test eva lua tions  (e.g., m easu res  o f  co g n i t iv e  ab i l i ty  a n d  ad ap tiv e  
behav ior)  ind ica te  that T re av o r  functions in the s ev e re -p ro fo u n d  ran g e  o f  m enta l  
re ta rdation. H e  b ec o m e s  exc ited  and  dis tracted  w h en  ind iv idua ls  en te r  the learn ing  
en v iro n m en t,  o f ten  so il ing  his d iaper o r  ou ter clo th ing .

T re a v o r ’s re cep t iv e  language  is ad eq u a te  to dea l w ith  s im p le  tasks. H e  is ab le  to  fo llow  
basic  verbal d irec tions  a n d  partic ipate , to  so m e exten t,  in c la s s ro o m  activ ities .  T re av o r  
u su a lly  re sponds  d u r in g  g ro u p  language  activ ities  w ith  ges tu res  a n d  g ru n ts  o r  b y  sh o w in g  
recogn ition  thro  igh  d irec ted  eye  m ovem ents .  H e  is ab le  to iden tify  s ize  ("big" an d  
"little"), p ic tu res  o f  his im m ed ia te  family, and his  teacher  a n d  c la ssm a te s  w h en  their  
nam es  are  g iv en  a s  p rom pts .  O v e r  the past year, the teach e r  no ticed  that T re av o r  
im proved  in recep tive  language , a ttem pts  at ex p ress iv e  language ,  m o to r  skills  a n d  
a tten tion  span .  T re av o r  a ttends  a half-day  ea rly  ch i ld h o o d  p ro g ram  for d isab led  children .

M elissa

M elissa , a 2nd -g rad e r ,  par tic ipa tes  in a  special ed u ca t io n  re so u rce  ro o m  o n e  h o u r  each 
day. She is sm all  for her age ,  but o therw ise  d isp lays  n o  physica l  ind ica t ions  o f  prenatal 
d rug  exposure . W h ile  p regnan t,  M e l is sa ’s birth m o th e r  inges ted  a lco h o l ,  m ar i ju an a  and  
various o th e r  drugs, including, possib ly , cocaine. M elissa  lives w ith  ad o p tiv e  p aren ts  in 
w ha t ap p e a rs  to b e  a posit ive  environm ent.

M elissa  su ffe red  from  se izures  at an ea rly  age, for w h ich  an tico n v u ls iv e  m ed ica tio n s  
w e re  p rescribed . A ddit ionally ,  sh e  takes Ritalin daily  to  h e lp  con tro l  h e r  a t ten t io n  deficit 
d iso rder  w ith  h y p erac t iv i ty  and  poss ib le  obsess ive  co n d u c t  d iso rder .  A 
p sy ch o ed u ca tio n a l  assessm en t indicates that M e l is s a ’s co g n it iv e  ab il i ty  is ab o v e  average 
H er read ing  skills ran g e  from  o n e  to tw o  s tandard  d ev ia t io n s  ab o v e  the  m ean  M e l is s a ’s 
m ath  ach iev em en t  is on g rade  level an d  her w rit ten  lan g u ag e  skills  a rc  o n e  s tandard  
dev ia t ion  ab o v e  the  m ean . A ssessm en ts  ind icate  that she  has  av e rag e  oral language  
d ev e lo p m en t.  In con tras t  to  the assessm en t scores ,  M e l i s s a ’s c la s s ro o m  teacher reports 
ex trem e  varia tions  in her daily  academ ic  perfo rm ance .

M e l is sa 's  teachers  m ain ta in  da ily  logs that illustra te  h e r  erra tic  behav io r .  H er teacher vt> 
that M elissa  "tries hard, (is) inattentive, lacks sm all m u sc le  con tro l ,  (is] s low , in corx.m : 
m o tio n  and  has  ex trem es  in em otions ."  She appears  to  w o rk  best  in a  re la tive ly  srr.a. 
sp ace  and  in  on e -o n -o n e  teach ing  situations.

In the  reg u la r  c lass room , sh e  is co m p u ls iv e  - a lw a y s  g iv ing  an  answ er.  S h e  can  a f  - • 
m en ta l ly  in flex ib le ,  needs  constan t red irection  a n d  has  lim ited  a t ten tion . H er rcgu. 
education  teacher  is frustrated  an d  has th rea tened  to res ign  i f  M elissa  is not r e m o . e : 
from her c lassroom .

M e l i s s a ’s m ed ica t io n  has  been  invaluable . W ithou t p re sc r ip t iv e  in terven tion ,  her 
b eh av io r  is unpred ic tab le .  C o nsequen tly ,  she d o cs  no t seem  to h av e  con tro l  o t  her 
ac tions. R ecords  d o cu m en t  that p rior to  taking h er  m ed ica t io n ,  M elissa  had ,  amor. • 
th ings, th rea tened  to  beat her ad o p tiv e  m other  A fte r  re ce iv in g  trea tm ent,  M e lissa  •• 
rem orsefu l an d  ex p ressed  so r ro w  for such  behavior.
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C O M P O U N D IN G  IS S U E S

A p p ro x im a te ly  3 7 5 ,0 0 0  ch ild ren  are p ren a ta l ly  ex p o sed  to  illicit d ru g s  each  y ea r  
(B ehrm an , 1990; Fe ig ,  1990). A  rap id ly  g ro w in g  p ro p o r t io n  o f  th e se  ch ild ren  arc  
exposed  to c rack  coca ine .  Feig  (1990) es t im ates  that 30 ,0 0 0  to 5 0 ,0 0 0  "crack  babies"  a rc  
b o m  each  year.

A su rvey  b y  the N a tional Institu te  on D ru g  A b u se  (1 9 8 9 ) rev ea led  that  ap p ro x im a te ly  9 
percen t o f  all  w o m en  o f  ch ild -bearing  ag e  a d m itted  to  us ing  illicit drugs. T h e  n u m b e r  o f  
w o m en  in this ag e  g ro u p  testing pos i t ive  for d ru g  use  increased  frop i 25 p e rcen t  in 1972 
to 4 0  percen t  in 1988. O ther  da ta  ind icate  that p renata l  d ru g  use  h as  rem ained  a t  a 
consis ten t level ("C h ild ren  o f  Cocaine : Fac ing  N ew  Issues,"  1990). W o m en  w h o  use 
d rugs w hile  p reg n an t  co m e  from  all so c io eco n o m ic  an d  e thn ic  b ack g ro u n d s  (Feig , 1990; 
W eston , Iv ins, Z u ck c rm an ,  Jones & Lopez , 1989).

The severity  o f  cogn itive , social, behavioral  a n d  m o to r  def ic ienc ies  arc  co m p o u n d ed  by  
the m ultip le  ingestion  o f  tobacco , a lcohol and  co m b in ed  drugs. T a b le  1 offers  som e 
behavioral charac te ris t ic s  that m ay  be assoc ia ted  w ith  p renata l  d ru g  exposure.

C O M P L IC A T IO N S

M oto r  D ev e lo p m en t

A lthough  a sm all n u m b e r  o f  d ru g -ex p o sed  ch ild ren  exh ib i t  g ross  m o to r  d iff icu lties ,  the 
in fluences o n  fine m o to r  dev e lo p m en t a rc  far m o re  apparen t.  R esearchers  report that 
co ca in e-ex p o sed  infants  an d  toddlers  o ften  av o id  ey e  co n tac t  and  n eg a tiv e ly  respond  to 
m ultip le  s t im uli  (Z u ck crm an ,  Jones ,  La Rue &  L opez ,  1990). O th e r  s tudies sugges t  that 
these infan ts  a p p e a r  to have  underdeveloped  m u sc le  tone a n d  poor re flexes , an d  that 
their a rm s  a n d  han d s  m ay  trem ble  w hen  they  reach  for ob jec ts  (D ab erczak ,  Shaner ,  Scnie  
& K endal,  1988; Fe ig ,  1990). B eh rm an  (1990) sugges ts  that such  v isua l-percep tua l and  
fine m o to r  p ro b lem s  pers is t as these  ch ild ren  m atu re .  Van D y k e  an d  Fox (1 9 9 0 ) sugges t 
that fetal ex p o su re  to  various types o f  illicit d ru g s  (e.g., co ca in e  o r  co ca in e  used  w ith  
o ther d rugs)  m ay  cau se  o ther  deve lopm en ta l  p ro b lem s .  T h ese  c o m p l ic a t io n s ’ 
charac teris t ics  m a y  be  s im ilar  to those o f  hyperactiv ity .

C ognitive  D ev e lo p m en t

M an y  factors re la ted  to prenatal d rug  exposu re  d irec t ly  and  ind irec tly  in fluence co g n i t iv e  
deve lopm en t.  D rugs  such  as co ca in e  m ay  force b lood  vesse ls  in an  expec tan t  w o m an  to 
constric t,  red u c in g  the b lood  flow and  d ec rea s in g  the am o u n t  o f  o x y g en  d e l iv ered  to  the 
fe tus’s bra in  (W o o d s  &  Plessingcr, 1990). B e li is im o  (1 9 9 0 ) em p h as izes  that the "high" 
b rough t on b y  d ru g  use  m ay  cau se  the fetus to su f fe r  sm all s trokes  o r  seizures. T hese  
findings su g g es t  that central nervous sys tem  d a m a g e  and  su b seq u en t  learning p rob lem s 
arc possible .

C h ild ren  p rena ta l ly  exposed  to d ru g s  tend  to p e r fo rm  m o re  po o r ly  o n  tests d es ig n ed  to  

m easu re  concen tra t ion ,  g ro u p  in teraction  and  th e  ab il i ty  to co p e  w ith in  an instructional 
en v ironm en t,  acco rd in g  to  V ia d e ro ( l9 9 0 ) .  F u r th e r  s tud ies  sugges t  that these  ch ild ren  ai<
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often  d iso rg an ized ,  uns truc tu red ,  irritable ,  less goal-d irec ted  an d  h a v e  p rob lem s  
p ro c ess in g  in fo rm ation .

L an g u a g e  D e v e lo p m e n t

D rug  ex p o se d  in fan ts  and  ch ild ren  are less likely  to sp o n tan eo u s ly  voca lize  o r  use  
g es tu re s  to  co m m u n ica te .  In  p reschool,  these  ch ildren  expe rience  p ro lo n g ed  d iff icu l ty  in 
ar ticu la ting ,  id en tify in g  p ic tures  a n d  us ing  expressive  lan g u ag e  (C h ap m an  &  
W o rth in g to n ,  1994).

S o m e  ch ild ren  m a y  h av e  b e t te r  success  w ith  recep tive  lan g u ag e  (w ^ a t  is u n d ers tood) ,  as 
in  T re a v o r ’s case . In  this instance, recep tive  language  m a y  be su p e r io r  to exp ress iv e  
lan g u ag e  d ev e lo p m en t.  T re a v o r ’s b eh a v io r  sugges ts  h e  unders tands  ora l language ,  bu t 
c a n n o t  v e rb a l ly  co m m u n ica te .

A ffec t iv e -B eh av io ra l  D eve lopm en t

C h i ld ren  p ren a ta l ly  ex p o sed  to harm fu l subs tances  m ay  u n d e rg o  a varie ty  o f  em otiona l  
an d  b ehav io ra l  sw ings ,  so m etim es  sh ift ing  rap id ly  from  ap a th y  to aggression .  "A g ig g le  
b ec o m e s  a sc ream , o r  a response  to  a ques tion  b eco m es  an  outburst"  (B ell is im o , 1990, p. 
25). C h an g es  in  en v iro n m en ta l  s tim uli,  such  as  v isitors o r  m in o r  d isrup tions in  routines, 
m ay  p ro m p t  the ch ild  to su d d en ly  ac t  uncontrollably . M e l is sa ’s behav io r  is charac te ris t ic  
o f  these  ex trem es .  It appears  that p rena ta l ly  d rug  exposed  ch ildren  c o m m o n ly  insist on 
a d d re ss in g  tasks  in their  o w n  term s and  pers is ten tly  re fuse to co m p ly  with requests .

T h ese  ch ild ren  in teract p o o r ly  with  others . C oca inc -cxposed  infants m ay  b ec o m e  easily  
f rustra ted  and  th ro w  tem per tan trum s w hen  adults  provide inconsis ten t d irec tional cues 
(B e ll is im o ,  1990; H o w ard  ct al., 1989). O ften , the ch ildren  res is t  a t tachm en ts  to n ew  
adu lts  o r  ch ild ren . S o m e  ch ild ren  ac tu a l ly  avo id  adult interactions.

P lay  D e v e lo p m e n t

H o w a rd ,  B eck w ith ,  R o d n in g  and  K ro p c n sk c  (1989) observed  less rep resen ta tiona l p lay  
a m o n g  d ru g  ex p o se d  ch ild ren . Instead, their  p lay  w as charac te rized  b y  ran d o m ly  
sca tte r ing  toys, an d  then  ind iscrim ina te ly  p ick ing  up an d  d iscard ing  them . T h e se  
b eh av io rs  are in sh a rp  con trast  to c h i ld re n ’s typical p lay  behavior.

S u b s ta n ce  e x p o se d  infants an d  ch ildren  o ften  h av e  d ifficu lty  in itia t ing  in dependen t  p lay  
ac tiv it ies .  C o n seq u en tly ,  they  a im less ly  w an d er  th rough  the learn ing  env ironm en t.  M an y  
o f  these  y o u n g s te rs  d o  not seem  to have the necessary  skills to  sp o n tan eo u s ly  stack 
b locks  o r  e n g a g e  in represen ta tiona l play. T h ey  appear  c o n fu sed  and  u nab le  to  se lec t  a 
p a r t ic u la r  m ater ia l  for p lay  o r  focus.

A C C E P T IN G  T H E  C H IL D

C h ild ren  w ith  su sp ec ted  prenatal d ru g  exposu re  need  assu ran ces  from  the ad u lts  in their 
l ives. E d u ca to rs  w h o  work with  this popu la tion  m ust unders tand  the c h i ld 's  socia l ,  legal 
a n d  ed u ca t io n a l  needs. U nfortunate ly ,  accu ra te  in fo rm ation  ab o u t  the ex tent o f  prenata l 
d ru g  e x p o su re  is lim ited. A d m itt in g  that their ch ild  has been  p ren a ta l ly  ex p o se d  to d ru g s  
p laces  the  m o th e r  o r paren ts  at n s k  for legal action. M oreover ,  as m a n y  states co n s id e r
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prenata l  d n ig  ex p o su re  to be ch ild  abuse ,  ad m iss io n  o f  such  ac tiv ity  w il l  be rare.

O th e r  issues a lso  p rev en t  paren ts  f rom  fu lly  d isc los ing  the ir  d rug  use. In c rea sed  p u b lic  
aw aren ess  o f  the  effec ts  o f  p renata l  d ru g  ex p o su re  p laces  the paren t  in a  p recar ious  
situation . M a n y  fear the  reactions o f  their  families, friends, the c o m m u n i ty  a n d  their 
children . Fetal a lcohol ch i ld ren  in te rv iew ed  in M ichae l D o r r i s ’s T h e  B ro k e n  C o rd  (1 9 8 9 )  
ex p ressed  diff icu lty  u n d ers tan d in g  the ir  d isab il ity  and  th e ir  paren ts ' reasons  fo r  e n g a g in g  
in d rug  use.

O ften , th ese  ch ild ren  co m e  from  chao tic  an d  dan g e ro u s  h o m e  en v iro n m en ts  w h e re  the 
po ten tia l  for co n tin u ed  d rug  ab u se  is high. T h e ir  m o thers  m ay  b e  es tranged  f ro m  the 
fam ily  b ecau se  o f  their  d rug  use, w h ich  p e rp e tu a tes  a lack  o f  support  sys tem s  fo r  bo th  
m o th e r  a n d  child . C arefu l co n s id era t io n  a n d  effort m ust b e  g iven  to en su re  tha t  ex tens ive  
t im e an d  opportun ity  a re  p rov ided  fo r  these  ch ild ren  to dev e lo p  bonds  w ith  the  fam ily  or 
o ther  careg ivers .

IMPLICATIONS AND SUGGESTIONS

Children who arc exposed prenatally to illicit drugs present myriad challenges for early 
childhood professionals. The cognitive and behavior extremes associated with prenatal 
exposure precludes drawing up an explicit list o f  "best practices" or pedagogical 
approaches.

Compounding the problem is researchers’ inability to systematically identify children 
who have been exposed to illicit drugs. Many research studies have samples that are too 
small with poorly defined subjects or no control groups (Chapman & Worthington,
1994). Other studies have been narrowly defined and use highly selective strategies, 
offering limited general application.

The following suggestions for early childhood professionals are based on the most 
current review o f  research and experience. Educators should pay special attention to the 
learning environment, ensuring that programs are predictable and restricting the number 
o f nonessential people who enter and leave the environment. Howard ct al. (1989) 
reported that a small room or learning area is superior to large, open areas.

Education professionals must carefully consider these children’s unique learning styles 
when determining the classroom environment and tcachcr-to-student ratios. Daily 
routines must allow the children to engage in self-directed exploration. The educator or 
care provider, however, must always be aware that these children do not tend to engage

  | in spo n tan eo u s  activ ities . A du lt  in terven tion  m ay  be necessary  to  d irec t  the c h i ld  to w ard
cooperative play and work opportunities.

—— ■i —-—  Many potentially volatile situations can be diffused by alerting children to transitions and
providing time to adjust to new activities. When a child is cognitively and emotionally 
involved with a special activity, adults can reduce children’s frustration by providing 
notice that the activity is about to end. A statement such as "We have five more minutes 
left in math before lunch" will alert the child that the activity is closing.

CONCLUSION
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Educators and care providers must be aware that children may exhibit multiple 
disabilities - including physical, medical, emotional, social and/or educational. A team o f  
professionals should work together to focus on individual children’s needs. 
Community-based, family-centered solutions should oc emphasized, as should 
confidentiality.

Early childhood education and care providers need to establish close working 
relationships with local and state agencies. Joint efforts should promote specific 
caregiver training, substance abuse counseling, activities to raise mothers’ self-esteem  
and training in basic parenting skills. These efforts may be university-based or associated 
with community and state agencies. Only through such collaborative, efforts can 
substantial help be given to children with prenatal drug exposure.

Table 1

BEHAVIORAL INDICATORS OF PRENATAL DRUG EXPOSURE IN YOUNG  
CHILDREN

M o to r  D eve lopm en t

• A w k w a rd  eye an d  h and  coo rd ina t ion

• T rem b lin g  arm s and  legs w h en  reach ing  for objects

• Excessive fidgeting and/or hyperactivity

• C lu m sy  o r  im m ature  u se  o f  tools su ch  as  s p o o n s ,  cray o n s  or sm all  toys  

L an g u ag e  D evelopm en t

• L im ited  early  v o c a ' :zaiions

*■ P ro longed  articu la tion  errors

• D iff icu lty  in p ic tu re  identification

• P rob lem s fo llow ing  d irec tions

• L im ited  vocabu la ry  

P lay  D evelopm en t

• R e luc tance  to initiate p lay  ac tiv ities

• Aimless wandering through the play .t;ea

• Inability  to stack  blocks

• A pparen t  confus ion  in som e play situations

6o f0
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r  "  ”  .v,| * Awkward understanding o f and response to social cues

I  * Occasional aggressive behavior in group situations

Affective Development

• Avoidance o f  eye contact

I * Low tolerance for change o f  environment or caregiver

y  •  Difficulty in dealing with changes in routines

• Low ability to sclf-rcgulatc own behavior 

[1 • Frequent limit testing

• Decreased response to verbal praise as a rcinforccr

• Poor interactions with caregivers

f| • Increased frequency o f  temper tantrums

• Fcarfulness o f strangers 

Cognitive Development

• Decreased imitative play

• Less pretend play or exploration o f the environment

• Difficulty concentrating

• Disorganization

• Inability to structure work or play activities 

J • Diminished ability to stay on task

• Less goal-directed behavior

• Increasingly disruptive behavior

■ • Greater need for a more controlled learning environment

! Adapted from: Kinnison, L., Sluder, L., & Cates, D. (1995). Prenatal drug exposure
Implications for teachers o f  young children. Day Care & Early Education, 22(3).
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Substance use initiation among adolescent children o f alcoholics: testing 
protective factors. Andrea M. Hussong; Laurie Chassin.

E«?ior» Abstract: The possession o f  cognitive coping skills, a perception o f  having individual 
control over outside events and a highly organized family environment help adolescent 
children o f alcoholics (COAs) resist using alcohol or drugs. A three-year study o f  267 
adolescents, including 127 COAs, measured the buffering effect o f  such factors, as well as 
those o f  self-awareness and behavioral coping skills, upon the adolescent use o f  drugs and 
alcohol by COAs. High family organization and either very high or very low levels o f  
coping ability also helped adolescents who were not COAs resist drug and alcohol use.

A uthor’s Abstract: COPYRIGHT 1997 Alcohol Research Documentation Inc.

Objective: Past research suggests that adolescent children o f  alcoholics (COAs) arc at 
heightened risk for alcohol and drug use. However, not all COAs use substances during 
adolescence. The current study investigated whether five factors (self-awareness, 
perceived control, family organization, behavioral coping and cognitive coping) buffer 
COA risk for substance use initiation during adolescence. Method: A community sample 
o f  454 COA and matched control families was recruited to participate in a 3-year 
longitudinal study, involving annual computer-assisted interviews with adolescents and 
their parents. Subjects were selected for the current study if  they had complete data at all 
three assessment periods and showed cither abstinence throughout the study or substance 
use initiation after the first wave o f assessment. A subsamplc o f2 6 7  (127 COAs, 147 
controls; 147 male) o f  the original participants was included in the cunent analyses. 
Results: Logistic regression analyses found some support for the buffering hypothesis in 
that COAs with greater perceived control or extreme (very low or high) levels o f  cognitive 
coping were less likely to initiate substance use than their peers. Main effects suggested 
that adolescents reporting high family organization and either very' low or very high levels 
o f  behavioral coping were leso likely to initiate substance use over the course o f  the study. 
Conclusions: These findings suggest that highly organized families and behavioral coping 
efforts may deter substance use initiation. Moreover, perceived control over one’s 
environment and cognitive coping may buffer adolescents from the risk associated with 
parent alcoholism for substance use. (J. Stud. Alcohol 58: 272-279, 1997)

Full Text: COPYRIGHT 1997 Alcohol Research Documentation Inc. A GROWING 
INTEREST in primary prevention has led to a search for groups at high nsk for 
experiencing negative outcomes, who are cntical targets for preventive interv ention I f • 
movement can clearly be seen in the field o f adolescent substance use where research
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substantiates that children o f  alcoholics (COAs) arc at an increased risk for experiencing a 
variety o f  negative outcomes, including early onset o f  alcohol and drug use (Chassin et a l,  
1991; Shcr, 1991; West and Prinz, 1987).

Such substance use has been related to other problem behaviors in adolescence such as 
delinquency and precocious sexual behavior (Donovan and Jcssor, 1985; Donovan ct al., 
1988; Jcssor and Jessor, 1977). Problem Behavior Theory, proposed by Jcssor and Jcssor 
(1977), suggests that these behaviors arc all related to an underlying tendency toward 
dcviancy. I f this is the case, then initiation o f  substance use may serve as a marker for a 
heightened tendency to engage in a deviant style o f  behavior. Moreover, substance use 
initiation may signify a growing influence o f deviant peer relations (Curran et al., in press) 
and gateway exposure to later, more problematic outcomes such as alcoholism and drug 
abuse (Robins and Pryzbeck, 1985). Although not all early substance use results in such 
later problems, initiation o f  substance use in early to middle adolescence remains an 
important target o f  preventive intervention due to its potential association with these 
negative outcomes. For this reason, the current article focuses on COAs’ heightened risk 
for initiating alcohol and/or drug use in adolescence.

Past research suggests that COA risk for substance use may involve heightened 
physiological responses to alcohol (e.g., stress response dampening), temperamental or 
personality predispositions (e.g., behavioral undercontrol or negative emotionality) and a 
host o f  environmental factors (e.g., poor parenting, stress, deviant peer associations: see 
Sher, 19 9 1, for a review). However, not all COAs use alcohol or drugs during 
adolescence Although some studies have investigated factors that block or buffer 
adolescent risk for substance use involvement (Hawkins ct al., 1992), very little o f  this 
work has been directed at COAs. Moreover, those studies that have investigated such 
factors in COAs have been hampered by methodological weaknesses.

Past research has suggested that COA risk for alcohol and drug use may be buffered by 
regularity o f  family ntuals (Wolin ct al., 1980), social support (Banera ct al.. 1993, 
Ohanncssian and Hcssclbrock, 1993), care-giving environments within the home (Wemer. 
1986) and low maternal regard for alcoholic fathers (McCord, 1988). Many o f  these 
studies, however, arc limited by lack o f a control group so that the buffering effect o f a 
hypothesized protective factor cannot be appropriately evaluated (e.g., Werner, 19S6;
Wolin ct al., 1980). Even when control groups are present, few studies directly test these 
buffering or moderation hypotheses (e.g., Clair and Genest, 1987). Studies have also been 
limited by an indirect ascertainment o f  parental alcoholism (e g  , relying on offspring 
rather than parent repor.j. Moreover, these studies arc cross-sectional and fail to identify 
temporal precedence o f  protective factors and negative outcomes. Longitudinal studies arc 
vital in order to determine whether potential protective factors arc indeed worthy targets 
for preventing negative outcomes.

The cunent Si««y addressed these methodological weaknesses by utilizing a high risk, 
community sample (with a matched control group), direct ascertainment o f  parental 
alcoholism and a longitudinal design. Potential buffenng ettects were tested for five 
hypothesized, protective factors o f COA risk for substance use initiation in early 
adolescence: self-awareness, perceived control, family organization, behavioral coping 
and cognitive coping

Protective factors
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These five factors all emphasize the importance o f  environmental and intrapsychic 
resources for reducing the risks that are faced by COAs. Research suggests that COAs, 
compared to non-COAs, report higher levels o f  stress, lower self-esteem and self-efficacy 
and higher levels o f  depression and anxiety (sec Shcr, 1991). Based on these negative 
outcomes, one hypothesis states that COAs come to use substances as a means o f  coping 
with stress and negative affect. To the extent that COAs can maintain a sense o f  
self-efficacy and utilize resources for coping with this stress, this risk may be reduced. A 
heightened sense o f  self-awareness, a greater sense o f  perceived control, possibly 
produced by an organized and predictable family environment, and the availability o f  
cognitive and behavioral coping resources may all serve a protective function. Although 
these factors may deter substance use in any adolescent, they arc hypothesized to be 
especially important for COAs in overcoming their greater risk for this outcome.

The first o f  these possible protective factors, self-awareness, drew research attention both 
as a predictor o f  adolescent substance use in general and as a buffer against the specific 
risk for substance use faced by COAs. Hull (1981) suggested that high self-awareness 
sensitizes individuals to the negative impact o f  stressful life events, resulting in a higher 
likelihood o f  substance use as a way o f  lowering a painful state o f  self-awareness. 
However, Chassin et al. (1988) found no support for this hypothesis; rather, they 
suggested that self-awareness may increase adolescents’ sensitivity to social and legal 
proscriptions against alcohol use, thereby decreasing the likelihood o f  adolescent drinking. 
In addition, self-awareness may serve a protective function for COAs. As suggested by 
Chassin ct al. (1988), self-awareness may increase COAs’ self-reflection regarding the 
potential consequences o f  alcohol use as modeled by alcohol-abusing parents. Moreover, 
heightened self-awareness can provide a greater sense o f  control over personal reactivity 
to stress, a means for knowing when to draw on coping resources and an ability to distance 
oneself from the problems o f an alcoholic parent. These factors can all play an important 
role in decreasing the negative impact o f  parent alcoholism on adolescents. In a 
cross-sectional study, Rogosch et al. (1990) found such a buffenng effect o f  
self-awareness on COA nsk for concurrent alcohol-related problems and alcohol 
consumption in an adolescent sample. Although supportive o f  this buffering hypothesis, 
this study was limited by indirect ascertainment o f  parental alcoholism and hek o f  
longitudinal data.

A second possible protective factor is a heightened sense o f  personal control over external 
events. Adolescents with high levels o f  such perceived control reported less substance use 
in a school-based study by Newcomb and Harlow (1986). High perceived control may 
allow adolescents to more actively seek out mechanisms for coping in their environment, 
ruling out the need for substance use to regulate negative affect. Moreover, high perceived 
control may be a deterrent to negative affect more generally as suggested by inverse 
correlations between depression and perceived control, attributed to mechanisms described 
by Scligman’s learned helplessness models (Abramsonctal., 1980; Seliginan, 1975).
Finally, adolescents with high perceived control may be more active agents in their 
environments, feel greater esteem and self-efficacy and be less reactive to social or peer 
pressures to use substances. These protective mechanisms may be especially important for 
COAs, whose sense o f perceived control might function to counter the feelings o f  chaos or 
lack o f  control engendered by an unpredictable alcoholic home. However, this buffenng 
effect o f  perceived control has yet to be tested in the COA literature.
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A third potential protective factor, family organization, was first suggested as a buffer 
against parent alcoholism risk in research by Wolin et al. (1980). These authors suggested 
that if  parental alcoholism docs not jeopardize family rituals (i.e., the family maintains 
family celebrations, consistent dinner times, etc.,) then there is lessened risk for 
intergenerational transmission o f  alcoholism. An organized family may provide a stability 
o f  routines that is sufficient to maintain the adolescent’s functioning and to minimize the 
negative impact o f  an alcoholic parent. Moreover, family organization may provide the 
adolescent COA with a sense o f  personal control or sclf-effficacy tlirough the 
predictability o f  the home environment. Direct tests o f  this moderation hypothesis were 
not possible in the Wolin ct al. (1980) study, however, because a control group was not 
utilized.

/

The final two potential protective factors concern coping strategies. Even though some 
studies have examined whether alternative coping mechanisms may decrease substance 
use during adolescence (e.g., Wills and Shiffman, 1985), the moderating effect o f  coping 
on COAs’ risk for substance use has yet to be directly studied. However, findings from a 
study o f COAs suggest that coping may be an important correlate o f  adjustment among 
this subpopulation (Claire and Gcnest, 1987). Although the authors did not statistically 
evaluate a buffering effect, they found nonsignifica :onclations between coping and 
adjustment (i.e., depression and self-esteem) for controls but significant correlations for 
COAs such that greater coping was associated with improved adjustment. Moreover, this 
pattern o f correlations was found for problem-focused, but not for emotion-focused, 
coping. These findings indirectly suggest a significant buffering effect o f  problem-focused 
coping on COA risk, such that COAs who possess adequate and successful 
problem-focused coping skills should be less likely to use substances. This supposition, 
however, is premature because this buffering hypothesis was not directly tested for 
substance use outcomes by Claire and Gencst (19S7).

Both problem- and emotion-focused coping were originally described as ctfectivc or 
adaptive mechanisms by Lazarus and Folkman (1984), who developed this typology. 
However, other research has suggested that alternative forms o f  adaptive or active coping 
may be especially important as protective fjctors (see Wills and Hirky, 1996). For 
example. Wills (1986) found that behavioral coping (e.g., information seeking, decision 
making and direct action) predicted lower levels o f  alcohol use. Cognitive coping is a 
second type o f  active coping that includes problem-solving efforts and rcframing 
distressing situations. The current study investigates die protective function o f these two 
forms o f  active coping (i.e., behavioral and cognitive coping) in reducing COA risk for 
substance use

In sum, the current study examines the ah..;:1. .«r five factors to buffer COA risk for 
adolescent substance use initiation More •. er. several limitations o f  previous research are 
overcome by directly ascertainingparcrda. a .»ho!ism, appropriately testing moderation 
hypotheses, utilizing a longitudinal de>:cn and surveying a high-risk, community sample 
with a matched control group. The presence ■: ereater self-awareness, perceived control, 
family organization, behavioral and cognitive coping are hypothesized to reduce risk tot 
substance use initiation related to parent ilcohohsm.

Method

Participants

I  of u. : •») J9 r\i
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The sample for the current study was a subgroup c f  adolescents participating in a larger, 
3-ycar longitudinal study. O f the original 454 adolescents, 10 (2.2%) were lost due to 
attrition and were not included in the current subsample. Moreover, because the current 
study compared stably abstinent adolescents to those who initiated substance use after 
Year 1, 177 o f  the remaining 444 subjects (40%) were excluded due to other patterns o f  
substance use (e.g., stable use, cessation o f  use; see Measures section). The final sample o f  
267 was 55% male and primarily non-Hispanic white (75%) and Hispanic (25%), with an 
average age at Time 1 o f  12.3 years. Adolescents having alcoholic parents comprised 45% 
o f  the sample (120 COAs, 147 controls), with 16 (or 6% o f  the full sample) having two 
alcoholic parents. As far as parent education was concerned, 36% o f ipothcrs and 34% o f  
fathers had completed high school only and 24% o f  mothers and 30% o f  fathers had 
received a college or professional degree.

Recruitment procedures

Recruitment procedures are presented in detail elsewhere (Chassin ct a!., 1992). COA 
families were recruited using court records (n= 103), wellness questionnaires from a 
health maintenance organization (n = 22) and community telephone surveys (n = 120). 
COAs had to be o f  Anglo or Hispanic ethnicity, Arizona residents, aged 10.5-15.5 years 
and English speaking. Moreover, one biological and custodial parent had to meet DS.M-I1I 
(American Psychiatric Association, 1980) criteria for alcohol abuse or dependence, or 
Family History-Rcscarch Diagnostic Criteria (7H-RDC) (Endicott ct a!., 1975) based on 
spouse reports ( if  the alcoholic parent was not interviewed). Demographicallv matched 
controls were recruited using telephone interviews. Controls were screened to match the 
COA subject in ethnicity, family composition (8% one-parent and 92% two-parent 
families, the latter including either two biological or step parents), age and socioeconomic 
status. Neither biological nor custodial parents could meet DSM-III criteria (or FH-RDC 
criteria) for alcohol abuse or dependence.

Recruitment biases are discussed in detail elsewhere (Chassin et a!., 1992). Subjects who 
refused participation were more likely to be Hispanic and, if  there was an anest record, 
more likely to be married at the time o f  the arrest. However, the sample was unbiased with 
respect to alcoholism indicators that were available in archival records. Moreover, in 
support o f  the representativeness o f  the alcoholic sample, the parents comorbidities were 
similar to those reported in the Epidemiological Catchment Area Study (Helzer and 
Pryzbcck, 1988; see Chassin et al.. 1991).

Procedure

The procedures arc desenbed in detail elsewhere (Chassin ct al., 1991). Data were 
collected using three, annual, computer-assisted interviews with the adolescents an.: \* 
parents Confidentiality was reinforced with a Department o f Health and Human S c .-. 

Certificate o f  Confidentiality and informed consent was given by all study participj:.*

Measures

The measures o f  interest were part o f  a larger interview battery and, with the except 
parent alcoholism and parent education, were reported by adolescents. Adolescent 
substance

.i ui*\<
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use was assessed at each o f  the three waves to determine trajectories o f  use. All other 
variables in these analyses were taken from the Wave 1 interview. Correlations among the 
protective factors are depicted in Table 1.

TABLE 1. Correlations anong predictor variables

Age
Awareness 
Perceived control 
Family organization 
3ehavioral coping 
Cognitive coping

Awareness

.11(a)

Perceived
control

- . 0 9
- . 0 1

Family
organization

•11(a)
.12(a)
.23([dagr jr])

Behavioral
coping

. 03

.20 ((dagger]) 

. 08

.27{(dagger))

Cognitive
coping

.01

.10(a)

.02

.04

.39((dagger])

Age
Awareness 
Perceived control 
Family organization 
Behavioral coping 
Cognitive coping

(a) p [is less than] 10.

([dagger]) p [is less than] .001.

Demographics. Demographic measures were child’s age, gender,parcni education (a mean 
o f  mother’s and father’s education) and ethnicity (either non-Hispanic white or Hispanic)

Parent alcoholism. Adolescents were categorized as children o f alcoholics (COAs) if  
cither parent met DS.M-III criteria for diagnoses o f  alcohol abuse or dependence. A 
computerized version o f  the Diagnostic Interview Schedule, Version III (DIS) (Robins c: 
al.. 19SI), was administered to parents at the initial assessment and provided alcohol 
diagnoses based on the DSM-III criteria o f  alcohol abuse or dependence. In cases where a 
biological parent was not directly interviewed (5% o f  mothers and 22% o f  lathers across 
the COA and control groups), the reporting parent was used as the informant. Items trom 
the FH-RDC were administered for this purpose.

Self-awareness. The private self-awareness subscalc from the Self-Awareness and 
Consciousness Scale (Fcnegstcm ct al., 1975) was adapted to assess self-awareness Two 
items were rephrased (e.g., "I reflect about m yself a lot" was changed to "1 think about 
m yself a lot") for case o f  administration to young adolescents and one item was deleted to 
increase the internal consistency o f  the scale. A mean o f the resulting nine items produced 
a scale with an internal consistency o f  .64 Observed responses ranged from 1.56 to 4 S') 
(on a five-point Liken scale), with a mean ([+ or -J SD) o f  3.4 [+ or •] .66.

Perceived loss o f  control. Perceived control was measured with three items from 
Newcomb and Harlow (1986). These items asked adolescents to report how frequently 
they have felt that they were not in control o f their lives, that their success was simply a 
matter o f  chance and that other people were running their lives A mean o f  these three

! :? M *• *>r>M
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items produced a scale with an internal consistency o f  .71. Observed responses ranged 
from 1.33 to 5.0 (on a five-point Likcrt scale), with a mean o f  4.4 [+ or -] .75.

Family organization. A six-item scale assessed the extent to which families stuck to a 
pretty regular schedule and routine, had difficulty making plans due to the interference o f  
unexpected events and could count on promises being kept by family members. This 
measure was developed W  project staff drawing from family rituals research by Bennett 
and Wolin (e.g., Steinglass et al., 1987; Wolin and Bennett, 1984; Wo/in ct al., 1988), the 
Family Routines Inventory (Jensen et al., 1983) and Bloom ’s (1985) factor analytic study 
o f family environment measures. The resulting measure consisted o f  a five-point Likcrt 
scale ranging from strongly agree (1) to strongly disagree (5). A mean o f  the resulting six 
items produced a scale with an internal consistency o f  .54. Observed iesponses ranged 
from 1.5 to 4.8, with a mean o f 3.1 (+ or -] .61.

Coping. T lv coping measure comprised six items that as'.sscH H-.havioral coping (e.g., 
"When I have a problem, I change a behavior that contributes to the problem") and seven 
items that assessed cognitive coping (e.g., "When I have a problem, I try to go on as if  
nothing had happened") developed by Wills (1986). A mean o f  the behavioral coping 
items produced a scale with an internal consistency o f  .58. Observed responses ranged 
from 1 to 5 (on a five-point Likert scale), with a mean o f  3.56 [+ or -] .58. The cognitive 
coping scale had an internal consistency o f .63. Observed responses ranged from 1.5 to 
4.8, with a mean o f  3.3 [+ or -] .62.

Adolescent substance use. A measure o f  substance use patterns over the three annual 
assessment periods was constructed by forming two trajectories: complete abstinence and 
increasing use. Such categorical or pattern-based approad ;s to defining substance use can 
be found in other studies o f  adolescent substance use. For examples, Johnson and Pandina 
(1991) created a trichotomous substance use measure in which items assessing the extent 
o f  alcohol, marijuana and cocaine use were surveyed to form the categories o f  no/low use, 
moderate use or high use. Similarly, Kandel's stage theory o f  adolescent substance use 
(Kandel, 1975; Kandel et al., 1978) has been used in multiple studies to categorize 
substance use along a continuum o f stages o f  substance use involvement. These stages 
range from gattway use o f cigarettes and/or alcohol, to marijuana use to other illicit drug 
use Such categorical indices can be especially useful in longitudinal studies in which 
changes in substance we involvement arc o f  pnmary interest.

To determine group (trajectory) membership in the current study, adolescent substance use 
within th ' past year was assessed (at each wave o f  measurement) using three sets of items 
measuring: alcohol use (two items: use o f bcAr, wine or wine coolers and use o f  distilled 
spirits), heavy alcohol use (two items: number o f  times intoxicated and number o f times 
having five or more drinks in a row) and illicit drug use (eight items: use o f manjuana, 
amphetamines, barbiturates, tranquilizers, hallucinogens, cocaine/crack, opiates and 
inhalant drugs). A composite variable o f  substance use was then computed in the 
following manner. First, substance use was categorized within each assessment period as 
one o f the following: (0) complete abstinence from alcohol and drug use, (I) alcohol use 
but no heavy alcohol or any drug use, (2) either heavy alcohol or drug use. These three 
levels o f  substance use involvement, taken at the three assessment periods, yielded 2 r 
possible patterns o f  use. However, some o f  these patterns can be logically collapsed (e.g . 
increasing, decreasing, stable, abstinent or inconsistent patterns o f  use) and others dud not 
appear in the data.
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Two o f  these patterns were o f  central interest in the current study: (1) stable abstinence 
from alcohol and drugs over the 3-year period and (2) substance use initiation after Time 
1. Increasing patterns included only those who were abstainc- '  at Time 1 and initiated use 
at cither Time 2 or 3 (moving from abstinence to alcohol, heavy alcohol or drug use). In 
the current subsamplc o f  initial abstainers. 179 adolescents abstained from substance use 
throughout the 3-ycar interval and 88 increased their substance use involvement. Although 
the latter group combines different types o f substance use, the group showed 
predominantly alcohol use (with 42% reporting five or more drinks in a row, with a mean 
frequency o f  2-3 times within the past year). Marijuana use was reported by 14% o f this 
group with a mean frequency o f  2-3 times within the past year (for Waves 2 and 3); 12% 
reported use o f  illicit drugs other than marijuana, with a mean frequency o f  1-2 times 
within the past year (at Times 2 and 3).

Results

Because o f  the dichotomous outcome measure in the current study (i.e., stable abstinence 
versus increased use), the five protective factor models were analyzed with logistic 
regression. Prior to testing these models, preliminary logistic regression analyses tested 
whether possible covariatcs (i.e., age, gender, parent education and ethnicity) predicted 
substance use. Because only age was found to be a significant predictor o f  increased 
substance use over time, gender, parent education and ethnicity' were not retained as 
covariatcs. Next, interactions between age and each o f the predictor variables were tested 
to determine whether these terms should be included as additional covariatcs in the 
models. No such interactions were found.

Each o f the final five logistic regression models predicted substance use outcome 
(abstinence versus increased use) from the following predictors: age. parent alcoholism 
d iagn osis/1) the protective factor o f  interest (both linear and quadratic effects) and 
interactions between the protective factor and parent alcoholism (two terms representing 
interactions between parent alcoholism and the linear and quadratic effects o f the 
protective factor). Quadratic effects o f  protective factor predictors were included in these 
models to provide strict tests o f  the hypotheses and determine whether these effects 
departed from linearity (Pcdhazur, 1982). Buffering hypotheses, the central questions o f  
the study, were investigated by testing the interactions between parent alcoholism and 
potential protective factors (cither the linear or the quadratic term). Prior to interpretation 
o f the final models, the effects o f  potential influential outliers w ere tested through logistic 
regression diagnostics (Hosmcrand Lcmcshow, 1989). Influential outliers were identified 
only in the perceived control model, and were removed from ’‘’at analysis alone. The 
effects o f  these outliers are discusied further below.

In all five models, both COAs (odds ratios [ORs] from 3 .1 to 5.3, unstandardized betas (b) 
from 1.1 to 1.6, Wald's (chi square) from I0.9to 14.8, 1 df; all p ’s (is less than] .001)and  
older adolescents (ORs from 1.5 to 1.6, Wald's (chi square) from 13.S to 17.2, I df; all p's 
(is k ss than) .001) were more likely to initiate substance use than were control subjects or 
younger adolescents.

The logistic model testing self-awareness as a protective factor found no main or 
interactive effects. Also, family organization did not interact with parent alcoholism to
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predict substance use, but it did exert a direct influence. This main effect showed that 
adolescents from highly organized families were less likely to initiate substance use over 
lime than were adolescents from less organized families (OR = 1.7, b = -.50, Wald’s [chi 
square] = 4.87, 1 df; p [chi square] .05).

In testing the effects o f  perceived control, logistic regression diagnostics identified seven 
influential outliers. Prior to removal o f  these outliers, no significant effects were found 
within this model; however, after their removal, a significant interaction between the 
linear effect o f  perceived control and parent alcoholism was found to predict substance use 
onset (OR = 4.5, b = 1.5, Wald’s (chi square] = 5.3, 1 df; p [is less than] .05). To probe 
this interaction, separate logistic regression models estimating the effect o f  perceived 
control on substance use outcomes found a marginally significant, buffering effect for 
COAs (b = - .8, p = .08) and no effect for controls (b = 7, p = NS). Although the effect o f  
control significantly varied by parent alcoholism, this effect hovered around 
nonsignificancc for both COAs and controls. Thus, COAs with greater perceived control 
were somewhat less likely to initiate substance use than were COAs with lower perceived 
control. For controls, perceived control was unrelated to initiation (although the trend was 
for greater perceived control to predict an increased likelihood o f  substance use initiation).

Behavioral coping had a significant quadratic effect on substance use onset (OR = 2.1, 
Wald’s [chi square] = 3.68, 1 df; p = .05) and cognitive coping had a marginally significant 
quadratic effect on substance use onset (OR = 2.0, Wald’s [chi square] = 3.22, 1 df; p = 
.07). Adolescents reporting either very low or very high levels o f  either form o f coping 
were more likely to abstain from substance use over time than vcre those reporting 
moderate levels o f coping. Analyses found no significant interactions between beha vioral 
coping and parent alcoholism; however, a marginally significant interaction was found 
between the linear effect o f  cognitive coping and parent alcoholism (b = 2.6, Wald's [chi 
square] = 2.97, 1 df; p = .09).

This interaction between cognitive coping and parent alcoholism was probed by estimating 
separate logistic models for both COAs and controls. In these models, a significant 
quadratic effect o f  cognitive coping was found on substance use initiation for COAs (b = - 
.94, p (is less than] .05), but no significant effects were found for controls. Compared to 
controls, COAs bad a higher risk for substance use involvement that weakened at 
extremely high or extremely low levels o f  cognitive coping. The linear effects o f  cognttise 
coping in these two models were nonsignificant, though tending toward a buffenng 
direction for COAs (b = - .67, p = . 11) and toward no effect in controls (b = .27, p = 43) 
Together these linear and quadratic effects suggest that COAs* risk for substance use onset 
as compared with that o f  controls was buffered by cognitive coping.

Discussion

Consistent with past research, both children o f alcoholics and older adolescents were more 
likely to initiate substance use than were non COAs or younger adolescents. The greater 
likelihood o f  subst.-ncc use initiation found .or C’OAs supports previous literature that ha 
identified this population as at nsk for potential negative outcomes (associated with 
.substance use) and, thus, as an important target for preventive intervention (e g., Sher.
1991). The ability o f  five factors (self-awareness, perceived control, family orgamzatio: 
behavioral coping and cognitive coping) to butter this risk was examined in the current 
study.

•> of I ft
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As predicted, perceived control exerted a significant buffering effect on COA risk for 
substance use initiation, although these effects were found to be weak within separate 
analyses for COAs and controls. COAs who report greater perceived control may be more 
likely to resist peer pressure and, perhaps, to take responsibility for themselves and 
respond appropriately to their environments. Moreover, these adolescents may also be less 
prone fo periods o f  depression linked to feelings o f  learned helplessness. These 
mecl „sms by which perceived control buffers stress may be particularly important for 
adolescents living in an alcoholic family in which unpredictable and uncontrollable stress 
may be more likely to occur. Based on this finding, preventive interventions targeting 
COA risk for substance use initiation might strive to offset the influences o f  an 
unpredictable home environment by providing a personal sense o f  control or self-efficacy 
regarding life events.

In term s o f  c o p in g  as a pro tec tive  factor, a quadra tic  re la tion  was found  b e tw e en  both 
cogn it ive  an d  behav iora l  cop ing  and  substance  u se  onset. A lth o u g h  the ef fec t  fo r  cogn it ive  
cop ing  d iffe red  for C O A s  and  controls , these f ind ings su g g es ted  that bo th  par ticu la r ly  h igh  
and  par ticu la r ly  low  levels o f  cop ing  lessened risk  for su b s tan ce  use  initia tion . T h is  
find ing  supports  p rev ious l iterature in w h ich  increased  co p in g  reduced  risk for su b s tan ce  
use  (e.g., W ills  an d  Shiffm an, 1985). T ha t  is, ad o le scen ts  w h o  m o b i lize  co p in g  s trategies 
are  less likely  to  initiate subs tance  use. H ow ever,  quad ra t ic  e ffec ts  have  not beer, tested in 
p rev ious  literature.

T he  re la tion  b e tw een  particu larly  low  levels o f  co p in g  an d  red u ced  risk  for subs tance  use 
in vo lvem en t is less c lea rly  in terprctable. Post hoc  ana lyses  inves tiga ted  the hypo thes is  that 
low  levels o f  co p in g  m ay  indicate  the absence o f  a n eed  for co p in g  (i.e., a very  low  level 
o f  en v iro n m en ta l  stress). I f  env ironm enta l  stress w as very  low, su b s tan ce  use  initiation 
w ould  be  less likely. H ow ever,  this hypothesis  w as  not su pported  by the da ta  w h en  stress 
w as op e ra t io n a lized  as uncon tro llab le  m ajo r  life e v e n ts . (2) A n a l te rna t ive  m easu re  o f  
s tress (i.e., d a i ly  stressors)  m ay  be  m ore  re levant to fu r ther investigations o f  this 
possib ility .

In add it ion  to q uadra t ic  effects  o f  cognitive  c o p in g  on su b s tan ce  use, th is  c o p in g  stra tegy  
func tioned  to s o m e  ex ten t as a buffer o f  C O A  risk for su b s tan ce  use initia tion . B ecau se  
a lcoho lic  h o m e s  m a y  be m ore  chaotic , and  a lcoho lic  paren ts  m ay  foster an  en v iro n m en t 
that is less re sp o n siv e  to ch i ld ren ’s attem pts  to co p e  bchav iora lly ,  C O A s  w h o  are  ab le  
d ev e lo p  such  a l te rna tive  co p in g  s trategics as co g n it iv e  co p in g  that b y p ass  paren ta l  
in vo lvem en t m a y  be  m ore  successful in m an ag in g  their  s tress  an d  av o id in g  su b s tan ce  . 
M o reo v er ,  em o tio n -fo cu sed  cop ing  has been particu la r ly  e ffec tive  in o v e rco m in g  
un co n tro l lab le  life s tressors (C o m p as  ct al., 1991; F o rsy the  an d  C o m p as ,  1987), and  :ne  
p resen t m easu re  o f  cogn it ive  cop ing  conta ins  i tem s lap p in g  em o tio n -fo cu sed  s t ra te / .e -  
is p oss ib le  that cogn itive  co p in g  direc ted  at em otional s tra teg ies  is a lso  m ost effect:  , v 
o v e rco m in g  the  uncon tro llab le  stress experienced  b y  C O A s.  This  m o d e ra ted  effect w.i 
not found  for behav iora l  coping.

A lth o u g h  fa iling  to support  a buffering  hypo thesis ,  fam ily  o rg an iza t io n  w\is found  • 
d irec tly  in f lu en ce  substance  use initiation in the general  po p u la t io n  o f  ad o lescen ts  
A do lescen ts  rep o rt in g  h igher  levels o f  family o rg an iza t io n  w ere  less likely  to in iu a 'c  
su b s tan ce  use  o v er  the  course  o f  the study. W olin  et al. (1 9 8 0 )  a lso  found  this rclat. «*:■. :. 
sam ple  o f  C O A s  H ow ever ,  the p to tcc t ive  effect o f  fam ily  o rgan iza t ion  d o es  not appear * •

htTp://sbweb2.med.iacncLcom/infotrac/s%c2%absion/694/515/6466371/17!xm_44&bknv_t


• Article 44 htTp-V/jbweb2.med.iacne*com/infotnc/je«ior./694/5I5/646637l/l7!xni_44&blcjn_l

r

i • •

be limited to COAs. This finding suggests that, regardless o f  parental alcoholism, stability 
and predictability o f  family interactions may be important in dctering adolescent substance 
use initiation.

Finally, in contrast to findings by Rogosch ct al. (1990), the current study failed to support 
the role o f  self-awareness as a protective factor. Direct ascertainment ofparcnt alcoholism  
in the current study, as compared with the indirect (i.e., student report) method used by 
Rogosch ct al. (1990), may have decreased measurement etiOr, which would lead to a 
clearer picture o f  the actual relations among these variables. Moreover, the current 
analyses tested the prospective relation o f  self-awareness to substance use initiation 
whereas Rogosch et al. (1990) tested concurrent relations. Self-awarepess may be one o f  
the many correlates o f  adolescent substance use but it docs not appear to prospcctively 
predict substance use initiation.

It is also important to consider some limitations o f  the current study. In particular, the 
moderate reliability o f  some o f the protective factor measures (particularly family 
organization and coping) reduced the statistical power to detect interactions with parent 
alcoholism. Moreover, other research has supported the multidimensional nature o f  coping 
as it impacts mental health (e.g., Carver ct al., 19S9). Alternative conceptualizations o f  
coping (e.g., positive reinterprctation and growth, restraint, seeking emotional social 
support) may be considered that both better capture the most relevant aspects o f  coping 
with respect to COA risk and better differentiate efficacious and ineffective coping 
strategies with regard to deterring substance use. In addition, sample size constraints 
prohibited an empirical integration o f the five protective factors (i.e., analysis o f  a single 
model containing all five protective factors and their interactions with parental 
alcoholism). Further examination o f the relations among these protective factors and their 
simultaneous influence is considered an important direction for future research.

Finally, toe study examined only two patterns o f  substance use involvement (i.e., 
abstinence and increased use). Although these are two important patterns for adolescence, 
other types o f  protective farors may be important in predicting, for example, escalating 
versus stable levels o f  substance use or the transition from substance use to substance 
abuse. In addition, initiators in this study may be seen as representing a heterogeneous 
population that combines in a single group those who began using various amounts o f  
alcohol or drugs after the first wave o f assessment. Other interesting comparisons might 
include those who initiate substance use early with those who initiate use late in 
adolescence, those who first use low amounts o f  alcohol with those who first use alcohol 
heavily or vs ho first use drugs, and those who maintain low levels o f  alcohol use with 
those who continue to escalate their substance use throughout adolescence. Unfortunately, 
such comparisons could not be made in the current study because o f  the small number o f 
adolescents representing these various groups o f  initiators.

In sum, the current study found that perceived control and cognitive coping buffered COA 
risk for substance use initiation. Moreover, behavioral coping and cognitive coping were 
quadratically related to substar .c use involvement such that adolescents reporting either 
particularly high or particularly low levels o f  coping were less likely to initiate substance 
use over time than were adolescents reporting only moderate le vels o f  coping. Family 
organization also serv ed to decrease the likelihood o f  substance use initiation for both 
COAs and non-COAs. Based on these fir dings, preventive interventions targeting groups 
at high nsk for substance use initiation (i.e., COAs) may want to consider the special role
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o f  perceived control in buffering COA risk, and preventive interventions for both COAs 
and non*COAs should consider strategies for increasing family organization. Future 
research efforts should consider additional types o f  protective factors, other patterns o f  
substance use over time (i.e., stable versus escalating substance use involvement) and the 
mechanisms by which these protective factors exert their influences.
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Notes

(1.) A number o f  analyses were performed to assess the feasibility and appropriateness o f  
assessing parental alcoholism by this dichotomous variable. First, the decision to collapse 
diagnoses o f  alcohoi abuse and alcohol dependence was supported by nonsignificant 
differences between these two diagnostic groups on all independent variables and on the 
dependent variable. Second, the dichotomous variable (0 = control family, 1 = parent 
alcohol abuse/dependence) was replaced by a continuous count variable o f parental 
consequences and dependency symptoms experienced within the past year. All logistic 
regressions were reanalyzed with this continuous predictor variable. The only change in 
findings occurred in the cognitive coping model in which the interaction between rhe 
quadratic effect o f  cognitive coping and parent alcoholism was the only protective factor 
effect found in the model. Third, findings did not vary when parent alcoholism was 
assessed by a trichotomous measure o f  breadth o f  family alcoholism (i.e., number o f  
alcoholic parents) instead o f the dichotomous parent alcoholism measure. Fourth, these 
findings also did not change when parent antisocial personality disorder was entered as a 
control variable in the model.

(2.) Logistic regression analyses involving cognitive and behavioral coping were 
conducted to determine whether the quadratic effects o f  coping (i.e., specifically, the effect 
o f  low coping) remained after controlling for environmental stress (operationalized as 
uncontrollable life events). Even when stress was controlled in this manner, behavioral 
coping (b = - .73, OR = .48, Walds* [chi square] = 3.55, 1 df; p = .06) and cognitive coping 
(b = - .68, OR = .5, Walds’ [chi square] = 3.2, I df; p = .07) continued to show quadratic 
relations with prospective substance use involvement. Thus, abstinence among adolescents 
with very low levels o f  coping cannot be completely explained by low levels o f  
environmental stress.
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Objective: While preadolescent children o f parents with substance use disorders (SUDs) 
are known to have more behavior problems, depression, and anxiety than expected, 
psychiatric disorders in these children and their relationships with parental disorders 
have not been systematically investigated. This study compares the psychiatric disorders 
o f preadolescent boys o f fathers with and without SUDs and examines the relationships 
between offspring and parental psychopathology. Method: Father* (i.e., probands) of 
boys 10 through 12 years old were recruited to represent families o f  boys with paternal 
SUD (high risk or HR: n = 113) and boys without paternal SUD (low average risk or 
L AR: n = 170). These boys (i.e.. index cases) and their biological parents participated in 
structured diagnostic interviews, and diagnoses were determined by the best-cstirr.ate 
method Resells: Disruptive behavior disorders and anxiety disorders were more 
prevalent in HR than in LAR index cases Logistic regression analyses examining the 
relationships between parental and index case psychopathology indicated that parental 
childhood psychiatric disorders were more strongly predictive o f index case psychiatric 
disorders than parental adulthood psychiatric disorders, including SUDs. Conclusion* 
Inasmuch as HR boys had increased rates o f disruptive behavior disorders and anxiety 
disorders, these disorders may be important targets for early intervention to prc\er.: me 
development o f  SUD, as w ell as the morbidity associated with these disorders 
Prevention efforts and studies o f the transmission o f liability for psychiatric disorder» •: 
children should carefully consider parental childhood characteristics. J Am Acad » \ 5 
Adolesc. Psychiatry. 1997, 36(4) 495502. Key Words: substance abuse, 
psychopathology, risk factors.

Full Text: COPYRIGHT 1997 American Academy o f Child and Adolescent V ..
More than 6 million children in the United States are living with a parent with a 
substance use disoider (SUD) (Kumpfer and De.Mars 1986). While it is genera 
acknowledged that being the child o f a parent with a SUD increases liability for i 
o f adverse outcomes, there has been little systematic research with regard to the .* 
development o f psychiatric disorders in these high-risk children Studies o f adu:: 
children o f parents with SUDs typically show that such offspring report more at;:. .
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behaviors, negative affect, and corresponding psychiatric disorders than control adults 
(Luthar ct al., 1993; Shcr, 1991; Sherctal., 1991). Previous studies have focused 
primarily on children o f parents with alcohol use disorders (COAs) (e.g., Merikangas et 
al., 1994; Schuckit and Smith, 1996), and there arc few studies o f children and 
adolescents o f parents with other SUDs (Wilcns and Biederman, 1993). Given that 
SUDs oflcn have an adolescent onrct (Anthony and Hcizer, 1991), studies focusing 
exclusively on prcadolescence are more applicable to the development o f prevention and 
early intervention programs Previous research suggests the importance o f considering 
two broad classes o f psychiatric disorders, i.e., externalizing disorders, particularly 
disruptive behavior disorders including conduct disorder (CD), oppositional defiant 
disorder (ODD), and attention-deficii hyperactivity disorder (ADHD), and internalizing 
disorders, particularly mood disorders and anxiety disorders.

Disruptive Behavior Disc.dcrs

Disruptive behavior disorders (DBDs) have been the psychiatric disorders most 
commonly noted in children o f parents with SUDs. In a study comparing COAs (aged 6 
through 17 years) with children o f psychiatrically healthy medical patients, Earls and 
colleagues (1988) found that COAs had elevated rates o f ADHD and ODD compared 
with comparison children. On the other hand, Hill and colleagues (Hill and Hruska,
1992; Hill and Muka, 1996) have not founJ differences in DBDs between children (aged 
8 through 18 years) o f families with multigcncrational alcoholism and children o f 
families without alcoholism. These studies did not have sufficient samples o f 
preadolesccnt children to present results stratified by age.

Questionnaire scores indicating elevated externalizing behavior problems in children o f 
parents with alcohol use disorders and other SUDs have been noted in several studies. 
Preadolesccnt COAs, compared with control children, have shown higher rates o f 
externalizing behavior problems (Aronson and Gilbert. 1963; Zucker and Fitzgerald,
1991). Wilcns and colleagues (1995) found that children o f parents widi opioid 
dependence, compared with control children, had higher Externalizing subscale scores 
on the Child Behavior Checklist (CBCL) (Achenbach and Edelbrock. 1983). Gabriel and 
Shindlcdecker (1993) found that children o f parents with opioid dependence showed 
higher levels o f sggrcssiviry than children of parents with alcohol dependence. Thus, 
children o f parents with SUDs involving drugs other than alcohol may show different 
characteristics than COAs. Recent analyses from the Center for Education and Drug 
Abuse Research (CEDAR) have shown that CBCL Externalizing subscale scores arc 
elevated in sons o f SUD fathers compared with sons o f control fathers (Moss ct a l .
1994, 1995) However, elevated indices on questionnaires do not necessarily indicate 
that psychopathology is severe enough to justify intervention.

Mood and Anxiety Disorders

While less studied than DBDs. children o f SUD parents have also beer, .bund to have 
increased depression and anxiety symptoms and related di.ignoses. Earls and colleagues 
(1988) noted an increased rate o f depression and anxiety disorders in COAs compared 
with control children In a study comparing 50 COAs with 48 children o f psychiatric a!: • 
healthy parents, Rolf and colleagues (1988) found increased depression symptoms by 
maternal and child report in COAs Hill and Muka (1996) have found an increase m the 
rate o f internalizing disorder* (i e . mood and anxiety disorders combined) in children
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(aged 8 through 18 years) o f families with multigcr.crational alcoholism and children o f 
families without alcoholism. Wilcns and colleagues (1995) found that children of parents 
with opioid dependence, compared with control children, had higher Internalizing 
subscale scores on the CBCL. In the CEDAR sample (Moss ct al., 1995), sons o f SUD 
fathers have higher CBCL Internalizing subscale scores than sons o f control fathers on 
mother and teacher ratings.

Transmission

In families with paternal SUD, the mothers also often have SUD (Vanyukov ct al.,
1994). Stiinhausen and colleagues (1984) noted trends toward CD being associated with 
paternal alcoholism and internalizing disorders being associated with maternal 
alcoholism. In the CEDAR sample, problem behaviors and internalizing symptoms were 
found to be most increased in children with bilineal parental SUD (Moss et al., 1994). 
Parents with SUD typically also have comorbid psychiatric disorders. As children o f 
parents with SUD may show psychopathology similar to children ofparcnts with other 
psychiatric disorders (Jacob and Leonard, 1986), consideration o f comorbid 
psychopathology in parents needs to be included in examining possible transmission 
patterns. In the CEDAR sample, Moss and colleagues (1995) found that paternal 
aggression indices contributed to aggression among boys. Consideration o f SUDs and 
other psychiatric disorders in both parents is therefore critical.

Study Aims

While a few studies have investigated dimensional measures o f psychopathology in the 
preadolescent children o f  parents with SUDs, none has reported psychiatric dngnoses in 
these at-risk children. The relationship between parent and child psychiatric diagnoses 
has also not been investigated in this population. The two aims o f this study were ( I) to 
determine the psycuiatric disorders differentiating preadolesccnt boys o f fathers with and 
without SUDs, and (2) to determine the direction and magnitude o f the relationships 
between index case psychiatric disorders and both paternal and ma'ema! psychiatric 
disorders. The hypotheses o f the study were that the preadolesccnt boys o f SUD fathers 
would have increased prevalence rate:; o f psychiatric disorders in all areas and that 
offspring psychiatric disorders would be associated with similar disorders in their 
parents as well as with parental SUDs.

METHOD

Subjects

The subjects were 283 boys 10 through 12 years old and their biological parents Beys 
were identified and recruited by contacting their biological fathers through multiple 
sources, including substance abuse and other psychiatric treatment programs, social 
service agencies, newspaper and radio advertisements, and a sampling frame purchased 
from a marketing firm. After a complete descnption o f the study to the parents and 
children, wnttcn informed consent was obtained The study was approved by the 
Institutional Review Board o f the University o f Pittsburgh Medical Center

The 283 index cases were classified into two groups based on paternal SUD history ( I) 
boys o f fathers with SUD histories (high risk or HR n ■ 113) and (2) boys o f fathers
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w ithout S U D  histories (h o w  average risk or L A R : n = 170). O n e b o y  in each  fa m ily  w as 
identified as the index case. Fathers (i.e ., probands) w ere considered  to h ave S U D  
histories i f  th ey  m et lifetim e D S M -III-R  criteria (A m erican  P sych iatric  A sso cia tio n , 
1987) for an y  substance abuse or dependence for substances other than n icotine, 
caffe in e, or a lco h o l. T h e presence o f  other psychiatric disorders in S U D  fathers w as not 
an ex clu sio n ary  factor. T h e fathers o f  boys in the L A R  group did not m eet D SM -IIT-R  
criteria for a life tim e h istory o f  an y  S U D , or any other m ajor adulthood A x is  I 
p sych iatric disorder. (A n  exception  w as m ade for four probands w ith  a lco h o l abuse prior 
to the age  o f  21 w ithout lifetim e histories o f  an y  other S U D s.)  A s  describ ed  under 
"R esu lts," this se lectio n  process led fathers w ithout S U D s to have re la tiv e ly  few er other 
p sych iatric d iagn oses than w ou ld  be expected from  a random  co m m u n ity  sam ple. 
Probands and index cases w ere exclu d ed  i f  they had chronic p h ysica l or m ental 
d isabilities w h ich  precluded full participation in the protocol. T his sam ple includes 
subjects d escribed  in other cited articles from  C E D A R  (i.e ., M oss ct a l., 1994, 1995) and 
adds sub seq uen tly  assessed subjects.

A s  seen in T a b le  1 ,9 1  (8 1% ) o f  the S U D  fathers had a substance d ep en dence disorder 
other than a lco h o l dependence. W ith  regard to the sp ecific  substances in vo lved  in 
dependencies, S U D  fathers w ere characterized b y  cocain e depen dence (n = 44, 39%), 
m arijuana dependence (n = 42,37% ), opioid  dependence (n s  25,22% ), and d ep en d ence 
on other substances (n = 26,23%). Including a lcoh ol dependence, 26 (23%) o f  S U D  
fathers had one typ e o f  substance dependence, 40 (35%) tw o, 15 (13%) three, and 22 
(20% ) four or m ore.

Families o f HR and LAR boys were compared on demographic variables, index IQ, and 
parental IQ. While not different on index age (10.8 [* or •] 0.9 versus 11.0 [♦ or •] 0.9 
years, for HR and LAR, respectively; t = 1. j ,  d f = 2SI. p (greater than) .05), the HR 
index cases showed lower educational attainment than LAR index cases (4.3 or-J I. I 
versus 4.6 [+ or -] I • 1; i = 2.7, dfc 281. p (less than) .01). HR fathers were younger (38 5 
(■*■ or -] 4.7) thin LAR fathers (40.0 (+ or -) 5.0, F = 6.5, p [less thanj .05). Cinsistent 
with other studies documenting an association between socioeconomic status (SES) and 
SUD in adults (Dohrenwend et al., 1992), HR families had lower SES by Hollingshcad 
two-factor index (Hollingsbead, 1990) than LAR families (35 [♦ or *) 12 versus 45 4 (+ 
or •) 13; I *  6.2, d f = 281. p (less than) .001). The index case IQ by WISC-III (Wccbsler. 
1991) was lower in HR than l.AR index cases (104 (♦ or -J 15 versus 1 14 (■♦■ or -) 15; t = 
5.7, d f *  281, p (less than) .001). The IQs for parents were prorated from the 
Vocabulary, Digit Span, and Block Design subscales o f the WAIS-R (Wcchsler, 1981). 
Parental IQs were lower in HR than in LAR families (father: 101 {♦ or -) 16 versus 1 13 
(♦ or -) 18; t = 5.9, d f a 281, p (less than) 001; mother: 95 (+ tr  •) 15 versus 109 (+ or •) 
17; I = 7.0, d f=  281, p (less lhanj .001).

While index boys were included according to age, they were also characterized by 
Tanner stage By pubic hair development, most boys were stage I (n = 57, 52%; n = 106, 
63% for HR and LAR, respectively), with the remainder distnbutcd among stage 2 (n = 
42.39%; n = 45, 27%), stage 3 (n = 9,8% ; n * 15.9%), and stage 4 (n = I. 1%. n ■ 3.
2%) The HR and LAR boys did not differ significantly on this measure (((Chi).sup.2) c 
4.6, p « not significant).

Procedures
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These assessments arc components o f a research protocol implemented at CEDAR. The 
primary objective o f this ongoing study is to use a prospective paradigm to understand 
the etiological pathways to SUD. Index cases and their parents participated in a 26-hour 
protocol, which included interviews, questionnaires, and laboratory tasks.

Recruitment

SUD fathers were identified and recruited primarily through substance abuse and other 
psychiatric treatment programs. Men in treatment programs who were the fathers o f boys 
aged 10 through 12 years were informed that they may be eligible for the research 
program, and interested men were further informed and screened for inclusion and 
exclusion criteria. Fathers without SUD were identified and recruited as volunteers 
responding to newspaper and radio advertisements or through a sampling frame 
purchased from a marketing firm. Fathers recruited through community sources and 
subsequently found to meet diagnostic criteria for SUD were included in the SUD group. 
Fathers without SUD but with other major Axis I disorders were excluded.

Diagnostic Instruments

Parents. Father and mother diagnoses were made according to DSM-III-R, using data 
collected by several instruments. (DSM-III-R diagnostic criteria were used because this 
research was initiated prior to the availability o f DSM-IV.) Information concerning 
SUDs was gathered by a structured interview developed for CEDAR, using sections o f 
the Structured Clinical Interview' for DSM-Ilf-R tSCID) (Spitzer ct al., I9SS) and the 
Lifetime Alcohol Use Interview (Skinner, 1982). which was modified and expanded to 
assess other substances. Screening information was gathered on alt classes o f 
psychoactive substances, and detailed information was gathered on the more frequently 
used substances. CD and antisocial personality disorder (ASPD) were assessed by 
administering the SCID Personality Disorders Questionnaire (SCID-1I) (Spnzcr ct al., 
1987) and confirming the positive endorsements by interview. The validity o f this 
method has been documented (Nussbaum and Rogers. 1992) Other psychiatric disorders 
were assessed by the SCID (Spitzcr et a l . I9SS)

(TABULAR D ATA FOR TABLE I OMITTED)

Index Cases. The child and one parent, typically the mother, completed a modified 
Schedule for Affective Disorders and Schizophrenia for School-Age Children interview 
(Orvaschel et al., 1982) concerning the .r.dex child's psychiatric disorders Mothers and 
teachers completed the CBCL and other -nr,aires

Diagnostic Procedure

The interviews were administered b> cr id-ate level clinicians and were discusiedm -t 
consensus conference with two clinical psychologists or psychiatrists, the inters i^ ^ r. 
and the evaluation coordinator The consent* team reviewed all availaole information 
gathered in the assessment protocol, a* i*eil a» pvychiatric treatment records and teacher 
reports if available. Psychiatric diagnoses were then determined by the best-cstintatc 
diagnostic procedure (Lcckman et a l . K C  i Although data from each family merr.hr 
were gathered independently, discussions of tubjcct characteristics with other fam; v 
members and during case conference* resulted in the subject raters not being blind to flu*

Sett:



Article 49 hltp://sbweb2.med.iaci jm /infotrac/$ession/694/5l5/646637l/l7!xrn_49& blan_l

recruitment and diagnostic characteristics o f related family members.

Training o f interviewers involved observation o f several interviews with probands, index 
cases, and mothers, and joint interviews were practiced until greater than 90% agreement 
was reached with an experienced interviewer in all major areas. Interratcr reliabilities for 
selected diagnoses by [Kappa] statistics for 22 probands were as follows: SUDs (other 
than alcohol), .94; alcohol use disorders, .96; DBDs, .88; separation anxiety disorder,
.98; overanxious disorder, .87; major depression, .87.

Data Analyses

The HR and LAR groups were compared on index case and parental lifetime psychiatric 
disorders by Pearson ([Chij.sup.2] analyses. Test statistics were not completed for 
specific psychiatric diagnoses if  the sample size was less than five in both cells. In cases 
in which the sample size in either cell was less than 12, the correction for continuity was 
used. For index cases, odds ratios were calculated with analyses controlled for 
differences between groups in index age, index education, SES, index IQ, mother IQ, 
and father IQ. Note that SES was calculated using raw scores o f education and 
occupation fo the head o f household such that higher scores are interpreted as higher 
SES (HollinLsnead. 1990).

Log-linear regression analyses were completed using parental psychiatric diagnoses to 
predict index case diagnoses. Regression equations were developed for the index case 
psychiatric diagnosis classes found tc differ between groups. Parental psychiatric 
disorder variables included alcohol abuse, alcohol dependence, drug abuse, drug 
dependence, CD, ODD, ADHD, ASPD, mood disorders, childhood anxiety disorders, 
and adulthood aaxicty disorders. For this procedure, SES, index IQ, father IQ, and 
mother IQ were forced to enter prior to parental psychiatric diagnoses. (The models were 
also examined with index age and index education entered as controlled variables The 
results were not substantially changed with the addition o f these variables.) A backward 
elimination method was used for other variables (Norusis, 1993). Backward elimination 
suns with ail variables in the model, followed by evaluation o f variables for entry and 
removal. The Wald statistic was used to select variables for removal. Variables were 
retained if  heir removal was associated with a significant (p [less than] .05) decrement in 
variance explained. The contnbutions o f variables to the regression are represented b;. 
the partial correlations (R) betw een the dependent variable and each o f the independent 
variables. If the Wald statistic is less than 2, R is set to 0. Using the derived formula the 
percentages o f  index cases classified correctly on the presence or absence ofdia zr; • 
were calculated.

RESULTS

Psychiatnc Disorders in Index Cases

HR index cases showed higher rates than LAR index cases o f  several psychiatric 
disorders (Table 2). Significantly higher rates o f DBDs overall, as well as CD  ar.: • 
specifically, were noted in the HR compared with the LAR index cases. Mood d • 
were infrequent, and the rates were not significantly different between groups Ar v 
disorders overall were significantly more prevalent in the HR than the LAR samp -•



although neither overan xious disorder nor separation an xiety  disorder sep arately  show ed 
s ig n ifica n tly  d ifferent rates. T he proportion w ith  any A x is  I p sych iatric  disorder w as 
h igher in H R  than in L A R  index cases. T he m ean num ber o f  p sych iatric diagn oses w as 
[ T A B U L A R  D A T A  F O R  T A B L E  2 O M IT T E D ] sign ifica n tly  higher in H R (1.60 [+ or 
-] 1.10) than in L A R  index cases (1.27 (+ o r -]  0.64; F = 8.59, p = .004).

P sych iatric D isorders in Parents

T h e  p sych iatric  disorders identified in fathers and m others arc presented in T a b le  1. A ll 
d iagn oses investigated  w ere sign ifica n tly  m ore prevalent in the H R  than in the L A R  
parents, w ith  the exception s o f  A D H D , A S P D , and m ajor depression in m others. A s  
exp ected , the m ean num ber o f  p sych iatric  d iagn oses w as sign ifica n tly  h igher in the SUD 
fathers (5.40 [+ or -] 2.61) than in the fathers w ithout S U D  (1 . 14 [+ or -] 1.01; F  =
464.39, p [less than] .001), as w ell as in the corresponding m others (2.97 [+ or -] 2.26 
versus 1.56 [+ o r -] 0.36; F = 32.35,p (less than] .001).

Predictin g Index C ase  Psychiatric D isorders From  Parental Psychiatric D isorders

L o gistic  regression  m od eL  w ere generated for index case  D B D s and an xiety  disorders.
For index case DBDs, father childhood DBT > was the most predictive variable (estimated 
coefficient = 1.22, p [less than] OOi, r = . 17. odds ratio = 3.4, 95% confidence interval =
1.7 to 6.9). Given the importance o f these disorders, CD, ODD, and ADHD were used as 
separate predictors. Predictive parental psychiatric diagnoses included father CD, father 
ODD, mother drug dependence, and father alcohol abuse. The resulting equation (Table 
3) conectly predicted 77% o f cases (216/283), with a specificity o f 94% (196/209) and a 
sensitivity o f  31%  (23/74), including 196 conect negative predictions, 23 correct 
positive predictions, 51 incorrect negative predictions, [TABULAR DATA FOR 
TABLE 3 OMITTED] and 13 incorrect positive predictions. Father DBD was highly 
associated with index DBD ([(Chi].sup.2] = 16.64, p [less than] .001). In cases in w in ch  
the father had a history o f DBDs, 3 1 o f 69 index cases also bad DBDs. In cases in w h ich  
the father did not have a history o f DBDs, 171 o f 214 index cases also did not have 
DBDs.

For index case anxiety disorders (Table 4), predictive parental psychiatric diagnoses 
included mother childhood anxiety disorders and mother adulthood anxiety disorders.
The resulting equation correctly predicted 88% of cases (248/283), with a specificity ot 
99% (243/245) and a sensitivity o f 1 1% (4/38). including 2.43 correct negative 
predictions, 4 conect positive predictions, 34 incorrect negative predictions, and 2 
incorrect positive pi-dictions.

DISCUSSION

Epidemiological, clinical, and adoption studies have suggested that there axe several 
pathways leading to (TABULAR DATA FOR TABLE 4 OMITTED] SUD (-adoret and 
colleagues (1995) have presented evidence for a pathway that begins with ASPD in the 
biological parent, proceeds through adoptee CD and ASPD, and results in SUD. 1 hcsc 
results arc consistent with Cadoret's hypothesis in indicating that fathers with SU’D j 
transmit an increased vulnerability to DUDs in their sons. The pathway to SUD mav. 
however, begin with childhood DBDs in the biological father The logistic regression 
results indicate that the risks transmitted were more closely associated with the
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ch ro n o lo g ica lly  distal childhood characteristics o f  the parents than w ith  the proxim al 
ch aracteristics o f  the parents as adults. Paternal ch ild h ood  C D  and O D D  each 
indepen den tly  contributed to the liab ility  for index D B D . A lth o u gh  the genetic or 
environm en tal nature o f  this transm ission is not e x p lic it ly  investigated here, this pattern 
o f  results is consistent w ith a genetic interpretation. B eh avio ral genetics studies have 
suggested  that there is substantial heritability for behavioral dim ensions in vo lved  in 
D B D s  (E d clb ro ck  et al., 1995). C hildh ood D B D s arc a lso  h igh ly  relevant to the g en etics 
o f  n on alcohol S U D s, as the genetic correlation  betw een  ch ild h ood  D B D  sym ptom s and 
drug use d isorder sym ptom s has been found to be h igher than that betw een adulthood 
antisocial sym ptom s and drug use disorder sym p tom s (G ro ve  ct a l., 1990). G enetic 
in flu en ces on delinquent behaviors m ay be m ore relevant for these jn id dlc-age children 
than w o u ld  be the case at youn ger ages, w hen environm ental in fluences predom inate 
(S ch m itz  ct al., 1995). A sso rtativc  m ating m ay a lso  contribute to parent - offsp rin g  
correlations (V a n y u k o v  ct al., 1996). T h e  m odest proportion o f  the varian ce in index 
case  D B D  accou nted  for by paternal D B D  and the lo w  sen sitiv ity  o f  predictions, 
h o w ever, su ggests  that factors other than parental p sych o p ath o lo gy  arc influential in the 
develop m en t o f  D B D .

Anxiety disorders may be another pathway leading to SUD (Clark and Neighbors, 1996; 
Clark and Sayctte, 1993). Anxiety disorders were more prevalent in HR than in LAR 
index cases, although the association was relatively weak. In a finding parallel to that 
with DBD, maternal childhood anxiety disorder was the parental disorder most 
associated with index case childhood aaxiety disorder. While studies have yielded less 
consistent results than for delinquent behavior, anxiety symptoms show significant 
heritability (Todd and Heath, 1996). As with DBD, the modest proportion o f the 
variance in index case anxiety disorders accounted for by maternal anxiety disorders and 
the low sensitivity o f predictions suggests that factors other than parental 
psychopathology are influential in the development o f aaxiety disorders. The possibility* 
that anxiety disorders may increase risk for SUD remains somewhat controversial, 
primarily because retrospective reports may be contaminated by aaxiety symptoms 
produced by intoxication and withdrawal (Clark and Neighbors, 1996; Schuckit and 
Hcssclbrock, 1994). Prospective follow-up of these index cases and other similar 
research will determine whether or not childhood aaxiety disorders confer risk for SUD

There are several limitations to this study, including a lack o f systematic information 
regarding possible sampling bias, the possible contamination o f child rating 
characteristics by parental bias, and the lack o f blind evaluators for diagnoses. Fathers 
were self-selected from several sources. The extent to which these fathers and their 
families are representative o f the programs and communities from which they were 
drawn is not known, and sampling bias may have influenced the results. As mothers 
reported on themselves and their child bias in the direction o f perceived similarities may 
have been introduced (Simonoffct al., 1995). As evaluators were not blind to the 
characteristics o f family members, bias may have been introduced into the diagnostic 
procedure These findings may also be limited by the focus on supratnreshold disorders, 
as well as the relatively young age o f the index cases. Depressive symptoms may. for 
example, emerge during adolescence in the high-risk group prior to the development o f 
SUD
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The presence o f psychiatric disorders in these children justifies intervention. In addition 
to reducing the morbidity associated with these disorders in childhood, the early 
identification and treatment o f psychiatric disorders in high-risk children may be an 
effective strategy for the prevention o f later SUD. Prospective research reveals that 
violence and violation o f social norms, key features o f  CD, predict consumption o f 
marijuana and other illicit substances in late adolescence (Boyle ct al., 1992). CD has 
been noted to be an ideal target for prevention programs, particularly those involving 
parent training (Reid, 1993). Externalizing behavior disorder characteristics have been 
shown to be evident in children o f SUD parents as early as 3 through 5 years old (Zucker 
and Fitzgerald, 1991), suggesting the importance o f very early intervention for CD 
prevention. In addition as a relatively small proportion o f sons o f SUD fathers had CD 
(8%), interventions could feasibly be targeted to this affected group.

Given the limitations o f parents with SUD, it may be unrealistic to expect that thc<e 
parents would be able to participate successfully : parent-training programs. Limited 
education and low SES, characteristics disproportionately present in this population, 
predict poor outcome in parent-training programs (Clark and Baker, 1983). Interventions 
involving multiple settings including the school arc more promising (Reid, 1993). These 
results indicate that, while paternal SUD confers increased vulnerability to DBDs and 
anxiety disorders in offspring, the childhood characteristics o f parents themselves are 
also important to consider when identifying children at risk for SUDs jnd other 
psychiatric disorders.
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Substance Abuse and Welfare Reform Policv

by Julie Strawn

Background

According to the U.S. Department of Health and Human Services, research studies have found that 
between 10 and 20% of welfare recipients have a substance abuse problem, with about 5% of recipients 
affected enough to substantially limit their day-to-day functioning. Anecdotal evidence suggests the 
problem may be larger among long-term recipients. States have begun to grapple with the question of what 
policies to adopt toward welfare recipients with substance abuse problems as a result of efforts to require 
most welfare recipients to work or participate in employment programs. A recent Urban Institute study 
concludes that substance abuse has emerged as one of the primary personal or family barriers to 
employment among welfare recipients, together with physical disabilities, mental health problems, 
children's health or behavioral problems, domestic violence, housing instability, and low basic skills or 
learning disabilities. (Low basic skills is by far the most common of these barriers, and the one most 
associated with a recipient not working.)

/The new federal welfare reform law gives states the option of testing recipients for illegal drugs and 
Sanctioning those who test positive. The law also prohibits states from providing cash aid or food stamps 
c{0 those convicted after August 22, 1996, of drug-related felony offenses, unless the state chooses to pass a 
law modifying this requirement or opting out of it entirely. There are no provisions regarding alcohol 
abuse. Beyond the substance abuse provisions, the new law’s stringent work requirements and five-year 
time limit— and shorter limits in many states— will necessitate that states find ways to help recipients with 
substance abuse problems become more employable. Some states arc developing short-term, outpatient 
treatment options that aim simply to help substance abusers function well enough to begin working in 
combination with longer-term, outpatient treatment. Outpatient treatment may not be enough, however, for 
severely affected families. States are likely to find that they need to expand treatment options for smgle 
parents who need residential care. Such recipients may be unlikely to enter residential treatment if the 
facility cannot accommodate their children, if adequate child care is not available, or if doing so means 
giving their children up to foster care.

Policy Issues

The role o f drug testing in welfare reform. There are four key policy reasons for drug testing welfare 
recipients: 1) to identify recipients who need substance abuse treatment; 2) to monitor compliance with 
treatment; 3) to screen recipients on behalf of employers; and. 4) to try to reduce drug use by sanctioning 
welfare recipients who test positive. Weighed against these programmatic objectives arc: the high cost of 
testing all welfare recipients (at least S20 per drug, rising to as much as S70 with confirmatory testing); the 
Questionable reliability o f anv one test; unresolved 4th A mendment legal issues around search and seizure; 
and, the shortage of treatment in many areas, especially lor residential settings for families. These factors 
help explain why states generally have used testing to monitor compliance with treatment rather than as a 
general screening tool. In addition, such testing typically does not address alcohol abuse. There are 
alternative ways to screen for alcohol and drug abuse problems. States such as Orcgom_Utah. and Ohio use 
client interview instruments to determine which recipients should!* referred lor lunhcr diagnosis and 
treatment.

Substance abuse as a bamer to steady work According to a recent Urban Institute study, welfare recipients 
with substance abuse problems are as likely to work as other recipients —  63% worked at some point in 
the current or previous year, compared to 58% of recipients without a substance abuse problem These



recipients do seem less likely to work steadily, however, with only 15% working full-time, year-round, as 
compared to 22% of all recipients. Because job retention i.as become a much higher priority for 
wclfarc-to-work programs in the wake of welfare time limits, this finding that substance abuse hurts job 
retention may give states and localities a powerful reason to address treatment needs. In addition, as 
employers themselves increasingly require job applicants to undergo drug tests, even substance abusers 
who function well enough to work may find themselves unemployable if they cannot pass a drug test.

Effectiveness o f drug treatment. There is a consensus among researchers that drug treatment is 
cost-effective and results in reduced drug use, reduced criminal justice involvement, and increased 
employability. State-reported treatment data shows rather consistent results across states for client 
outcomes post-treatment as compared to pre-treatment: about a one-third drop in drug use, nearly a 60% 
increase in employment, and roughly S6 in benefits for every dollar invested in treatment. Some states 
have also found a decreased need for foster care and child protective services as a result of treatment.

/ M a n y  states do not have outcome data on welfare recipients specifically, but a few do. Minnesota found a 
\ 6 4 % increase in employment among public aid recipients after treatment; a special Florida treatment 

/program for pregnant or postpartum women and their children found a 76% increa c in employment or 
/school enrollment after treatment; and Ohio’s data on welfare recipients who received treatment showed a 
Substantial decline in the amount of work missed by recipients, a key finding given the need to improve 

Job retention due to welfare lime limits. Ohio also found a 15% reduction in welfare payments. The U.S 
/Department o f Health and Human Services will soon release a study of treatment outcomes for welfare 

j recipients in California showing that outcomes for them arc comparable to outcomes found for all 
^individuals in treatment.

Financing treatment for welfare recipients. States in the past have funded substance abuse treatment for 
welfare recipients in three ways: through the federal substance abuse block grant, through the Aid to 
Families With Dependent Children (AFDC) program, and through Medicaid. The block grant is by far the 
largest source o f overall federal treatment funding, but anecdotal reports suggest that AFDC and Medicaid 
funds have played an important role in expanding residential treatment options for low-income, single 
parents with children. Medicaid funds can also support a range of outpatient services including screening 
services, counseling, detoxification, day treatment, and methadone maintenance.

It is unclear whether states can continue to fund substance abuse treatment under the new welfare program 
that replaced AFDC (the Temporary Assistance for Needy Families block grant or TANF), because TANF 
funds cannot be used to provide medical services. In addition, because federal TAN F funds are capped, 
supporting treatment and other services through Medicaid is probably a better strategy because state 
treatment spending in that program will generate additional federal matching \inds. Another advantage to 
funding treatment through Medicaid is that if a welfare recipient and her children are placed in a 
residential setting, stales may be able to remove that family from the welfare rolls, deferring the parent 
from time limits and work requirements while treatment occurs. One key obstacle to funding residential 
treatment through Medicaid, however, is a federal regulation that prohibits Medicaid spending on services 
to individuals (between the ages o f 21 and 65) in an "institution of mental diseases” (IMDs) with more 
than 16 beds. Medicaid treats nonhospital, residential treatment settings as IMLs. A 1992 survey of states 
by the Intergovernmental Health Policy Project (1HHP) found that states believe this IMD restriction 
prevents cost-effective provision o f substance abuse treatment services under Medicaid. As a result, many 
states limit inpatient substance abuse coverage to short-term detoxification and emergency services 
provided by hospitals.

Requiring participation in wclfarc-to-work programs and the role of sanctions. State and local experience 
shows that it is feasible to require families with substance abuse problems to participate in welfaxe-to-work



programs but that participation often develops incrementally, beginning with small steps and becoming 
more intensive over time. A key issue in working with such families is the appropriate role of sanctions. 
While studies have shown that sanctions are important for increasing participation by recipients in 
wclfare-to-work programs, the experience of several states with full family sanctions suggests that families 
with serious, unaddressed problems arc more likely to be sanctioned.

In particular, Utah found that many of those being sanctioned for noncompliance in its work program had 
previously undetected problems, with mental health problems four times greater among sanctioned 
families and substance abuse problems twice as high. Utah decided that full family sanctions were not 
appropriate for such families and now requires that there be an extensive review process before full family 
sanctions arc imposed, including an interdisciplinary team staff review and a home visit. Because of the 
possible negative impacts on children of denying all benefits to very troubled families, states with full 
family sanction policies may want to explore the use of protective payments to third parties as an 
alternative for some families. States have experience in using such third party payments with recipients of 
federal disability aid who have substance abuse problems.

Research Findings

L ittle research has been conducted on w hat types o f  w elfare p olicies are e ffe c tiv e  fo r addressing substance 
abuse issues am ong recipients. Utah is one o f  fou r states (with K a n s a ^ O r e g o n . and S o u jjj C arolin a) that 
has a w aiv er to require substance abuse treatment as a condition o f  w elfare  receipt. A n  independent, 
rigorous evaluation  o f  U tah’s overall w elfare-to-w ork  program  show s large increases in fam ily  incom e, 
large reductions in public aid, and a  strik in gly  high level o f  participation by fam ilies  in se lf-su ffic ien cy  
activities. N o  separate results are availab le , h o w ever for fam ilies with substance abuse problem s.

T h e Urban Institute recently  conducted case studies o f  eight w clfare-to -w o rk  program s that have 
substantial exp erien ce in w o rk in g  w ith  fam ilies w h o face m ultiple personal or fam ily  barriers to 
se lf-su ffic ie n cy , including substance abuse. Researchers drew f iv e  broad lessons from  the case studies:

Program s m ust be fle x ib le , w ith a broad range o f  strategies and services to respond to the diverse 
circum stances o f  individual fam ilies.

• Sp ecial serv ices  to fam ilies with various personal and fam ily  ch allen ges arc not incom patib le  w ith a 
"w o rk  first” program  strategy. For som e fam ilies, these s e n  ices can be short-term ; in other cases, 
em ploym ent or com m un ity service  m ay help fam ilies to gair. confid ence that helps them  overco m e other 
problem s.

• W clfare-to -w o rk  program s m ust form  partnerships with com m unity agen cies that p rovid e substance 
abuse treatm ent, m ental health coun seling and sp ecialized  len  ices for w om en in ab u sive  situations in 
order to help  som e fam ilies becom e self-su fficien t

- C lien ts m ust d evelo p  trust in program  staff. It is serv irrr riant to hire s ta ff w h o arc com m itted to 
h elping fam ilies  chan ge their lives by  celebratin g small ...cesses and pushing them  tow ard further 
progress.

Program s m ust set c lear expectation s for participation, reinforced by financial penalties 

Innovative Practices

L ik e  Utah, O regon  has a federal w aiver tcuequ ire  compliance with substance abuse treatment as a



condition o f receiving aid. (All states arc free to mplcment such policies under TANF.) Oregon provides 
local offices with considerable latitude for deciding how to provide substance abuse services to recipients. 
Local oftlcerfiavc theoption to test recipients for drugs but most have not elected to do so. In most local 
welfare or JOBS offices, mental health and/or alcohol/drug abuse counselors arc outstationed to identify 
recipients in need of treatment services and to provide counseling.

Initially, local offices in Oregon only addressed substance abuse issues when such problems interfered 
with participation in work-related activities. Over time, however, Portland and other localities have 
instituted a broader substance abuse education component as part of their upfront employability and job 
search process for all applicants and recipients. This change developed in response to staff concerns that 
some recipients successfully completed employment and training programs only to fail an employer's drug 
test. The substance abuse education component does include substance abuse screening using the 
Substance Abuse Subtle Screening Test (SASSI), a pen-and-papcr test that can be administered in groups 
or individually and takes only 15-20 minutes to complete. Clients with substance abuse problems can be 
mandated to treatment, with the type of treatment varying in length and intensity. Treatment is usually 
combined with other self-sufficiency activities such as work, education, or training.

Utah has hired trained counselors (generally social workers) for its local welfare offices who arc 
responsible for families with the severest problems, including substance abuse. These workers also 
supervise other staff working with difficult cases and train eligibility and self-sufficiency staff to be able to 
identify these problems. In addition, there are on-site mental health and alcohol/drug abuse counselors in 
some of the local offices. Like Oregon, Utah has found that substance abuse problems tend not to surface 
right away but rather become apparent when a recipient is failing to comply with prog un participation 
requirements. Utah tries to maintain its principal program focus on employment, so much of its substance 
abuse treatment is short-term to allow recipients to quickly move on to work.

/ Two other states, South Carolina and Kansas, have federal waivers tq require treatment as a condiuon_£>f 
eligibility. These waJvcrswere approved more recently than those in Oregon and Utah, however, and are 

L  Just now being implemented. In addition. Wisconsin's pending waiver request for its Wisconsin Works 
, proposa’ includes substance abuse treatment as one of the activities that recipients can be required to 
i participate in as a condition of eligibility. Other states and localities arc also trying new ways of working 

/ wi*h families who have substance abuse problems. Ohio is field testing a screening instrument to be used 
{  in alcohol and drug abuse assessment of all welfare recipients Sacramento Couuy, California, is training 

some child welfare, public health, and employment and training staff to identify ar.d intervene with 
substance abusing clients. It is unclear yet what welfare policies stales w ill choose to adopt toward 
substance abusers under TANF; the final decisions on this will probably be made by legislatures early n  
1997. Some states, such as Maryland and New York, arc considering whether to test all welfare recipient-,

\ for drug use in order to identify those who need treatment

For More Information . .

RESOURCE CONTACTS

The Legal Action Center. Washington. DC Contact Gwen Rubinstein, Deputy Director of National ?'
(202) 544-5478.

National Association of Slate Alcohol and Drug Abuse Directors, Washington, DC. Contact Kath.rr- 
Sheehan. Director of Public Policy, (202) 293-0090

National Center on Addiction and Substance A buse ( C A S A ) . Columbia University, New York. N ’t
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Contact Mary Nakashian, (212) 541-5200.

Oregon Department o f Human Resources. Salem. OR. Contact April Lackey, Field Service Section, (503) 
945-6122.

Portland, OR. Steps to Success Program. Contact Christa Sprinkle, Coordinator, Mental Health/Alcohol 
and Drug Treatment Services, Steps to Success, Mount Hood Community College, (503) 256-0432.

The SASSI Institute (publisher o f the SASSI substance abuse screening instrument). 4403 Trailbridge 
Road, Bloomington, IN, 47408. Call 1-800-726-0526 for SASSI information.

The Urban Institute, Washington, DC. Contact LaDonna Pavetti, Research Associate, (202) 857-8660.

U.S. Department of Health and Human Services. Office of the Asst. Secretary for Planning and Evaluation 
(ASPE). Washington, DC. Contact Laura Feig, Senior Policy Analyst, (202) 690-5938.

Utah Department of Human Services. Salt Lake City, UT Contact Connie Cowley, Program Specialist, 
(801)538-4337.
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C O N G R E SSIO N A L UPDATE
104th Congress (1996 )

W E LFA R E  REFO RM  (9/18/96)
Legislation to reform the country's welfare system, formally 
known as the "Personal Responsibility and Work Opportunity 
Reconciliation Act of 1996," was recently signed into law by 
President Clinton. The law does not include any alcohol cr 
other drug treatment provisions or requirements for 
beneficiaries.

BACK G R O U N D :
The welfare reform l a w  it comprehensive legislation that ends 
entitlements and sets up block grant programs that give states 
wide latitude in providing assistance to needy families.
States will be required to develop a plan on how they will 
spend the block grant and submit that plan to the federal 
government for approval. Even though substance abuse treatment 
was not specifically covered in the law, states will be able to 
include treatment requirements for benefit recipients if they 
chose to.

There is ample evidence that treatment plays a positive role in 
getting people off welfare and into jobs. The National 
Association of State Alcohol and Drug Abuse Directors (NASADAD) 
issued a report in August that concludes "the evidence from 
across the country is clean treatment for alcohol ar.d other 
drug problems is a critical component of welfare reform efforts 
and is a successful strategy to end welfare dependency and to 
Increase employment-related outcomes." The report Alcohol and 
Other Drug Treatment: Policy Choices in Welfare Reform has been 
sent to all state substance abuse directors and is available from 
NASADAD for your use as well. If you are interested in obtaining 
a copy for 510. please call NASADAD at 2 0 2 / 7 6 1 • •

At least two states are already incorporating drug testing into 
their welfare plans. A county in Florida is requiring individuals 
to pass a drug test before given social services apparently without 
offering access to treatment if needed). South Carolina appears to 
be the first state to require drug testing with treatment made 
available to those who need it. Social service ter.efita would 
continue as long as an individual remains in treat-er.t

The law takes affect on July 1, 1997.

If you have further auestione about this l eg is l a t ion please contact 
our Public Policy Office via e-mail i publ-icp cl.c, ̂ r.rald, erg.

W H A T YO U  C A N  DO:
1) Become involved in the process of developing >cur state's new 
welfare plan as soon as possible.
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•• Contact your state's alcohol and drug abuse director, welfare 
commissioner, governor and your state legislators. ALL of these 
people will be involved with developing your state's welfare plan, 
and it is imperative that they have the information they need to 
include treatment as an integral part of the plan.

• M o re . A t  lion. A le r t s

Return to NCADDH om c Page

A ffilia te s  I A w a ren ess  A c tiv ite s  | C a m p rim n o  P revent K id s  from  D rin kin g  I D efin itio n  o f  A lc o h o l 
I P acts I H ealth  Inform ation  I H is to r y ! Intervention | N ew s I Q n -L in c C om m u n icatio n s-C ciitcr I 
P atents I fircvcn iiQ n -P ro gam s I P u b lication s 1 R egistry  o f  R e c o v e ry  I R eso u rces and R e fe r r a ls ! 
Y o u th  Inform ation

* )  I



h ttp ://thom aj.loc .gO v /c  "i-bin/query/D?c 104:1 :7 te m p /'C  104Uatg:e246598:

THIS SEARCH 
Next Hit 
Prev Hit 
Hit List

THIS DOCUMENT
Forward
Back
Beat Sections 
Doc Contents

GO TO 
Now Search 
HoaoPago 
Help

H.R.3734 /

Personal Responsibility' and W ork Opportunity Reconciliation Act of 1996 (Enrolled Bill (Sent to
President))

SEC. 115. DENIAL OF ASSISTANCE AND BENEFITS FOR CERTAIN 
DRUG-RELATED CONVICTIONS.

(a) IN GENERAL- An individual convicted (under Federal or State law) o f any offense which is 
classified as a felony by the law o f the jurisdiction involved and which has as an element the 
possession, use, or distribution o f a controlled substance (as defined in section 102(6) o f the 
Controlled Substances Act (21 U.S.C. 802(6))) shall not be eligible for-

( 1) assistance under any State program funded under part A o f title IV o f  the Social Security 
Act, or

(2) benefits under the food stamp program (as defined in section 3(h) o f  the Food Stamp Act 
o f  1977) or any State program carried out under the Food Stamp Act o f  1977.

(b) EFFECTS ON ASSISTANCE AND BENEFITS FOR OTHERS-

(1) PROGRAM O r TEM PORARY A SSISi ANCE FOR NEEDY FAMILIES- The amount 
o f assistance otherwise required to be provided ut der a State program funded under part A 
o f title IV o f tlv Social Security Act to the family members o f an individual to whom 
subsection (a) applies shall be reduced by the amount which would have otherwise been 
made available to the individual under such part.

(2) BENEFITS UNDER THE FOOD STAM P ACT OF 1977- The amount o f benefits 
otherwise required to be provided to a household under the food stamp program (as defined 
in section 3(h) o f  the Food Stamp Act o f 1977), or any State program carried out under the 
Food Stamp Act o f 1977, shall be determined by considering the individual to whom 
subsection (a) applies not to be a member o f such household, except that the income and 
resources o f the individual shall be considered to be income and resources o f the household.

(c) ENFORCEMENT- A State that has not exercised its authority under subsection (d)(1)(A) shall 
require each individual applying for assistance or benefits referred to in subsection (a), dunng the 
application process, to state, in wnting, whether (he individual, or any member o f the household o f 
the individual, has been convicted o f a cnme described in subsection (a).

(d) LIMITATIONS-

(I) STATE ELECTIONS-

(A) OPT OUT- A  State may, by specific rrfercncc in a law enacted after the date of

I nf? I 2199” 11 Ul
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the enactment o f  this Act, exempt any or all individuals domiciled in the State from 
the application o f subsection (a).

(B) LIMIT nERJOD OF PROHIBITION- A  State may, by law enacted after the date 
o f the enac :ent o f  this Act, limit the period for which subsection (a) shall apply to 
any or all individuals domiciled in the State.

(2) INAPPLICABILITY TO CONVICTIONS OCCURRING ON OR BEFORE 
ENACTMENT- Subsection (a) shall not apply to convictions occurring on or before the 
date o f  the enactment o f this Act.

(c) DEFINITIONS OF STATE- For purposes o f this section, the term 'State' has the meaning 
given it -  *

(1) in section 419(5) o f the Social Security Act, when referring to assistance provided under 
a State program funded under part A o f title IV o f the Social Security Act. and

(2) in section 3(m) o f the Food Stamp Act o f 1977, when referring to the food stamp 
program (as defined in section 3(h) o f the Food Stamp Act o f  19/7) or any State program 
earned out under the Food Stamp Act o f 1977.

(0 RULE OF INTERPRETATION- Nothing in this section shall be construed to deny the 
following Federal benefits:

(1) Emergency medical services under title XLX o f the Social Security Act.

(2) Short-term, noncash, in-kind emergency disaster relief.

(3)(A) Public health assistance for immunizations.

(B) Public health assistance for testing and treatment o f communicable diseases i f  the 
Secretary o f Health and Human Services determines that it is necessary to prevent the 
spread o f such disease.
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Florida considers welfare drug tests
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(UPI Spotlight)

TALLAHASSEE, Fla., Jan. 24 (UPJ) - A  Florida legislator has introduced a bill (Friday) that would 
force welfare recipients to pass drug tests or lose their benefits. State Rep. Joe Arnall says abusing drugs 
is an unacceptable lifestyle and should not be subsidized by taxpayers. Question: Do you feel this bill is 
an infringement o f rights?
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G overnor will seek welfare 
drug tests
Engler also supports m ore aid for 
poor kids

January 26. 1998
BY DAWSON BELL 
Free Press Staff Writer

LANSING -• Gov. John Engler will take a 
carrot-and-stick approach to continuing efforts 
to reform welfare in 1998, expanding health 
care coverage for poor children while calling 
for a ban on benefits to recipients who fail 
drug tests.

The drug ban, dubbed Operation Zero 
Tolerance in echo o f the governor’s Project 
Zero efforts to put welfare recipients to work, 
would be enacted on a pilot basis in selected 
areas. Those who test positive for illegal 
substances would be referred to drug treatment 
programs; i f  they don’t show up and complete 
treatment, benefits would be denied.

Aides said Engler eventually would like to 
have all welfare applicants subject to drug 
testing.

Details o f the proposal have not been 
completed. And advocates for the poor said the 
program would have to be carefully crafted to 
be effective and to avoid violating individual 
rights.

But advance conies o f the governor’s text on 
the proposal indicate an initial emphasis on 
tough talk.

"Zero tolerance means just that ~  zero 
tolerance. No abuse. No excuse," the text 
reads.

"The purpose ...is not to be harsh for the sake 
o f being harsh. The aim is to send a signal."

Engler. scheduled to deliver his eighth State o f 
the Stale address Thursday, will ask the 
Legislature for authorization to begin the drug



testing after running through a lengthy list o f 
accomplishments in human services and 
improvements in the quality o f life for poor 
people.

Among them:

Seven straight years o f decline in the infant 
mortality rate.

45 consecutive months o f decline in the 
welfare rolls.

Michigan as one o f only five states to register 
a decline in the poverty rate.

80,000 previously uninsured children receiving 
health coverage through the Healthy Kids 
initiative.

Engler also plans to announce Thursday the 
expansion o f health-care coverage for poor 
people, under a state-federal program that will 
make low-cost insurance available to "virtually 
100 percent" o f the state's children.

Engler spokesman John Truscott said the 
administration is unsure how much the drug 
testing and treatment program would cost, and 
docs not have an estimate on the number o f 
welfare recipients with substance abuse 
problems.

"We believe it is higher than the general 
population ...and is one o f the reasons that 
people fall into poverty,” he said.

The pilot programs would give welfare 
administrators a clearer picture o f the problem, 
Truscott said.

A national study released last year indicated 
that the rate o f drug use among w elfare 
recipients is not substantially higher than that 
among non-recipients.

Advocates for the poor said drug testing and 
treatment can nevertheless be beneficial i f  
administered carefully.

Dcmelra Nightingale, director o f welfare and 
training research at the Urban Institute in 
Washington. D.C., said her agency found, in 
focus groups o f recipients, a recognition that 
drug abuse was a problem

"Drug testing is increasingly common in the 
workplace. In a way, it helps people prepare,"
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N igh tin ga le  said. "B u t the im portant question 
is w hat happens after the test. Y o u  have to be 
sure there are treatm ent program s. Y o u  h ave to 
be sure (sanctions) are not adm inistered 
arbitrarily."

C iv il  rights groups o ccasio n a lly  have objected  
to drug testing program s as an invasion o f  
p rivacy .

R ichard  Lobenthal o f  the A m erican  C iv il  
L ib erties U nion o f  M ich igan  said S u nd ay there 
is a danger that drug testing w ill b e  aim ed at 
p eop le  w ithout p o litical p o w er regardless o f  
w hether a real problem  exists. B ut it is 
p o ssib le  to conduct drug testing w ithout 
v io la tin g  the law  -  "in  w h ich  case w e w ouldn't 
h ave  a problem  w ith  it," he said.

State R ep. Sharon G ire, D -C linton  T ow n sh ip , 
a m em ber o f  the H ouse Hum an S ervices 
C om m ittee, said she suspects the num ber o f  
w elfare  recipients w ith  drug problem s is 
re la tive ly  sm all. A n d  drug testing and 
treatm ent m ay b e  m ore exp en sive  than the 
go vern o r realizes, sh e said.

"B u t w e 'll h ave to w a it to sec  the details to 
m ake any ju d gm en ts."

E n glcr's other w elfare  initiative in 1998 w ill 
in v o lv e  strengthening the state's enforcem ent 
o f  child-support orders. A lth ough  M ich igan  
has a re la tive ly  high level o f  success in 
c o lle c tin g  ch ild  support, im proved 
com puterization  should be in place b y  spring 
to augm ent it, he w ill suggest.

S ta ff writer Dawson B e ll can be reached at 
1-313-222-6609.
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hich states test welfare recipients 
fo r substance abuse?

The Personal Responsibility and Work Re­
sponsibility Act o f  1996 (P .L  104-193) allows 
states to test Temporary Assistance fo r Needy 
Families applican ts for dn g u>e. So far, Kansas, 
Louisiana, Maryland. Michigan, Newjersev 
and New York have enacted legislation to 
screen TANF recipients.

Kansas House Bill 2423, enacted in 1996, 
established a pilot project for alcohol and drug 
screening within die KanWork Program. Em­
ployment Preparation Services case managers 
interview all participants. I f  screening indicates 
substance abuse, participants are referred to 
Regional Alcohol and Drug Assessment cen­
ters. Further drug screening, assessment and 
treatment are mandatory. Those who do not 
cooperate are subject to sanctions and work 
pro-pam penalties.

Maryland implemented similar drug screen­
ing for participants o f Temporary Cash .Assis­
tance under die Family Investment Program. 
Local departments o f Social Service ask appli­
cants standard questions to detect abuse. Par- 
dcipants also must submit to an initial healdi 
screening by a managed care organization. .Any 
substance abuse detected is assessed.

Under New York's form er Home Relief wel­
fare plan, counues in New York could test ap­
plicants i f  thcte was a reason to believe dint 
unemployment was due to substance abuse. 
The recently enacted Safety Net program 
screens all applicants and refers those who have 
substance abuse problems to professionals for 
assessment and mandatory treatment. Recipi­
ents with substance abuse problems arc eligible 
only fo r noncash benefits.

Recipients o f WorkTirst Newjerscy who have 
been convicted o f  distribudng, possessing or 
using controlled substances are ineligible fo r 
benefits. WorkFirst recipients convicted o f pos­
session o r use o f drugs may be eligible for bene­
fits upon successfully eompleditg a substance 
abuse treatment program. .After 60 days o f 
treaunent, dtrsc recipients must submit to drug 
tests. I f  the test indicates drug use, benefits aic 
immediately terminated and the recipient must 
complete another ucautient program and test 
"diug free” for 60 days to become eligible Cot

W benefits.
Ohio passed HB 157 in 1996 to require preg­

nant women on Healthy Start o r Medicaid 
enrolled in managed care to submit to drug 
screening. The screening is conducted at the 
earliest prenatal visit and throughout the preg­
nancy. The screening instrument is conducted 
by Medicaid service providers o r doctors. Treat­
ment is mandated i f  there is an indication o f  
substance abuse. —  Mary Bone, SIC manager

For further detailed information on this issue, con• 
tact the States Information Center. The SIC provides 
an inquiry and reference service to the states. Our 
staff responds to information requests from state gov­
ernment officials and staff on a variety o f issuesr 
The SfC provides confidential responses to constitu- 
nit inquiries xeithin AS hours. Km can contact the 
SIC directly at (606) 2A4-S253, or email at 
sicScsg.org.

SAVE BUDGET DOLLARS 
WITHOUT 

CUTTING PROGRAMS
Stop Workers* Compensation Fraud before it happens.

Is the application truthful?

How would you like 10 know more about a person without having lo hire a pnvate 
investigator. research company or a company that doe* pre-employment screening* 
This software saves time and money spent on fraudulent appbeauons.

• Interpret the Sooal Secumy number code and. therefore, know dyou have been 
given die correct SS number by the person you are interviewing, hiring or have 
already hired.

• Slop employee espionage.
• team more about pm  ins you have interviewed than they' have told you
• learn complete employment hisiory of the applicant.
• find missing persons and learn how ro discover the true background of

anyone

This software Is being used by barks, insurance companies, maior corporations 
and the I S  government IBM compatible PC, AppIcAUC or hard copy manual

Send SS9 9> w 
Insurance Research, Inc 

l6G00SprjjueRo.nl • PO llov 30319 • Ocvcland. Oil 44150

The Council o f Suite Oivveismicm* I '



K a n s a s  D e p a r t m e n t  o f  S o c ia l  a n d  R e h a b i l i t a t io n  S e r v i c e s  
R o c h e l le  C h r o n is t e r , S e c r e t a r y

M E M O R A N D U M

A O D A T  Im p le m e n t a t io n

N o v e m b e r  1, 1996

IM P L E M E N T A T IO N  P L A N
A L C O H O L  A N D  O T H E R  D R U G  A S S E S S M E N T  A N D  T R E A T M E N T  (A O D A T )

B a c k g r o u n d

K e y  b a r r ie r s  to  e n d in g  d e p e n d e n c e  o n  o u t ' ic  a s s is t a n c e  a r e  th e  h e a l t h  a n d  s o c ia l  
p r o b le m s  a s s o c ia t e d  w it h  t h e  a b u s e  o f  a n d  d e p e n d e n c e  o n  a lc o h o l a n d  o t h e r  d r u g s . 

V - H o u s c  B i l l 2423. e n a c t e d  b y  t h e  1956 K a n s a s  L e g is la t u r e , e s t a b l is h e d  *a p ilo t  p r o je c t  o f  
a lc o h o l a n d  d r u g  s c r e e n in g  w it h in  th e  K a n W o rk  P r o g r a m * . T h e  1996 f e d e r a l P e r s o n a l 
R e s p o n s ib i l i t y  a n d  W o r k  O p p o r t u n it y  A c t  e s t a b l is h e d  th e  b a s is  fo r  a l lo w in g  m a n d a to r y  
a lc o h o l a n d  d r u g  s c r e e n in g  a n d  a s s e s s m e n t  fo r p u b l ic  a s s is t a n c e  r e c ip ie n t s .  T h is  
le g is la t io n  f a c i l it a t e d  t h e  d e v e lo p m e n t  o f  t h e  f o l lo w in g  p la n  w h ic h  o u t l in e s  n e w  p o l ic y  a n d  

-C c ^  p r o c e d u r e s  o n  t h e  s t a t e w id e  im p le m e n t a t io n  o f  s u b s t a n c e  a b u s e  s c r e e n in g  a n d  t r e a tm e n  
fo r  E P S  p a r t ic ip a n t s .  A lc o h o l a n d  e t h e r  d ru g  s c r e e n in g  a s s e s s m e n t  a n d  t r e a tm e n t  
(A O D A T )  is  a  m a n d a t o r y  c o m p o n e n t  fo r  E P S  p a r t ic ip a n t s  w h o  m e e t  t h e  c r it e r ia  for 
r e f e r r a l. R e f e r r e d  p a r t ic ip a n ts - a re  s u b je c t  to  w o rk  p r o g r a m  p e n a lt ie s  u p o n  non-  

' c o m p l ia n c e  w it h  t h e  c o m p o n e n t .

I I . N e w  P o l ic y

E P S  c a s e m a n a g e r s  w i l l  r e f e r  a n  E P S  p a r t ic ip a n t  to  th o  R e g io n a l  A lc o h o l  a n d  D ru g  
A s s e s s m c m  C e n t e r  ( R A D A C )  w ith  t h e  S R S / R A D A C  t u r n a r o u n d  fo rm  if  t h e  p a r t io p a n t  
m e e t s  a t  le a s t  o n e  o f  t h e  f o l lo w in g  c n t e r ia  d u r in g  t h e  c u r r e n t  p e r io d  o f  p a r t ic ip a t io n -

1. A  p o s it iv e  o u t c o m e  f rom  a d m in is t e r in g  t h _______

2. W e l l- d o c u m e n t e d  in c id e n c e  o f  in t o x ic a t io n  w h i' e  in  t h e  S R S  o f f ic e

3. D is m is s a l  f ro m  e m p lo y m e n t  o r  a n y  E P S  a c t iv it y  fo r  s u b s t a n c e  a b u s o  
r e la t e d  c a u s e s

4. A n y  s u b s t a n c e  a b u s e  r e la te d  le g a l  p r o b le m s  ( s u c h  a s  D U I) .

5. P a r t ic ip a n t  a d m is s io n  o r  m e d ic a l d ia g n o s is  th a t a n  a tc o h o l- a n d / o r  drug- 
r e la t e d  p r o b le m  w ith  a b u s e  o r  d e p e n d e n c y  e .. is ts

O n c e  r e f e n e d ,  R A D A C  w i l l  b e  r e s p o r u A L x f c r  d e t e r m in in g  a n d  r e p o r t in g  n o n - c o m p l ia n c e  
a n d  s ta tu s  c h a n g e s  w it h  a n y  a s s e s s m e n t  o r  t r e a tm e n t  a c t iv it ie s  o n  t h e  S t a t u s  C h a n g e
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fo rm .

E P S  C a s e  M a n a g e r s  s h o u ld  a s s ig n  p a r t ic ip a n t s  w h o  a r e  in  o u t p a t ie n t  t r e a tm e n t  fo r  le s s  
t h a n  20 h o u r s  p e r  w e e k  to  a d d it io n a l a p p r o p r ia t e  c o m p o n e n t s .

I f a n  E P S  p a r t ic ip a n t  h a s  b e e n  d is c h a r g e d  f rom  t r e a tm e n t  ( in- pa t ie n t o r  o u t- p a t ie n t)  
d u r in g  th e  c u r r e n t  p a r t ic ip a t io n  p e r io d  a n d  th e  p a r t ic ip a n t  is  s u b s e q u e n t ly  id e n t if ie d  a s  
n e e d in g  a  r e fe r r a l to  R A D A C ,  t h e  p a r t ic ip a n t  w o u ld  b e  r e fe r r e d  to R A D A C  a g a in .  R A D A C  
w i l l  d e t e rm in e  c o m p l ia n c e .

I I I . P r o c e d u r e s

A . R e f e r r a ls  a n d  C o o r d in a t io n

R e f e r r a ls  to  t h e  R A D A C  w i l l b e  m a d e  b y  t e le p h o n e  b y  th e  c a s e  m a n a g e r  a n d  
f o l lc w e d - u p  t h r o u g h  u s e  o f t h e  a ' ^ c h e d  S R S / R A D A C  t u r n a r o u n d  fo rm . G o o d  
c o o r d in a t io n  w i l l  b e  r e q u ir e d  b e tw e e n  th e  R A D A C  a n d  S R S .  A r e a s  a r e  
e n c o u r a g e d  to  a s s ig n  a  l ia is o n  to  h a n d le  c o o r d in a t io n  a n d  c o m m u n ic a t io n  is s u e s  
a s  t h e y  a r is e .  A l l a r e a s  m u s t  h a v e  a Q u a l if ie d  S e r v ic e  O r g a n iz a t io n  A g r e e m e n t  
w it h  th e  R A D A C  o n  f ile . A  c o p y  o f  t h is  a g r e e m e n t  is  a t t a c h e d .

C .  A c t iv it y  A s s ig n m e n t

P a r t ic ip a n t s  w i l l  b e  a s s ig n e d  to  th e  A O D  (A lc o h o l a n d  O t h e r  D ru g )  c o m p o n e n t  
*A O D *  w i l l  b e  a n  a v a i la b le  K s C a r e s  c o m p o n e n t  N o v e m b e r  1, 1996. A O D  
A s s ig n m e n t s  s h o u ld  b e  m a d e  in  c o n ju n c t io n  w it h  o t h e r  E P S  a c t iv it ie s  w h e n  th e  
A O D  h o u r s  a r e  le s s  t h a n  20 h o u r s  p e r  w e e k . T h e  n u m b e r  o f  h o u r s  p e r  w e e k  th a t  
t h e  p a r t ic ip a n t  is  in it ia l ly  a s s ig n e d  fo r A C D  a c t iv it ie s  -will b e  in c lu d e d  o n  th e  
t u r n a r o u n d  fo rm  b y  t h e  R A D A C .*  C h a n g e s  in  t r e a tm e n t  h o u r s  w i l l  b e  n o t e d  b y . 
R A D A C  s ta f f  o n  t h e  S ta tu s  C h a n g e  fo rm . E P S  p a r t ic ip a n t s  in  A O D  a c t iv it ie s  a r e  
e l ig ib le  fo r  a l l c o m p o n e n t  s u p p o r t  s e r v ic e s .

D  S t a t u s .  N o n - c o m p l ia n c c  a n d  P e n a lt ie s

T h e  R A D A C  w i l l  b e  r e s p o n s ib le  fo r d e t e rm in in g  a n d  r e p o r t in g  n o n - c o m p l ia n c e  a n d  
s ta tu s  c h a n g e s  w it h  a n y  a s s e s s m e n t  o r  t r e a tm e n t  a c t iv it ie s .  T h e  E P S  C a s e  
M a n a g e r  w i l l  b e  r e s p o n s ib le  fo r  d e t e rm in in g  p e n a lt ie s  a n d  g o o d  c a u s e .  T h e  
R A D A C  w i l l  s e n d  a  S ta tu s  C h a n g e  fo rm  to t h e  E P S  C a s e  M a n a g e r  w h e n  
t r e a tm e n t  h o u r s  c h a n g e  a n d  w h e n e v e r t h e  p a r t ic ip a n t  e x it s  t h e  A O D  p r o g r a m  
T h e  R A D A C  w i l l  n o t e  w h e t h e r  o r  r o t  th e  in d iv id u a l w a s  in  c o m p l ia n c e  a t th e  t im e  
o f  e x it .

E . E f f e c t iv e  D a t e
y  • •  •• •  —• ■ - ••• • ■ #*4 «

im p l e m e n t a t i o n  b e g in s  e f f e c t iv e  N o v e m b e r  1, 1996 u s in g  t h e  in f o rm a t io n  
c o n t a in e d  in  t h is  m e m o  a n d  t h e  a t t a c h e d  f low - cha rt

cc IM Chiefs 
Area Directors 
Janet Schatansky
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QUALIFIED SERVICE ORGANIZATION AGREEMENT

T H E  S R S  O F F IC E  A T _____________
TOWN NAME

A N D

NAME OF SERVICE PROVIDER

H E R E B Y  E N T E R  IN T O  A  Q U A L IF IE D  S E R V IC E  O R G A N IZ A T IO N  A G R E E M E N T  W H E R E B Y  
T H E  S R S  O F F IC E  W IL L  P R O V ID E  T H E  N A M E  A N D  O T H E R  ID E N T IF Y IN G  IN F O R M A T IO N  O F  
IN D IV ID U A L S  T O  B E  A S S E S S E D  O R  T R E A T E D  F O R  S U B S T A N C E  A B U S E .

F U R T H E R M O R E  T H E  S R S  O F F IC E :

(1) A C K N O W L E D G E S  T H A T  IN  R E C E IV IN G . S T O R IN G . P R O C E S S IN G . O R  
O T H E R W IS E  O E A L IN G  W IT H  A N Y  IN F O R M A T IO N  F R O M  T H E  S E R V IC E  
P R O V ID E R  A B O U T  T H E  P A T IE N T S  IN  T H E  P R O G R A M . IT  IS  F U L L Y  B O U N D  
B Y  T H E  P R O V IS IO N S  O F  T H E  F E D E R A L  R E G U L A T IO N S  G O V E R N IN G  
C O N F ID E N T IA L IT Y  O F  A L C O H O L  A N D  D R U G  A B U S E  P A T IE N T  R E C O R D S .
41 C F R  P A R T  2; A N D

(2) U N D E R T A K E S  T O  R E S IS T  IN  J U D IC IA L  P R O C E E D IN G S  A N Y  E F F O R T  T O  
O B T A IN  A C C E S S  T O  IN F O R M A T IO N  P E R T A IN IN G  T O  P A T IE N T S  O T H E R  
W IS E  TH A N  A S  E X P R E S S L Y  P R O V ID E D  F O R  IN  T H E  F E D E R A L  
C O N F ID E N T IA L IT Y  R E G U L A T IO N S . 42 C F I  P A R T  2.

E X E C U T E D  T H IS _________ OA Y  O F _____________199___

SRS EMPLOYEE PROGRAM OIRECTOR
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TURN-AROUND FORM
S R S  R E F E R R A L  F O R  A L C O H O L  A N D  O T H E R  D R U G  T R E A T M E N T  A N D  A S S E S S M E N T

W ORKER'S NAME OATE

AREA OFFICE AOORESS PHONE

CITY AND ZIP'

DIVISION: (1) CHILDREN* FAMILY SERVICES (2) EPS/KANWORK (3) INCOME MAINTENANCE 
(4) REHABILITATION SERVICES (5) OTHER

CLIENT NAME KSCARES ID NUMBER

AOORESS CITY ZJP TELEPHONE NUMBER

RAOAC ASSESSMENT OATE

I u n d e rs ta n d  that fa ilu re  to a ttend  a n  a lc o h o l a nd  o th e rd ru g  a s s e s sm e n t  a p p o in tm e n t  and/or 
c o m p ly  wrth fu rther a s s e s sm e n t  and/or tre a tm en t activ it ies w rthout g o o d  c a u s e  w i l l  r e s u lt  in  a work 
p ro g ram  p e n a lty  a n d  lo ss  o f  a s s is ta n c e . F u rthe r . I a u th o r ize  the  r e le a s e  o f re fe rra l a n d  status 
c h a n g e  in fo rm a t io n  a s  m a y  b e  re q u ire d  for p rog ram  a dm in is t ra to n .

PARTIC IPANT S IGNATURE

R E G IO N A L  A L C O H O L / D R U G  A S S E S S M E N T  C E N T E R  (R A D A C )  R E P L Y

AOAS UNICJUE IDENTIFICATION NUMOER ________________________ *________
SASSi* SHOW S CUENTNEEOS SUBSTANCE ABUSE TREATMENT YES  NO______
KCPC" SHOW S CLIENT NEED* LEVEL TREATMENT SERVICES (SEE flELOW)

LEVELS I *  2 •  OUTPATIENT SERVICES -H O URS WEEKLY_______
LEVEL 3 (24 HOUR TREATMENT)* SOCIAL OETOX'FiCATlON OR RESIDENTIAL TREATMENT-DAYS.

CLIENTS CONTINUED STAY NEEDS WILL BE REVIEWED O N _____________________DATE

RAOAC CMPLOTEF 

RADAC REGION__________

* SUBSTANCE ABUSE SUBTLE SCREENINO INVENTORY 
"  KANSAS CLIENT PLACEMENT CRITERIA

CON F ID EN T IA L  • T h a  ir*forma»on h*a been o tae i> ed  to you from racorda whose con f ld en t ia ry  i t  protected try 
federa l 'aw F e o * i *l RepA aO cn (42 CFR Pad 2) prohOd* you Rom  na«ong further iSacfotur* cf 4 whhotd 
v x d c  wncen censtnt o f the person to whom  1 peftans A genera l eu thoroa ton for re lease s f m eftca l ci c t w  
mfcrmafcon is N O T  sufficient for Bua purpose — ——

TELEPHONE NUMOER

OATE
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STATUS CHANGE FORM 
Alcohol and Other Drug Assessment and Treatment Project

S R S  IN F O R M A T IO N
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W O R K E R 'S  N A M E  . .  .• T E L E P H O N E  N U M B E R

A R E A  O F F IC E  A D D R E S S

C IT Y  A N D  2JP

D M S IO N - (  S E E  B E L O W )

CHILDREN l FAMILY SERVICES (I) EPSKANWORK (2) INCOME MAINTENANCE (3)
REHABILITATION SERVICES (4) OTHER (5)

C U E N T  N A M E  K S C A R E S  ID  N U M B E R

R E G IO N A L  A L C O H O L / D R U G  A S S E S S M E N T  C E N T E R  (RA D A C ) S T A T U S  C H A N G E S

A D A S  U N IQ U E  ID E N T IF IC A T IO N  N U M B E R  _________________________________

N O N  C O M P L IA N C E . C O M P L IA N C E .

0*0 NOT COME FOR APPOINTMENT c ts cH A R ce o  t o  l e v e l

010 NOT ENTER TREATMENT HOURS PER WEEK

LEFT WfTHOUT COMPLETING TREATMENT EFFECTIVE DATE

C L IE N T S  C O N T IN U E D  S T A Y  N E E D S  W IL L  B E  R E V IE W E D  O N ______
D A T E

R A D A C  R E G IO N __________

R A D A C  E M P L O Y E E  T E L E P H O N E  N U M B E R

O A T E +
CONF IDENT IAL  • TN s e ifom a to n  has t>een d»cJoted to you from records whose confc jenaaKy *  p*oiac:ad &y 
fedaraf law Fadera l Regutason (42 C F R  P a t  2) c * o n « s  you horn mateng any further rU d o su re  o fn  w th c u i 
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A O D A T  C O M M E N T S , Q U E S T IO N S , A N D  A N S W E R S

1. W o u ld  bka te le c o n fe r e n c e  o r s o m e  type o f  tra in ing  on Dus p rio r to im p le m e n ta t io n  s in c e  w e  h a ve  
no t u s e d  e ith e r  C A G E  or S A S S I. IM /EPS staff n e e d  tra in ing  o n  h o w  to e ffe c t iv e ly  a dm in is te r  the  
C A G E ;  I a m  a fra id  that th ey  w il l ju s t  ask  the  q ues t io n s  o n  the  ca rd ; w e  n e e d  to h a v e  tra in in g , or 
m o r e  m fo o n  a  lo t  o f q u e s t io n s  tha t c a n  b e  a sk ed  to get the  s a m e  resutts .

T h e r e  w ill b e  a  t e le c o n fe r e n c e  s c h e d u le d  as s o o n  a s  p o s s ib le  b u t n o t b e fo re  the  
im p le m e n ta t io n  d a te . In - sem ce  tra in ing  m a y  b e  a v a ila b le  th ro u g h  th e  R A D A C  to h e lp  w ith  
in te rv iew in g  a n d  a s s e s sm e n t . A s  no ted  «t the  la s t c h ie f s  m e e t in g , in te rv iew e rs  ra re ly  ju s t  
a sk  th e  C A G E  q u e s t io n s  p o in t- d a rk  stra ight from  th e  c a rd . T h e  q u e s t io n s  s h o u ld  b e  (and  
in  m a n y  a re a s  a lr e a d y  are) in teg ra ted  in to  cu rren t a s s e s sm e n t  p ra c t ic e . C u r re n t  E P S  
e ite rv iew in g  e n d  a s s e s sm e n t  p ro ce d u re s  a nd  te c h n iq u e s  tha t lo o k  at s tre n g th s  a n d  b a rr ie rs  
s h o u ld  p ro d u c e  a c c u ra te  re ferra ls .

2. H a v e  the  R A D A C  re ferra l a g e n c ie s  h a d  th e  o pp ertu rdy  for in p u t o n  this?

Y e s .

3. A re  th e  re fe rra ls  to AG  D A T  e  f ig ib ie  for m e d ic a l transpo rta tion  o r  K a n W c rk  t ra n jp c  rtation 
re im b u rs em en t?  W e 're  c o n c e r n e d  a b o u t the  d a ta n c e  tha t p e rs o n s  w ill n e e d  to tra ve l to R A O A C ,
Is  th e  in te n t o f  th e  s ta tem en t ‘ E P S  pa-tc-parts m A O O  a ct iv it ie s  a re  e d i b l e  for a l l J O B S  s u pp o r t 
s e rv ic es *  to  a llo w  u s  to u s e  A O O  a s  the  c om p o n e n t  a n d  is s u e  a  S2S. tra n spo rta t io n  a llo w a n c e?  
C o u ld  w e  a ls o  offer to p a y  for C h i ld  C a re  tor a cre e rw ig  a n d  re la te d  a p p o in tm e n ts  (if a  tre a tm en t 
p la n  is  requ ired)?

T h e  d ra ft im p le m e n ta t io n  m e m o  stated ‘ E P S  p a rt ic ip a n ts  m  A O O  a ct iv it ie s  a re  t i g  W e fcr 
a lt J O B S  s uppo r t s e r v ic e s  * T h a  h a s  b e e n  c h a n g e d  to s ay  ‘ E P S  p a r t ic p a r . i l  in  A O D  
a ct iv it ie s  a re  e ig ib ie  for a i l c om p o n e n t  support serv/ces " T h is  in c lu d e s  transpo rta t io n , 
ch-ld ca re , a n d  s p e c ia l s e rv ic e s  a llo w a n c e s  W e  w ill r e s e a rc h  m e d c a l tra nspo rta t io n  
cugibety

. . 
4 H o w  cs th e  t re a tm e n t fu n d e d 7

T h ro u g h  A D A S .

D o e s  the  c lie n t  n e e d  e  m e c« ca l c a rd  to a c c e s s  th e  s e rv ic e s  o f  R A D A C?
e

N o .

M o s t o f o u r  cfcents a re  a s s e s s e d  a s  a p p « ca r a  e n d  th e re fo re  d o  no t h a v e  m e d ic a l c a rd s  for u p  to  a 
m o n th  after a s s e s sm e n t .

O u r  re fe rra ls  w ill m o s t keefy m e e t  the  A D A S  »ow in com e-  le v e l p a y m e n t  g u d e im e s  a n d  
s e r v ic e s  wall b e  free

5 A/e M O S T  p a rt ic ip an ts  in c lu d e d  <n t in t  p la n 7
► • * * • ■ *»—

Y e s  T h e  m e m o  s ta tes  'A lc o h o l a n d  o ther d o g  s c re e  rung a s s e s s m e n t  a n d  tre a tm en t 
(A CO A T )  is  e  m a n d a to ry  c om p o n e n t  fcr EP5  p a r t ic ip a n ts  wf»o m e e t  th e  c n te n a  for 
re fe rra l * T M  o  c c n f u v * g  b e c a u s e  the begrtrw ng o f  th e  m e m o  q u o te s  o r e c t iy  from  th e  tm  
re gan fcng  K an  W o rn  p a r te  p an ts  "

6 W e  h a v e  c o n c e r n s  a b o u t kabk ty  S e c t io n  n {2 )— *»♦« d o c u m e n te d  c a d e n c e  o f m o o c a t io n  *.rw i*
w  th e  S R S  O f lk e  * O sm g  trvs a s  a n  e ram p fe  w hat w o o d  co n s t itu te  e ffe c t iv e  ‘c o c u m e n te b c « * 7



W o u ld  w o  h a v e  m o ro  than  o n e  p e rs o n  no te  the  o do r o f a lc o h o l, th en  re q u ire  R A O A C  s c re e n in g , 
a n d  if  the  p e rso n  fa ile d  to c o o p e ra te , im p o s e  a pena lty?  W o u ld  th is h o ld  u p  in  a n  a p p ea l?

In fu rther d is cu s s io n  o f th is  is s u e , w e  w o u ld  a d v is e  tha t d o c um e n ta t io n  in c lu d e  the 
o b se rva t io n s  o f m o re  th a n  o n e  p e rso n  if th is is th e  o n ly  g ro u nd s  for re fe rra l.

W e 're  c o n s id e r in g  add in g  the  C A G E  q u e s t io n s  to o u r s ta nd a rd  a s s e s sm e n t  q u e s t io n n a ir e . W e  
a lro a d y  a s*  a g e n e r a l a lcoho l/d rug  q u e s t io n  bu t w ill e x p a n d  it w ith th e  C A G E  q u e s t io n s .

W e  p la n  to co n ta c t R A O A C  to a sk  that o n e  o f the ir s ta ff m e e t  w ith u s  to c o o rd in a te  the  c lo s e  
c o m m u n ic a t io n  tha t w ill b e  r e q u ir e d  to m a k e  th is a l l w o rk .

W il l th is  a s s e s sm e n t b e  re qu ired  for a p p lic a n t  jo b  sea rch?  o r c a n  it b e  d o n e  at the  3 w e e k  
e is e s sm e n r?

T h is  a s s e s sm e n t  s h o u ld  b e  c om p le te d  w h e n e v e r  a pp rop r ia te  a n d  n e e d e d  to m a k o  a 
d e te rm in a t io n  o f em p lo y a b ility  and/or c om p o n e n t  p la c o m e n t .

N e e d  further c la r if ica t io n  o n  the  u s e  o f th e  tu rna ro und  d o c u m e n t  a n d  if  th e  in fo  o n  the  d o c u m e n t  
c a n  b e  r e le a s e d  in  a n  a p p e a l s itu a t io n .

T h e  tu rn a ro u nd  a n d  s ta tus  c h a n g e  d o c um e n ts  s h o u ld  b e  trea ted  a s  y o u  w o u ld  a  m e d ic a l 
s ta tem en t • a s  th ird  party  d o c um e n ta s o n . W rth the  p a rt ic ip an ts  r e le a s e  s ig n e d  o n  the  
tu rn a ro und  fo rm  they  c a n  b e  u s e d  in  an  a p p e a l s itua tion

I w o u ld  s u g g e s t that tho tu rn a ro u nd  d o c u m e n t  h a v e  s om e  type o f r e le a s e  o f in fo rm a s o n  s ta tem en t 
s ig n e d  b y  c lie n t , e n d  that s ta tem en t c o u ld  a lso  in d ic a te  that fa ilu re  to fo l lo w  thru  w ith  tho  R A D A C  
le v e l o t tre a tm en t w ill re su lt in  p e n a lty  for ca sh .fs .

A  r e le a s e  o f in fo rm a t io n  a n d  a non- co rrpU ance  s ta tem en t for th e  p a r t ic ip a n t to s ^ jn  n a s  
b e e n  a d d e d  to the  tu rn a ro u n d  d o c um e n t .

T u rn a ro u n d  fo rm  a ls o  n e e d s  n a m e , a dd re s s  and  p h o n e  n u m b e r  o f the  c lie n t  re fe rred

T h e s e  h a v e  b e e n  a d d e d .

A  c ia n fe a d c n  o n  ‘p ro b a b le  c a u s e *  for a dm tf ia te n n g  th e  le s t  w o u ld  b e  h e lp fu l.

W e  h a v e  c o n s u lte d  w nh  ou r L e g a l staff a n d  a re  a s s u re d  that th e  pokey  a n d  p r c c e c u r e s  
o u t lin e d  m  th e  im p le m e n ta t io n  m e m o  a re  a d e q u a te  W e  a re  c o n f id e n t  th a t e a s o  r . a  a g e  s 
w iil b e  a b le  to m a k e  t h o  a s s e s sm e n t a nd  d o c u m e n t  a pp ro p r ia te ly  u s in g  cu rren t 
a s s e s sm e n t  p rac t ic e  a n d  the  liv e  referra l c r iter ia .

D o  y o u  w an t (he C A G E  d o n e  o n  a ll p a rO c ip a n d , or ju s t th o s e  wrth p ro b a b le  c a u s e?

T h e  C A G E  q u e s s o n t  s h o u ld  b e  part c f  th e  s treng ths  a n d  b a rn e rs  a s s e s s m e n t  b a e t r y  ar-:  
a sk ed  w h e n  the  c a s e  m a n a g e r  b e b n e s  4 is  a pp ro p r ia te

Y o u  m cn& oned  that R A D A C  m a k e s  d e c m o n  on n o n  c o m p i^ n c e  W J I m a t  b e  c o n s a t e n t  
th ro u g h o u t th e  state?

Y es

W h a t  a re  the*r g ind ebnes?



• •

. . . ■ 05/12/97

16 .

06:52 tm* 299 0494 SRS/ADAS X4 'i

4

R A D A C  g u id e lin e s  for n o n- com p lia n c e  a re  s im ila r  to g u id e l in e s  o f o th e r  p ro v id e rs  o f 
c om p o n e n t  activ ity: n o t s h ow in g  u p  for a p p o in tm en ts ; le a v in g  tro a tm en t p ro g ram  b e fo re
d is cha rg e ; in a p p ro p r ia te  b e h a v io r , e tc .

W h a t  cons ltu tes  g o o d  c a u s e  for no n- com p lia n ce?

G o o d  c a u s e  b  d e te rm in e d  b y  th e  E P S  case  m a n a g e r  a n d  in c lu d e s  re a s o n s  s u c h  a s  la ck  o f 

transporta tion , c h ild  c a r e , e tc .

If a c lie n t  b  re ferred  fo r tre a tm e n t a n d  is  com p ly in g , d o e s  tha t c o u n t  tow a rd s  c o u n ta b le  w o rk  

activ ities?

N o , n o t u n le s s  th e y  a re  in v o lv e d  in  s om e  type o f  tre a tm en t re la te d  w o rk  p ro g ram  s u c h  a s  
re in teg ra tio n  o r  a h a lfw a y  h o u s e . F u rthe r c la n f ic a t io n  w il l b e  p ro v id e d  a s  th e  p ro je c t

d e v e lo p s .

W il l a  c o d e  b e  a d d e d  to the  s y s tem  to identify  the ectrvrty to p la c e  th e  c lien t?

Y es . •AOD* 

o r a  it NP?

N o .

A n  e x p la n a t io n  o f w h a t you  w a n t  c o d e d  o n  the  system  w o u ld  a ls o  b e  h e lp fu l.

In fo rm a tio n  s h o u ld  b e  a d d e d  in  the s am e  w a y  yo u  w o u ld  a d d  in fo rm a t io n  for a n y
-  ' m.%04

COfTi
p o n e n t w ith  d a te s , pa rt ic ip a t io n  hou rs , e tc .
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  . i
OFFICE OF POLICY AND RESEARCH

SUMMARY: During its 1997 session, the Maryland General Assembly passed Senate Bill 499. ' 
The Welfare^nnovation Act of 1997. Provisions of this bill set forth requirements for substance j 
abuse screening and treatment for customers receiving Temporary Cash Assistance (TCA) benefits 
under the Family Investment Program. • \ ,

Beginning July I. 1997, Local Departments of Social Services (DSS) must add questions 
designed to identify substance abuse to the up-front iob readiness ̂ assessment for all TCA adult and 
minor parent'applicants and recipients. Local departments must also inform all adult and minor 
parent TCA applicants and recipients about th^FIHsubstance abuse treatment provisions, including 
the customers obligation to participate in an initial health screen with the Managed Care 
Organization'(MCO); Customers must sign consent forms to allow the MCO or treatment provider 
to exchange information with the DSS about the customer's compliance with substance abuse 
screening and treatment (if treatment is necessary) jI ( •

i

The MCO screens for substance abuse as pan of a comprehensive health screen for TCA i 
customers when they enroll in the MCO If the initial health screen suggests a substance abuse 
problem, the MCO provider refers the individual for a comprehensive substance abuse assessment 
and notifies tlic DSS of the referral, The purpose of this assessment is to determine whether the 
individual really needs; treatment, and if so. the appropnatc level and intensity of treatment needed

1



tylCO or substanjte abuse assessment provider notifies the D S S  of tfic outcome of tllC 
sesjment. {When a substance abuse treatment provider receivcsjihe rcferraJ, it must notify the 
)SS bf the individual's compliance with the recommended treatment program. •

I • I • ! . ! I
A customer with a substance abuse problem who complies with the FIP substance abuse 

treatment provisions Ls eligible for TCA benefits. The individual may be exempted front work 
requirements for a period of time as determined by the DSS. The|DSS must remove customers 
who are not in compliance from the TCA grant and pay the remainder to a third parry. !

ACTION REQUIRED: The following procedure is effective for all TCA adult and minor parent 
applicants arid recipients at their first reJctcrmination after July l.j 1997. We rcyognize that it is j; 
paper intensive and may present administrative problems There are very stringent federal 
regulations and requir'iements surrounding confidentiality for persons with substance abuse 
problems. Designing a system to meet these and the legislative requirements surrounding this 
policy.has been a challenging;task. We arc committed to improving and automating this system ta 
the ruOest exjent possible. We encourage your feedback on these jprocedures and suggestions on : 
how to improve them ■

I ? I • I 1 * 4

PHASE I.
'■ I
Face to Face

DSS - NOTIFICATIONS / ASSESSMENT/ CONSENT FORMS
! j

Interview
j ; .................................................................................i ; ;

At application br redetenmination i n t e r v i e w  tor TCA. the Fj A Case Manager: •
! * r  :i I • • j

I Completes an enhanced assessment on each TCA adult and minor parent applicant ■ 
j or recipient as pan of the employment assessment. jThe local depanment'shaJ! add > 
j the following questions to its employment assessment instrument:

. /. 
i

U
•/.

; ; I . - |
Do you feel or has anyone ever told you that yon should cut do^h on your 
drinking or drug me*
Have you ever tried to cut down or quit drinking or using other drugs.1 
Has the use o f alcohol or drugs caused problems in your life such as getting 
or keeping a job 7
Do you sometimes need a dunk or drug first thing in the morning Inn eye 
openerj to steady your nen es or get rid o f a hangover?

I .

:
i
i

I A minor parent included in an adult caretaker relative's TCA application must be 
j assessed using the same questions r e n  tf the mmorlparent is in school and would 
. not otherwise be called in for an employment assessment. Local depanments that 
; require minor parents to sign a family responsibility jplan may include the questions 
j as pan of the assessment for the plan Local depanments may use a more extensive 
; substance abuse screening instrument such as the MAST (Michigan Alcoholism 
Screening Test), as long as they screen each adult and minor parent

j
! ?| | t i t

I
iwc-rv/t lp>h rW.-o,



*• j Informs all adult and minor parent TCA applicants! and:recipien(s about the FEP • !.' • 
■ substance abuse treatment provisions, including the obligation to complete an initial'
I healthjscrecn at the MCO: and has the individual sign a Consent for the;Re/easc of 

Confidential Alcohol and Drug Treatment Information form (Attachment I), r'
I ‘ • ' i j •I I •If the adult orjminor parent TCA customer gives an affirmative answer to any of the 

substpnee abufce screen questions at the employment assessment, the individual discloses a:. •. 
substance abuse problem and requests a treatment referral! or the case manager otherwise;. 
has reason to believe a problem exists, the case manager must: j .

! < ’ j . . I ; .  !
Determine if the individual should be referred for work activities. This must be done 
on a case by case basis based on established local department criteria. If the 
individual meets all other technical and financial eligibility criteria, certify: the 
customer for a four month period. Four-month redeterminarions allow case 
managers to follow-up on MCO treatment rpfemli.

: . i ,i

Indicatje the positive results of the screen on the DSS Consent to Release 
Confidential Alcohol and Drug Screening Information form (Attachment II) to; 
notify- the MCO. Unlike the MCO Consent for the Release of.Confidential 
Alcohol and Drug Treatment Information form jwhich must be signed by ail adult 
and minor parent TCA applicants or recipients, only those TCA adults and minor j 
parents whose screen suggests a substance abuse problem or who self disclose a 
substance abuse problem must sign the DSS Consent to Release Confidential 
Alcohol and Drug Screening Information form.

Provided the customer meets all other technical and financial eligibility factors, issue the 
TCA vvithin 3Q days of the application and authorize Medical Assistance (MA). Forward
the consent fcrp/s to the MCO through the local department MCO Liaison.• *

♦ I After the case manager completes the application or redetermination, he or she files the rccorc 
I copy or copies of the consent form/s in the case record and givfcs the original consent forms

j  and other Jropies to the MCO liaison or designee.
| I * •

♦ j The MCO.Iiaison oj designee checks MMIS II to determine if the customer is enrolled in an
MCO. If enrolled, the MCO liaison or designee writes the name of the MCO on the consent

Forwarding Forms 10 the MCO
i • *

♦ I Each local department has designated or.e person to act as a liaison between the MCOs in theit 
j jurisdictioji and that local department The MCO liaison (or hik or her designee) is responsible 
! for kcepirig controls on the consent forms and forwarding information to the MCOs. The MCO 
! liaison or designee !is also responsible for tracking information on compliance after a customer 
J enrolls in a treatment program.

• w c . r i  / i  • i ice .' .
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forms anjd forwards them to the appropriate VICO. Effective 
MCO enrollment information. DHMH updates this informatioi

I form? in
♦! If the customer has not enrolled in an MCO. the MCO liaison

a tickler file and reviews MMIS II each week until 
individual enrolls and the MCO information is available on N 
fdrv ardsithe original and copies of the consent forms to the a 
jurisdiction.: • i

i , •
The VICO liaison or designee batches and forwards these forms to the MCO weeklvi A list of; 
the Statewide MCO liaisons is attached (Anachment III).
T . I . ; :

j ______

PHASE n . ; DHM H/M CO - SCREENING,TREATMENTiREFERRALS

[June 1997, the M M IS  II reflects.-
h dailv.

I , t •

or designee keeps theiconsent r ; 
customer enrolls. Opcethc 

II. the MCO liaison; 
jpropriatc MfZO in the •

the 
IMIS

i

New MCQ E n ro llecs:
! I : 1 ' !

L . • l
♦ ! Once the|DSS authorizes MA. DHMH issues the MA card and provides the enrollment broker 

j whh a list o f new TCA customers daily. Within five days of notification, the enrollment broker
'• J sends the customer an enrollment packet with a notification toj choose an MCO The packet 

i includes a Health Risk Assessment (HRA) form to be completed when the customer jenrolls. 
i The customer has 2 1 days from the date of mailing to choose an MCO. except recipients in 
j foster care or kinship care who have 30 days from the date of mailing. If a choice is hot made 
! within the specified time frame. DHMH assigns the customer tja an MCO. DHMH provides the 
i MCOs a list of new cnrollces on a dailv basis with TCA recipients identified. Access to 
I customers MCO enrollment status is available in MMIS II.

*
♦ When the*MCO receives an HRA form, they evaluate the customer's need for immediate 

, service Individuals who are considered high nsk (such as pregnant or post-partum substance 
j abusing wjomcn) are scheduled for an initial health screen within 10 - IS days of the MCO’s

receipt of,the HRA form

j If the MCO receives no HRA form or the HRA form indicated that the individual is not at nsk. 
I the MCO shall schedule the new enrollee for an initial health screen with the; assigned Primary 
j Care Physician (PCP) within 90 days of the individual s enrollment in the MCO

All Medicaid cnrollces. including TCA adults and minor parent;, who complete an initial health 
> screen at t’hc MCOjare screened for substance abuse by the primary carc provider (PCP) as pan 
I of that initial health screen

If the screen reveals substance abuse, the PCP refers the customer for a more comprehensive 
substance abuse assessment by a provider qualified to determine the appropriate level and

9 *•** <V1 • lOw-i lmM go /



I

intensity of care needed. If substance abuse treatment is needed based on this assessment, the*. 
PCP or jhe comprehensive substance abuse assessment provider authorized to make treatment 
referrals refers the customer to an appropriate substance abuse treatment provider
! . 1

► When the MCO receives an MCO Consent for the Release of Confidential Alcohol and 
Drug Treatment Information form, the PCP (or designpe) completes PARTI - 
Identification and Treatment Referral of the Substance Abuse Identification and 
Treatment Notification form (Attachment rV). The actual form is still being developed by 
DHR in conjunction with DHMH and the MCOs. The attached draft is a prototype; the 
final form may contain additional sections to accommodale comprehensive assessment 
alternatives. The PCP forwards the original of this form t!o the substance abuse.treatment:

t t _ _ _  -  . . . . .  r  i ll u *  ■ !provider. The PCP also forwards, alons with the referral
provider, a page of the enrollcc’s carbonized MCO Consent for the Release of 
Confidenttal'AJcohol and Drue Treatment Information form.• . f w • •I * -

' 9
• The PCP (or designee) forwards the second copy of the Subsrance Abuse Identification

to the substance abuse treatment

and Treatment Notification form to the DSS MCO liais 
or she refers the individual to treatment services.

on within 30 davs of the date he

» . I * . •
If the individual has a positive substance abuse screen at the initial health screening with the 
PCP but fails to show up for the comprehensive substance abcsc assessment, the PCP (or 
designee) notifies.the DSS. The PCP (or designee) must complete PART I - Identification 
and Treatment Referral of the Substance Abuse Identification and Treatment 
Notification form within 30 days of the of the individual's missed appointment for the 
comprehensive substance abuse assessment and forward it to jhe DSS MCO liaison.

• . 1  If the PCP completes an initial health screen before receiving consent form/s ftom the DSS. or
the cnrollec is exempted from the initial health screen 2$ a preestablisbed patient of the PCP.
and the adult or minor parent TCA recipient screens positive for substance use. the PCP shall
refer the customer for a comprcher.sh e substance abuse assessment. If the results of the
assessment are positive, the PCP or the comprehensive substance abuse assessment provider
authorized to make treatment referral shall refer the customer (to the appropriate treatment
service. U pon receipt of the consent forms, the PCP shall consult the individual's medical
record, complete the Substance Abuse Identification and Treatment Notification form
based on information in that medical record, and forward the terms to the treatment provider
and the DSS as described above.

If an adult or minor parent TC A recipient does r.ot complete the initial health screen within 90 
days of enrollment; and the MCO receives a DSS Consent to Release Confidential Alcohol 

j and Drug Screening Information form indicating that the DSS assessment revealed substance 
; abuse, or that the individual self disclosed a substance abuse problem and is requesting a 
, treatment referral, the MCO shall attempt to administer substance abuse screening and refer the 

customer for a comprehensive substance abuse assessment Ifltne MCO is successful in its



outreach efforts and refers the individual for appropriate trea’tmenr. they shall notify  the D S S  2s  
above. ;

When ajsubstande abuse treatment provider receives a rcferril and consent form fora TCA 
adult orl minor parent from an MCO/PCP. the treatment provider must complete PART II - 
Compliance Notification of the Substance Abuse Identification and Treatment 
Notification forrn to notify the DSS within 30 days if the individual: : .

I

I -i

Is the subject of a referral for substance abuse treatment.
Fails to schedule ar.d appear for initial appointment within 30 days of date of referral, or, if 
no appointment available within 30 days of referral, patient fails to schedule and appear for 
first !availabIe;’appointment. ! ..
Is awaiting ah available vacancy.
Is eryolled in the treatment program. : J 1 i
Ts not maintaining active attendance/participation, or 
Has successfully completed the treatment program.

1 • •

ji
t

• j

Upon receipt of the treatment provider copy of the form, 
- Compliance Notification o f the form to decide if the in 
abuse treatment provisions.

he case manager reviews Part II 
dividual meets FIP substance

> I
If thd individual identified in need of substance abuse treatment meets FIP substance abuse 
treatment compliance the TCA grant continues as long as the individual meets other TCA ’ 
eligibility requirements. The case manager may exempt the individual from work activities 
if determined necessary by the treatment provider The individual is considered in 
compliance if he or she; !

Is awaiting availability of a treatment vacancy,
• Is actiyelv enrolled in an Alcohol and Drug Abuse 
i treatment program, or 

Has successfully completed the treatment program

substance abuse treatmentI

PHASE m ! DSS w COMPLIANCE! t
J » }

* When the DSS receives a Substance Abuse Identification aud Treatment Notification 
form; from the MCO with positive substance abuse iden^fication of an adult or minor parent 
TCA; recipient, and the individual was referred for treatment services, the case manager 
fiagsithe case to expect the treatment provider copy of the form in 30 days.

» if •
!: 
! 1
I '
• 1 1
I ! i •
I •1

I !
r ’ I .

!! 
I :I •
1 :

Administration (ADAA) denned

Local department case managers must place all adult and minor parent TCA recipients 
identified as having a substance abuse problem into redetejminarion cycles of no longer than 
four months At each subsequent rcdetermination, the case manager will review the case 
file for verification of the customer's compliance with FIP



provisions. I th ere is no verification  in th e  case record, t te  case m anacer and lo ca l
department MCO liaison must secure it. Verification requires that the individual's case 
record include the Substance Abuse Identification and Treatment Notification form ■>! 
(Part II onlvj completed by the treatment provider indicating compliance with the FEP 
substance abuse treatment provisions until the substance < buse Treatment provider 
discharges the individual. I

• i
If the individual who; is identified in need of substance abuse trcatmem does not comply, the 
case manacer;sends notification to inform the individual that he or she dees not meet FTP : 
substance abuse treatment provisions. The individual is out of compliance if he or she:

i ; i - • • ■ =,:► . Fails to keep initial health screen appointment at the MCO (after June 30. 1998)
*• Had ajpositivc substance abuse screen at the MCC and has not enrolled in available,

and appropriate treatment; or
Is not attending/participating as defined by ADAAlto maintain active enrollment in 

j the treatment program.
I I I •I ‘ IIf thd case manager or customer cannot verify that the individual is in compliance after 30

days, the caseimanager must remove the individual from the TCA granr. The individual
shall remain active on MA provided he or she continues tc 
For FS purposes, phantom income rules apply

meet eligibility for the program

If the; individual is also the TCA head of household, pay the remainder of the TCA benefit • 
to a third party until the individual provides a Substance .^buse Identification and 
Treatment Notification form from the MCO or the treatment provider to verify' that he or 
she is( in compliance.

I
* IMS. PROCEDURES:
'AJien the Substance Abuse Identification and Treatment Notification form is received, 
complete the following procedures:

I
♦ To identify a case with an individual affected d> the substance abuse treatment provisions, 

on the .IMS 2 form, beside the “Good Cause field, emcf the code "SA" (for substance 
abuse). Applicable codes for “SA" are as rollcv*. s
* | “01“ - when the individual is enrolled n the treatment program
* . "02“ - when the individual is awaitir.? sr. available vacancy.
* ; “OS'* - when the individual has successfully completed the treatment program
•- • ’‘04’* • when the individual fails to enroll ;n appropriate and available substance

abuse treatment
► ? "05“ • sj/hen the individual fatls to muntun active enrollment in appropriate and

available substance abuse treatment



**06” when the Individual fails to complete the initial MCO health screening within 
the lime specified by DHMH regulation (CODE IS ENTERED; BUT '
SANCTIONING IS NOT APPLICABLE UNTIL AFTER 6/30/98)/

When a customer docs not comply with the substance abuse treatment provisions, remove the 
individual from the TCA strant as follows:i* • i •  • •

REMINDER: Shorten the certification end date on the AIMS 2 ta four months for ALL cases 
that have at least one individual who is affected by the substance aSbuse treatment provisions 
(irlcluding those who are in compliance).

J  . ' .  . J  • ? I .THc sanctioned individual remains eligible for medical coverage provided he or she continues to 
meet eligibility for the program.

i* * • *
The case manager must close the household’s medical assistance with the appropriate cobc on the 
DHMH 8000 form if acustomer does not complete the TCA recertification process at 4 months

NARRATE .ALL CASE ACTIVITY.
I i 1

CARES PRO CEDURES :

4en the Suhstnncc Abuse Identification and Treatment Notification form is received, 
complete the followinglprocedures:

To identify a case with an individual affected by the substance abuse treatment provisions, 
enter on the individual’s DEMI screen in the HOSPITAL field:

“SA l" - when the individual is enrolled in the treatment program!

}

On the AIMSj 2 , close the individual using the following codes:
► 1 .094 - ivhen an individual fails to complete the initial MCO health screening within I !•:■

i the time specified by DHMH regulations (NOT APPLICABLE UNTIL AFTER 
i 6/30/98) ■’ • 1 • ■ I ■ V.* * | J  ̂ | i ? *"

• : 095 - when an individual fails to enroll in appropriate and available substance abuse
i treatment• I i . 1 *

. - ; 096 - y*hen an individual fails to maintain active enrollment in appropriate and
available substance abuse treatment.

Ifthe:non-compliant individual is also the head of household, add a third parry payee by
entering a “Y” on the AIMS 2 in the alternate information field 14. On the ADIS 2/3 C.
enter the representative payee’s name.

; Subtract the new TCA benefit amount from the TCA amount received prior to the sanction.
Enter the difference on the AIMS 3 in the Unearned Income section as type Flp.

9

I



"SA27 - when the individual is awairins an availaqlc vacancy. •’-  . r  ) J

“SA37 - when the individual has successfully completed the treatment program. 
*’SA4'1 - when the individual fails to enroll in appropriate and available substance 
abuse Itreatment. • . j .
“SA5'{ - when the individual fails to maintain active enrollment in appropriate and 
available substance abuse treatment.
-SA6’| - when the individual fails to complete the initial MCO Health: screening . 
wiihinithe time specified by DHMH regulation (G DDE IS ENTERED, BUT
r  . \  rc xrr\T  s nnr i r  \ o r  r  ! i>rrrr a c t e t >  c i z h i a 9 \  i ISANCTIONING IS NOT .APPLICABLE UNTIL AFTER 6/30/98).' I

When a customer does not comply with the substance abuse treatment provisions, remove the 
individual from the TCA grant as follows:

4!

4. On the CAFI screen, press PFI3 and enter the appropriate text and CQMAR cifarion:
For SA4 - “^INDIVIDUAL'S NAME> F.AILED |TO ENROLL IN 

' APPROPRIATE AND AVAILABLE SUBSTANCE ABUSE TREATMENT 
COMAR 07.03.03.15E(l)(b)"
For SA5 - “<rNDI\TDUAL*S NAME> F.AILED (TO MAINTAIN ACTIVE 
ENROLLMENT IN APPROPRIATE AND AVAILABLE SUBSTANCE .ABUSE 
TREATMENT. COMAR07.03.03.15E(l)(c).'* |
For SA6 - ‘̂ INDIVIDUAL'S NAME> FAILED TO COMPLETE THE;INITIAL 

I MCO HEALTH SCREENING WITHIN THE TttjfE SPECIFIED BY DHMH 
I REGULATION. COMAR 07.03 03 15E(l)(a)." (NOT APPLl'CABLEjUNTTL 
j AFTER 6/30^8.)

•I 1
If the non-compliant individual is also the head of househojd. add a third party payee to the 
AREP screen for TCA with Rep Type “P I" and issue an EBT card to that person

* _ i t
REMINDER Shorten the redet end date to reflect the required four month certification period for 
ALL AUs that have art individual affected by the substance abuse treatment provisions (including 
those who arc in compliance).

! 1 :

I :I i
i .

Enter on the non-compliant individual’s UINC screen the amount o f the sanction (the 
difference between the amount of the grant for the household size uiththe individual and 
without) as: • I ;
► i “OA” 'Other Countable. Cash Only) - The grant vjill then be in,The correct amount

i for the s* nctioning and still allow medical coverage.
j j ! AND | j j •

► : "OF* (Other Countable, Food Stamps Only) - This will maintain the FS allotment at
• the level prior to the sanction.

► ? Enter VOT” for the verification amount and "A C  for the frequency.; !



ijie  sanctioned customer remains eligible for medical coverage pi OYided he or she conn iucs to 
rrjeet eligibiltty.for the program.

NARRATE ALL CASE ACTIVITY. 

t.^QOTRIES/FEEDBACK/StJGGESTIQNS:

CaJl or write: Phvliss J. .Arrington. FIA Policy Specialist
• Office of Policy and Research 
; 311 W. Saratoga Street 
; Room ~ 6-12
• Baltimjore. MD 21201 
i (410) 767-7079
I • '

C ill Joyce Westhrook on (410) 767-8735 for CARES / AIMS incuirics

ci: .= DHRiExecutive Staff 
DHMH Executive Staif 
FIA Management Staff 
FIA Trainers 
Constituent Services 
OIM Help Desk
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A T T A C H M E N T  I
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: C O N SE N T  F O R  T H E  R E I EASE OEj
C O N F ID E N T IA L  A L C O H O L  A N D  D RU G  T R E A T M E N T  IN F O R M A T IO N  

by ,'M anaged  C a re  O rg an iza tio n s  to  D epartm ents o f Social Service*
:

DSS O tllcc :.
! .

1 I
J . ! • t •
• \ <
* i

[authorize the managed care
1tPrint name o f adult or minor parent TCA applicant or recipient! j j ; ,

organization that I ant o r wiil be enrolled in t'the MCO*’-. a provider chosen by the MCO. â id any provider that I maybe referee tq for- < 
<ubsty.ee abijse assessment or treatment, to report to the Department o f Social Services ( ‘ CjSS") otftee named above tne miomuuon li sjed . 
below if it ha# thif ini'ormition about me: , I ! • • 1 !

t ! ; • . I j . | *, f .  f r
That 1 failed to apoear fcr an initial appointment scheduled bv rnv MCO within 90 pat s o f enrollment. (This provision elective after 

.• ; W  30. 1998.5 { : ' | { J { ‘ !
! [; . . . . . ! : s : | ,,.j

Thaj my jnitiol substance abuse terwen, follow-up diagnostic testing or treatment bv the MCO or ooe o f its providers shows ihef E 
t have a substance abuse problem: I j : • •

. i • j ■ t; Thoj I did not keep an appointment for a comprehensive substance abuse assessment ordered by the MCO or one o f its providers:
.• i J  . • j  • .:That a comorehenstve jubstar.ee abuse assessment indicates that I am not in need ot substance abuse treatment.• ' • . t . .

1 ' Ifhal the MCO or one ot its providers has reterred me for substance abuse treatment;
I I ’ ’ * .. I • •That j  >ub stance abuse treatment pro'ider has received mv consent form ar.J referral for treatment from the MCO or one o f it*
L j  * . ■ ’pioihccTS. :

•  : Thai I did not schedule or appear for my first appointment for subsunce abuse treatment because I:1 I
• j did not schedule the first appointment within IJ  days o f referral; or
• ' did not. within 15 days o f the trussed appointment, make a r.ew appotntmd.it: cr
• i did not appear for an appointment 1 made to make up for the missed appointment.

•  That 1 m  waitine for there to be room for me in the kind o f substance abuse treatment p ro o x n  I was referred to: >i • rI . • i * ••  That I an  enrolled in a substance abuse treatment program that I was referred to by mv MCO; •
i *•  That I am r.oi 'actively enrolled* in a substance abuse treatment program (because I have not come to the projram i  sessions or 

appointments on a regular basis): and • i
j i I ; !

•  That 1 vJccerorullv completed the substance abuse treatment that I was referred to J
|  * ’ ; • . . . . . .  « J .  _  _  ! :This re.ease i» necessary to comply with .State law which requires that this information has tb be reported a vocr local DSS orttee it you ere

' come to receive Temporary Cash Assistance (TCA) benefits.
i ( ! •

| ! understand t|iat my records arc protected under the federal regulations governing Confidentiality o f .Alcohol and Drug Abuse Patient Rjeccrds, 
a2 CFR Part 2. and cannot be reponed to am one without my written consent unless those regulations provide otherwise { also understand that 
I cm cancel this consent at bay tune, trot the cancellation will nat apply to the past acts of someone who was covered by this consent at die time 
and relied on It: if Edo cancel this convent. I could lose mv TCA benefits In invca«e. this consent svi|| automatical!! b* canceled when my
TCA bencitsjemJ

. !t •
Dated •____ I
I

I I
(Signature o f adult or minor parent TCA applicim: or recipient)

I 1 !! • • PROHIBITION OF KI DHt LOstRC [ 1 ,
’• tr ie n m tio n fu i h s c n e n e le w j !<»«*« o w n pmMiSb fiUrxI aarC iJm tnl.w  rwtn <aj C IZ  tu n ! )  |T \ f  itU m l ru !«  pnrfubti tUr.Vt e .K tssw ro tu> u  

•imui'on uftiro «»pr«MU purnuncii ow wmunceftWtr. ofdw pci** i j “ i w  >t p»ns.*j tx si «vt*\i« J J Cfit Psn 2. A t*n«il suvswusuti fwO* h!«w»
.•I rwCisI •» oO>ir tiU!*rm*iirn u  m i  iudi:i<nMg« ih.i pur?, w T \/ Jt&itsi ru in  f f t so o  i*v u i« »lOi# iriefmsi*«n i>» .rerjns.u im m ' j u i  aa> s l . s h i lw e r u f

»r outrun iui>in. |
I I * *

I



.A T T A C H M E N T  Q

DEPARTMjENT OF SOCLAL SERVICES

CONSENT TO RELEASE CONFIDENTIAL ALCOHOL AND DRUG 
SCREENING INFORMATION TO CoSlPLY WITH [ 

THE WELFARE INNOVATION A C J OF 1997 •

CUSTOMER NAME

Managed Care Organization

blA  CASE *1

t

authorize
J : (Print name of aduJt or minor parent TCA appl cant or recipient)

ie Department of Social Services (DSS) to disclose to the Managed Care Organization specified 
above, in which I am enrolled, the following information:

• * I » I
Q The results of substance abuse screening performed dunne the employability assessment at the 

DSS oiuce are positive.
! ‘ ‘ •I •

' • □ I  acknow ledge  that I have a substance abuse problem and reauest a referral for Treatment.

i  . . . L . , • ‘ J  'The purpose of the disclosure authorized herein is to comply witn the State law requiring 
disclosure of this information in order to receive Temporary Cash Assistance benefits under the 
Family Investment Program.

I {understand that my records are protected under the federal regulations governing Confidentiality 
of Alcohol and Drug Abuse Patient Records. 42 CFR Pan 2. and;cannoi be disclosed without my 
written consent unless otherwise provided for in the regulations jl also understand that i may 
revoke this consent at any time except to the extent that 3c:ion has been taken.in reliance on it. 
that if I revoke my consent. I may lose my Temporary Cash Assistance benefits, and that in any 
event this consent expires automatically upon my termination from the Temporary Cash Assistance 
Procram. ■ . :

Daied:_
(Signature of adult or manor parent TCA applicant or recipient)

• I

j Prohibition of Red lidoiu re
i • , I . . . , *This miornutton has been disclosed W sou Ixom record* protected t* Feceral oonndcnnaliry rules (42 CFRpart 2) The 

Fade:! rules prohibit sou frctn making any fimher c:idosu« ul ih s  aucrr.atio.'junless further ducloruxe is express's 
pertained by the written consent u f the person to whom it pertain> uf a» ethers'isc permitted by 42CFR pan 2. A general 
authorization for the release o f medical or other information is NOT «u£*ictfnt fcr this purpose The Federal rules rc itrci 
anv 0f  the information to criminally investigate or prstecutc an' alcohol or djug treatment patient
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S U B S T A N C E  A B U S E  ID E N T IF IC A T IO N  A N D  T R E A T M E N T  N O T IF IC A T IO N  :

I > i ■ • r I I •___    ' . . •

1 A TTA CH M EN T IV

P A T IE N T  N A M Er T * M A  C A SE  H

Local Department of Social Services/Office,.
*

cted bv M CO or PCP)

ap p o in tm e n t schedu led  b *  M C O  o r
I

• ! I

I •

P A R T  I -  ID E N T IF IC A T IO N  & T R E A T M E N T  R E F E R R A L  (To be comp
I f : . . ; .r # ; f .

1. A t* « r J u n e j jO  1998, failed to appear for Initial health screen
P C P  w ith in  90  dav» o f  en ro llm en t

i f  L • •
I/! 2. S u b s ta n c e  ab u se  p ro b lem  ind icated  by  positive in itial screen, follow-up d iagnostic  te s tin g , o r

! ; ;  t r e a tm e n t  ’ !
I f .  •* 2I •□ ! 13. Failed  to  keep appointm ent for  comprehensive substance abuse assessment
! I

J ,  . : J .  C o m p re h en s iv e  assessm en t Indicates p a tien t not in need of substance  ab u se  tre a tm e n t
'I I ' *

Zl: 5. Patient referred to: I
(substance abuse treatment p ropam )

on
Date 1

(Signature o i M CO/PCP D csio 2« |

P A R T  U  - C O M P L IA N C E  N O T IF IC A T IO N  (To be com pleted by substance sbuse treatm ent provider)
i I

a !
y

1. D ate tre a tm e n t  p ro v id e r  received cuaseo t fo rm  a n d  referra l from  M C O /P C P _________________
2. P a tie n t fad e d  to  schedu le  o r  e p p e a r  fo r  in itia l app o in tm en t by;
— n o t sc h ed u lin g  an  in itia l ap p o in tm en t m th in  I f  days of re fe r ra l '
— n o t a p p e a r in g  for sch ed u led  in itial ap p o in tm e n t an d  thco oot rc tth c d u lin g  w ith in  15 days o f  the  

m issed  a p p o in tm e n t; o r
— n o t a p p e a r in g  fo r a reschedu led  m in e d  in itia l app o in tm en t

A w a it in g  a vailab le  v a c a n c y

: : . I
J :  4 . E n ro lled  i r i tr e a tm e n t p ro g ram

I

A^m usion do ts ;
 :----------------

P atien t a b le  to  w o rk ?  J  YES Z lN O
I \I • •I i

5. Noi m tiA ju ln in t * c ti\ c
•ttrm Jan ce /p artic ip a lion

□

6s SucceiifulN completed program ;
i '  * 2

D dchar^t date_

(S ie u tu re  o f T h u a n en t P rovider t Date

» ti a. » c n# UWd 1439 :̂00 L66!-S!-R0
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• ib l in g *  12nd degree! .  g ree t  •grtntJoerenc* Clrd degree! ,  unci## o r  
sun ta  (3rd degree!. nephew# or ruceea Ord degree!, g re e e ‘g re e t  
g randparent• (4th  degreel.  g ree t•une le t  or ounce U th  deg ree ) ,  d ire  
coueine (4th  degree!, g r e e f g r e e f g r e e t  grandparent# (5t h  degree) ,  
g re e t -g re e t  unclee o r  t u n t i  (5th  degree), ar l i r e e  caueine once 
rewcrved (Slh degree! . (A Ciret cewein once re rw e d  ie  th e  Child uf 
e pereon 'e  ( i r e t  eouein.!

d
111 An applican t who i e  e  parent* per ton ney apply f o r  PPMd/TAWf

benefit#  for e ch lld (ron)  end 111* or hereelC es A needy parent* 
p e t m .

OI t to fneedy caretaker#  and/or parent p a t ro n *  ahali  e lno  be
e l i g ib le  to  apply fo r  » rw /T i* )  benefit* fo r  the c h i ld re n  in  
t h e i r  ca re .

i i .  Ipouaea of any p e n s n i  M M f In the above grosn *  *ay be con»i da red 
■ p e ra n i-p a r iM i '  even though the marriage re* b«*o te rm inated  by 
death  or *»»•»•#.

l e i .  Under Mee .ter#ey le e ,  r e la t iv e #  at percane Who adopt ch i ld  .<! became 
l e g a l ly  re la te d  to  each edopted children to  the a one e n te n t  that 
they  ere r r le tc d  to  na tu ra l  ch ildren  of the edcgtlna p a te n t .

( t i  Corpoeician of the e l i g i b l e  wruj/aa e**ietence u n it  le  a* follow*!

1 . The v n u / e a  •#■«•<.#*■■ u a l t  ehe ll  be carprieeo o r  ene or r a r e  perron*
In a o i t  ceeee. a t  e t l l  co n a i t t  of a t in g le  U d lv ld u l t ,  ! •  peer#  at age 
o r  over, or e ram.ple without dependent ch ildren . in roam end board o r  
r e s id e n t i a l  i r e a ia a a i  aiteetiiMi*, each perton lc an e l i g i b l e  u n i t  of 
an* In e l l  o th e r  lU iM tlM * ,  the e l ig ib le  e c d c te n c a  u n i t  eh e l l  
corveae* of i

I .  The a p p l ic a n t / re c ip ie n t j

• a. The apouae of the e p p l lc * n t / te c lg la n t  who llwee In the heoe unlee# 
the  apouae ie  rece iv ing  t i l  o t  public  aeetetencc (Krw«h another 
progreat; o r .

H i .  The peraan witn waern the e p p l lc e n t / re c ip ie n t  live* e# e uaupl# (but 
only I f  th e re  wj» # p ra > lp j i  h ie to rv  or curren t h te to ry  of a .p p e r t i  
uni##a aacn per#on i# rece iv ing  H i  or  public  e»»>#»#aee thteugh 
Another pro)re* .

be concldered  in  he e a a u r i  e f  the WTWJrTAjrT or wftO/CA aaa la i####  M titei

1 . won-neeoy ca re tak e rs ,  e»c«pt th * t  the e l i g i b i l i t y  a t  • dependent ch i ld  
• n a i l  no t be e f fe c te d  by the income er  resources e f  e nee-needy 
c a re ta k e r i

13 i*c• l .* Ind iv idual*  I n e l i g i b l e  f o r  * n o  1H*T/OA

<a) The follow ing p#>»>>e e h e l l  not be end * h # l1 eoc

*
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2. Supplemental Security Incur* recipients. e.ieapt for the purpooee of 
receiving enorgency resistance benefits;

] .  I l l e g a l  a l i a n c ;

4.  Other a l i e n s  who t t «  not e l i g i b l e  <l i *aa aa d e f i n ed  i n  M. J. A. C.  1 0 ;JO* 
3 . 1 0;

5.  A p oi c on  ebaant f ro n tha hon* who la i ncar cer at ed In a F e de r al ,  s t a t e ,  
c o u nt y  or  l o c a l  c o r r e c t ! * *  f a c i l i t y  or under cne c us t o d y  o f  
c o r r s c t i u n e l  a u t h o r i t i e s ;

a . A porcon who i s  f l u t i n g  t o  a v o i d  prosecution.  cuetody or c c n f l n c M n c  
a f t e r  c o n v i c t i o n ,  undai tha law* o f  tna j u r i e d l r e i o n  ( r o *  wnleh the 
paraon ha a f l e d ,  f o r  a e r i r a  or  an a t t ar p t  t o  c* » i t  a crlma wruch la a 
f a l o n y  or a high nladanaanor under the lawa o f  tha j u r i t d l c t l o n  freo  
which tho pereon has f l e d ;  or l a  v i o l a t i n g  a c o n d i t i o n  o f  p ro b at io n  or 
p ar ol # irrpoecd under f ad a r a l  or  State law;

i .  Under the l ava o f  tha State o f  Paw Jeraer.  a c r l * e  i t  a a ri n a d  e t  
N . J . S.A.  3Cil*S(el  aa *an i n d i c t a b l e  o f f c n e a . .  . f o r  wnleh e acr.ter.cc

• o f  t n e r i a m t e n t  in eaceea o f  f  nootno la a u t h o r i a e d . *

r / 7 .  A peraon c o n v i c t e d  on or  a f t o r  Auruac 31. 1JSC wadar raOaral or  Stata
law o t  Any o f f c s a a  which l a  c l a s s i f i e d  aa a f al on y .  hi gh a U d i n c u m r  or 
crloe, under the l ava o f  the Jurisdiction Involved and which ha a aa on 
a l t a a a t  tha d l a t n b u t l i u i .  poaaaraloa.  er -ita c f a c o n t r o l l e d  eubstsncr 
a t  d o f l n a d  In s e c t i o n  131 U l  o f  th« faderal  •Ce a ir ol le d  Swbatsnces 
Act *  131 O.S.C.  Section ao> i « M .

1 .  Under the lnwa o f  thw a t a t a  o f  P aw  J c r a e y .  a  c r i n e  l e  d e f i n e d  * c

i t .  A pereer. c o n v i c t e d  cn or ar eor  Awquat 13. 1SJS or any ouch o f f c n a e  
which he I ea an eleeer.t  the p o a a a an o n a t  u»« o n l y  ot  Such a 
c o n t r o l l e d  avbetanca —i y be e l i g i b l e  tor  h o n e f i t a  1C the p c r t o o  has 
m . c i i f u l l j r  l o r p l e t e C  a d rug  sbuee a n a a n t  p r t g r t t  l l c e n i a d  try 
tha Stet a o f  * •»  Jareey oapertnent o t  Wealth and Senior S e r v i c e s  
iPHSSl. a t  tha c o n c l u s i o n  o f  winch tho perron ie c e r t i f i e d  drug f r e e
b y  an a u t h o r i l a d  o ro gt cn  r e p r e s e n t a t i v e .

j /  111 e l i g i b i l i t y  f o r  b r n e f I t i  s n ai l  coonance upon s u c c e s s f u l
c o l l a t i o n  o f  11.a t i n t l . i ’wd ragwtraoenta o f  the  Dn ll  l i c e n s e s  
•Lrue t r a a t o e n t  r r o g i t n

y  131 EKifiaj the  f l r e t  (0 deya a f t e r  awccaaerul c ompl et ion Of the drug 
t • a i i M F i  p r o gr tn  or at  th e t i o e  o f  a p p l i c a t i o n  or  c e s e  
• •deier»lrtat  Ion, i t  m t i  Ua eacamlneO,  v i e  t e e t i n ?  Cy t n  e n t i t y  
d e s i g n a t e d  fey O n .  t ha t  t he  person l a f r e e  o t  s a y  r o n - p r e i C I i b a d  
c o n t r o l l e d  e u a i t s n e e . i t  the pereon i s  d e t e m l n e d  n e t  t o  t v  
f r e e  o f  any c e e t r o l l e d  aubtrance during,  or s t  the COQClUtiCh 
• f ,  tha (0 d a y p e r i o d ,  the pureon a e l i g i b i l i t y  f or  b e n e f i t s  
s h a l l  be t c r « i M i * t f  t * h > n u i a l y .

I

I
N . J . S.A.  3 C i l *e f al  aa *en in d ic t a b le  offanaw . . .  f c r  wnich a 
s en ten ce  o f  Lmpritcnnent in  asccaa o f  < « * n h a  l a a u t h o r i s e d . *

10 •
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/  ia) B e n e f i t *  cannot be granted nr r e i n s t a t e d  u n t i l  tha person 
complete*  another d n y  treatment program, and remain* drug 
f r e e  Co r  a minimum o f  «o day * and i e  determined v i a  c a s t i n g  
t o  be f r e e  o f  any n o o- pr sc c rl b ed  c o n t r o l l e d  s u b s t a n c e .

I .  A pereon found,  on or a f t t r  August 2 2 .  11J«,  t o  have w i l l f u l l y  and 
K n o w in g ly  f r a u d u l e n t l y  m l s r t p r e s s o t s d  hie  o r  her r es i de n ce  i n  order  t o  
o b t a i n  l e e a a e t e e t e d ,  p u b l i c  aeai at an ca b e n e f i c e  i n two or  more s t a t e s  
or j u r l e d i e t i e n a .  e h e l l  be i n e l i g i b l e  to r  b e n e f i t s  roz a p e r i o d  o r  10 
y e a r s  from the dat a o f  c o n v i c t i o n  I n  a  f e de ra l  or s t a t e  c o u r t .

j .  A p er son  who, a f t e r  J u l y  1.  1197 and p ro vi de d that  the p e r s o n  has 
r e c e i v e d  w r i t t e n  n o t i c e  I n f o m i n g  then o f  the  m o  d i s q u a l i f i c a t i o n  
p e n a l t i e s ,  i n t e n t i o n a l l y  nat es  a f a l o e  or a l s l s a a i n g  etatament or 
e U s r e p i e e a a t e ,  c o n ce a ls  e f  withholds f a c t a  f a r  tho purpoeo o f  r e c e i v i n g  
b e n e f i t #  e h e l l  be i n e l i g i b l e  f o r  b e n e f i t s  f o r  a p e ri o d  or  e l x  month* 
f o r  tha f i r a t  v i o l a t i o n .  12 month* f or  the eecond v i o l a t i o n ,  and 
permanentl y f a r  tho t h i r d  v i o l a t i o n .

10. m  a d d i t i o n  t o  1 through 1 abov e,  pereonf found e l i g i b l e  t o r  o r  « * o  ar * 
r e c i p i e n t *  o f  vrhJ/TAhf. or who have been found i n e l i g i b l e  f o r  aucn 
program* due to  v o l u n t a r y  r e f u s a l  to  comply wi th prograo requiramenca 
e h e l l  ••#« bo e l i g i b l e  f o r  VTMJ/QA e e e l e v e e c t .

lb) w r v j  bone f i t *  e h ol l  not  be payable for any eonth In which any i n d i v i d u a l  
i n  tha a e a i a t a n c a  u n i t  i e  p a r t i c i p a t i n g  i n  4 e t r l t e .  The i n d i v i d u a l  who 
l a  * t r i t e  i s  i n e l i g i b l e  f o r  b e n e f i t s /  h o v ev er .  o the r s ende rs  o f  tho 
asal ecamre u ni *  remain e l i g i b l e  f o r  b e n e f i t * .

1 .  The t e r *  ' e e r i k o *  i a c l u d e *  any e t r l t e  or Other concerted acopps ge  o f  
work b y  .«g»lojm«* ( in cl ud ing a stoppage by rceecn o r  e e p i r a t i o n  o f  * 
c o l l a c t i v e  ba rg a in in g agreement) end any conc er te d i n t e r r u p t i o n  o f  
o p e r a t i o n *  b y  oegili/yee*.

I .  The term ’ p e r i l t I p e t m g  i n  e e t r i t e *  mcana an ac tua l  r e r u a a l .  i n  
c o n t o r t  w i t h  o t h e r s ,  t o  p rovi de e e r v l e e *  t o  o n e ' e  t i g l o / t r a .

I .  t i a ^ ) l « i  e f  n o n - e t r i b e r s  who e re  e l i g i b l e  t o  p er t  i c i  p e t *  *n the program
l i i cl ude ,  but  aro not  l i m . t o d  t o :

1 .  employees vim* werkplece te cieee.1 >'f an m g i e y a r  in n r d l r rn
r e s i s t  t h *  danandt o f  ar ployoa*  i f o r  esamplo,  J ni k o u t l .

I I .  Bigiloyeoo unsoio t o  wort as  a r s s u l t  o f  e t s i b i n g  w y l w y i e i  ( f or  
• e i e p l * .  truce d r l v o r c  who ar * s ot  working herewee e t r i h i n g  p r i i a m n  
p r o v s n t  newspapers t r v  b e i n g  p r in t e d ) t  o s ,

i l l .  S r p l t f s e i  who s r o  not part  o f  i t *  b a rg a i n i n g  u n i t  on s t r i k e  who do 
n o t  want CO c r oe a  the p l o e t  l ine  Owe t o  f e a r  o f  p e r s o n a l  i n j u r y .

l O i t C ’ l . f  O a r i o l t l o n  o f  oAploytDi o/wneapicyaAie p*r*<v>* i n vrpj/QA

(al D e f i n i t i o n  o f  employable/unemployable person* f o r  d e t a r e l n a t i o n  o i  payment 
l o v o i ,



S6YT BY:
a

3- 3-97 :10:55AM : 603 588 7240- 606 244 8001:» 5/ 7

SUBCHAPTER 2 NON-FINANCIAL ELIGIBILITY REQUIREMENTS
10:90*2.8 IN D IV ID U A L S  IN E L IG IB L E  F O R  W F N J  TA N F/O A  
10:90-2.8(a)7 D r u g  F e lo n s

C ross- refe rences : D F D  In s tru c t io n  N o .97-1-10 
D F D  In s tru c t io n  No.97-3-8

C a th  assistance w ill b «  d e n ie d  to  a n y  p e rs o n  co n v ic to d  o n  or oftor A u g u s t 22. 1666 of 
a n  o ffe n s e  w h ic h  h a s  a s  a n  e le m e n t  tho d is tr ib u t io n , p o s s e s s io n  o r  u s e  o f  a  c o n tro lle d  
s u b s ia n c e  a s  defined In section 102(6) o l th e  F e d e ra l ‘ C o n tr o lle d  S u b s ta n c e s  Ac1‘ a nd  
the c o n v ic t io n  was:

s . In  tho  c a s e  o f a  c o n v ic t io n  or c o n v ic t io n s  u n d e r  m e  lews or m e  S ta te  o t New 
J e rsey , o f  a n  o ffe n s e  d e f in e d  e s  a c r im e  u nd e r N .J .S .A  2C:i- s(a) ( in  g e n e r a l, for 
New Jersoy, a e r n e  Is  d e f in e d  a s  u n  o ffe n se  tna t is  in d ic ta b le  a n d  tha t c a rr ie s  
t)u> p o te n t ia l for a  s e n te n c e  o f im p r is o nm en t in  e x c e s s  o f s ix m onths); or

b. in tho  c a s e  of a conviction o ' conviction* under Federal lew o r me tews of 
a n o lh e r  S ta te , o f a n  o ffe n s e  c la s s if ie d  a s  a fe lo n y  o r c r im e , a s  a p p ro p r ia te , In  tne 
ju r is d ic t io n  in v o lv e d

A p e rs o n  e o n v /c fe d  o n ly  o f  p o s s e s s io n  OFU99 o f  a c o n t ro l le d  s u b s ta n c e  mev be  
d e te rm in ed  e lig ib le  f o r  b e n e fits  i f  h e /s h e  s u c c e s s fu l ly  c o m p le te s  a  d ru g  
treatment p n > a ram M ccn sc d  h r  the H e *  J e r s e y  D ep a r tm e n t s !  H M t h  n n d  S e n io r  
S o rv ie o e  (N JD H SS ). (A lis ting o f N JD H S S  tx x n se d  drug treatm ent program s fo llow s 
ih is  section). However such recp.-ent must test drug frr* j during the fo llow ing 60-day 
ponod after com pletion of me program or pub«c ess.stance benenis w ill be term lneteo 
If the red p ie n i does not lest drug free and is term inated from  W F N J , in order to reoppiy 
and be determ ined elig ib le, n e  client must complete another ic e n se c  drug treatment 
p ro g ram  and lea l drug free  for a per od of sixty days before e l ig ib i l it y  for
W FNJ/TANfVG A can be established Thoroforo. in o r d o r  to begm o r continue  receiving
W F N J  benefits, tho ind ividual must submit to  d rug  te s t in g  b y  a  D F D  approved vrttdy
that must c e rt ify  that the  ind ividual is  drug fr re

B e n e f its  m a y  b e  is s u e d  d u r in g  th e  first £0 d a y s  after c om p le t io n  o f the  d ru g  trea tm en t 
p r c g rom  or at th e  t im e  o f a p p lic a t io n  or r e d e ie rm m o h c n  a s  a p p ro p r ia te  rt th e  d rug  
tre a tm en t p ro g ram  h a s  o lre o d y  b e e n  com p le te d  b y  th e  in d iv id u a l, bu t it  m us t b e  
d e te rm in e d  th ro u g h  t e s t n g  tha t the  in d iv id u a l is  d rug  free  Fa-turg c f  tn e  d r u g  tes t w ifi
ro su it m  te rm in a t io n  0r W F N J  b e n e f it s

O FD  d o e s  n o r  y e f  n e v e  a d ru g  to tt in g  e n t ity  ir, p la c e . T h e re fo re , In  tn e  in te rim , 
a p p lic a n ts  and re c ip ie n ts  w h o  n a v e  c o m p le te d  a N JD H S S  l ic e n s e d  d ru g  
t re a tm en t p ro g ra m  w h o  a r e  o th e rw ise  e lig ib le  m a y  b e  g ra n te d  W F N J  b e n e fits .

2 0(a)7 .1
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P e n d in g  th e  e s ta b lis h m e n t o f  the  d ru g  te s tin g  p ro c e d u re s , c o u n ty /m u n ic ip a l 
agenc ie s  s h o u ld  m a in ta in  e  lis t in g  o f  a l l  su ch  in d iv id u a ls , s o  th a t w hen  the  
f e t i n g  p r o c e d u r e  Ie In  p la c e , su c h  in d iv id u a ls  c an  be  r e fe r r e d  f o r  d ru g  te s t in g .

T h e  a p p lic a n t/ re c ip ie n t  m ust b e  g iv e n  the  W o rk  F ir s t  N o w  J e r s e y  D ru o  T r e a tm e n t  
R e p o r t  F o r m  to  tek e  to  th e  N JD H S S  lic e n c e d  c en te r  w h o re  he/she  is  c o m p le t in g  o r no s  
c o m p le t e d  Ih e  d ru g  trea tm en t p rog ram  for d o c um e n ta t io n  a n d  v e r if ic a t io n . T h is  
c o m p e t e d  fo rm  Is  to  DC re ta in ed  In  the c a s e  re c c rd  f ile .

A n  A f f id a v it  o f  W o rk  F ir s t  N e w  J e r s e y  N o n - C r im in a l it y  m us t b e  c o m p le to d  by  the  
a s s is t a n c e  u n it  app lic an l(s )/ rcc jp ie n ls (s)  at t im e  o f a p p lic a t io n  end  rede le rm ina t> on . 
T h is  s e lf- d ec la re  I io n  fo rm  m ust b o  a tta ched  to the  a p p llc a t lo n / re d e te rm ln e t io n  form  a n d  
r e ta in e d  In  tn e  c a s e  re co rd

If th o  a p p lic a n t/ r e c ip ie n t  <s u n su re  o f h is/her o r  any  a s s is ta n c e  u n it  m e m D e r  s sta tus 
w ith  r e s p e c t  to  th e  s ta tem en ts  o n  the  a ffidav it, th e  w orker s h o u ld , a lte r tho 
appiicant/nac>pient s igns the form , have the chcnt note the uncertainty o f  the ir status on  
th e  fo rm . T h e  a g e n c y  s h a ll fo rw ard  a c o p y  of th is ty p e  o f c o m p le te d  a ff id a v it to th e ir  
D F D  f io td  r e p r e s e n ta t iv e  for fo llow  jp .

P lo f ls o  n o t e  tn e t for F o o d  S tom p  p u rp o s e s  cn ly . Q u e s t io n s  re g a rd in g  th a  ODOve 
p r o v is io n s  a r e  o lr c o d /  in d u d o d  m  the  PA-1J e n d  th s  ^A - IJ fA ) . T h e s e  fo rm s w ill b e  
m o d if ie d  in  th e  l l ’f u .  Ic  re flect th e  a p p lic a b ility  of tn o s o  p ro v is io n s  to bo th  W F N J  a n d  
th a  F o o d  S ta m p  P ro g ram .

In e l ig ib i l i ty  f o r  cash  assistance a v a  r e s u f l  c f th a  g ro y .s tp n s  retatod 1o dreg c o n v , r t . o n t  
Wii.i n o t  n d v e r s e l y  affect the individual's M.ad-C*d e ^ b - i i f r .

SW1r|VA*clM
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VFNJ.IO 
(NOW 7- 1 7)

W O RK  FIRST NEW JERSEY  DRUG TREATMENT REPORT FORM 

a g e n c y  ___    ______________________________ —- ______________________

CASE NUMOER   . . SS NUMBER--------------------

CLIENT N A M E ___________________________________________________________________________________

Certification  by D rug Treatment Facility

NAMF. OF TREATMENT
CENTER -------- --------------------------------

STATE OF NF.W JERSEY I ir.FNSet) REGISTRATION NUMflPft _
ADDRESS _______________________________________________________

3- 3-97 :10 :55AM : 609 588 7240- 606 244 8001:* 7/ 7

TELEPHONE NO. CONTACT PER SO N ,

u a i c  m D M iw cN i c c v w i  
TACATMCNT P R O O R A M  COMPLETED? YES NO IN PR O G R E SS

OATE TREATM ENT CONCLUOED
TYPE O r  D R U G  PROSCCM

SU B SEQ U E N T  TESTING DATE
RESULTS? POSITIVE NEGATIVE

SU O SEO U EN T  TESTING OATE

R E SU LT S 7 • POSITIVE NEGATIVE

A ufH O R I^FD  a g e n c y  h e f h g s g n t a t iv f . s ig n a t u r e
I (Ml INi !«►•>.» it tin* MCtf'tU

DATF.

wj' an
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1 jurisdiction from which the person has fled; or is violating a condition
2 of probation or parole imposed under federal or State law;
3 (7) a person convicted on or after August 22, 1996 under federal
4 or State law of any offense which is classified as a felony 1 or crime.
3 as appropriate. 1 under the laws of the jurisdiction involved and which
6 has as an element (he possession, use. or distribution of a controlled
7 substance as defined in section 102(6) of the federal "Controlled
8 Substances Act" (21 U.S.C.§802 (6))l:_cxccpuhni a person convicted
9 of anv such offense which has as an element the possession or use only

10 of such a controlled substance mav be eligible for benefits if the person
11 has successfully completed a drug, treatment program approved bv the
12 commissioner. Eligibility for benefits shall commence tmon

•**’ ' *. 13 completion of the drug treatment program, except that during the first
<•'.. 14 60 davs after comD!ctign_of_thc drug_lLea.tmeaL_orograni. the

15 sgmmiasiopcr 5haLLarfl^idg-ffli-Lgiting.Qf.ihs ccuon ip determine if the
16 personJsirce_pI.anvLCOntrollcd substgpce J f  the person is.detcrm incri

17 to nc_t_beJfec.pfanv_cgntrglled,3ubstance d.mtLthe^O-dev period.
18 li.e person’s eligibility for benefits pursuant to this paragraph shall be
19 terminated. The commissioner ,  in consultation with ^ . C o m m i s s i o n e r

20 of Health and Senior Services, shall adort regulations to cany out the
21 provisions of this paragraph, which shall include the criteria for
22 determining completion of. a drug treatment program1:
23 (8) a person found to have fraudulently misrepresented his
24 residence in order to obtain nieans*tested, '[federally funded]' public
25 benefits in two or more states ' or jurisdictions', who shall be ineligible
26 for benefits for a period of 10 years from the date of conviction in a
27 federal or State court; or
28 (9) a person who intentionally makes a false or misleading
29 statement or misrepresents, conceals or withholds facts for the
30 purpose of receiving benefits, who shall be ineligible for benefits for
31 a period of six months for the firs: violation. 12 months for the second
32 violation, and permanently for the third violation.
33 c. A person who makes a false statement with the intent to qualify
3*» for benefits and by reason thereof receives benefits for which the
35 person is not eligible is guilty of a crime of the fourth degree.
36
37 6 . ( N e w  section) a. T h e  signing of an application for benefits
3S under the NVork First N e w  Jersey program shall constitute an
39 assignment of any child support rights pursuant to ' [45 CFR 232.11 ]
dA TiiU t v r n 1 U#U«lf mf »•*%»» irv »!*•

■u
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2. Supplemental Security Income recipience, except for tha purposes ot 
receiving emergency assistance benefice;

3. Illegal aliens;

4. Other aliens who are not eligible aliens as defined in N.J.A.C. 10:90- 
2 . 10 ;

5. A person absent from the home who is incarcerated in a Federal, State, 
county or local corrective facility or under the custody of 
correctional authorities;

e

6 . A person who is fleeing to avoid prosecution, custody or confinement 
after conviction, under the laws of the jurisdiction from which tha 
person has fled, for a crime or an attempt to commit a crime which is a 
felony or a high misdemeanor under the laws of the jurisdiction from 
which the person has fled; or is violating a condition of probation or 
parole imposed under Federal or State law;

i. Under tho laws of the State of New Jersey, a crime is defined at
N.J.S.A. 2C:l'4(a) as *on Indictable offense...for which a sentence 
of imprisonment in excess of 6 months is authorized."

7. A person convicted cn or after August 22. 1936 under Federal or State 
law of any offense which is classified ao a felony, high misdemeanor or 
crime, under the laws of the jurisdiction involved and which has aa an 
clement the distribution, possession, or use of a controlled gusctar.ee 
as defined in section 103 (6) of the federal -Controlled Subatancec 
g c t ~ 3 1  U.S.C. Section 802 (6)).

i .  Under the l a w *  of the State of New Jersey, a crime is defined a t

N.J.S.A. 2C:l-4(a) as *an indictable offense ... for which a
sentence of imprisonment in excess of 6 months is authorized.*

ii. A person convicted on or after August 22, 1996 of any such offense 
which has as an element the possession or ure only of such a 
controlled substance may be eligible for benefits if the person has 
successfully completed a drug abuse treatment program licenced by 
tha State of Hew Jersey Department of Health and Senior Services 
(DHSSJ, at the conclusion of which the person is certified drug free 
by an authorised program representative.

fl) eligibility for benefits shall commence upon successful
completion of the established requirement# of the DHSS licensed 
drug treatment program.

(2) During the first 60 days after successful completion of the drug 
treatment program or at the time of application or case 
redetominaticn, it must be determined, via toeting by an entity 
designated by DFD. that the person is free of any non-pre*cribed 
controlled substance. If the person is determined not to be 
free of any controlled oubstanee during, or at the conclusion 
of, the 60 day period, the person's eligibility Cor benefit* 
ehall be terminated immediately.

1(1



siblings (2nd degree), great-grandparents (3rd degree), uncles or 
aunts (3rd degree), nephews or nieces (3rd degree), great-great 
grandparents (4th degree), great-uncles or aunts (4th degree), first 
cousins (4th degree), great-great-great grandparents (5th degree), 
great-great uncles or aunts (5th degree), or first cousins once 
removed (5th degrae) . (A first cousin onci removed is the chi 1.1 of 
a person's first cousin.)

(1 ) An applicant who is a parenc-person may apply for WFNJ/TANF 
benefits for a child (ran)- and him or herself as a needy parent* 
person.

(2 ) Non-needy caretakers and/or parent persons shall also be 
eligible to apply for WFNJ/TANF benefits for the children in 
their care.

ii. Spouses of any persons named in the above groups may be considered 
-parent-persons" even though the marriage has been terminated by 
death or divorce.

iii. Under N ew  Jersey law, relative* of persons who adopt children become 
legally related to such adopted children to the same extent that 
they are related to natural children of the adopting parent.

(b) Composition of the eligible WPNJ/GA assistance unit is as follows:

1. The WFNJ/GA assistance unit ohall be comprised of one or mere persona.
In most cases, it will consist of a single individual, IB years of age 
or over, or a couple without dependent children. In rocm and board or 
residential treatment situations, each pcraon is an eligible unit of 
cne. In all other situations, the eligible assistance unit ohall 
consist of:

i. Tho applicant/recipient;

ii. The spouse of the applicant/recipient who lives in the home unleeo 
the spouse is rocaivlng SSI or public assistance through another 
program; or.

iii. The person with whom the applicant/recipient lives as a couple (but 
only if there wao a previous hiotory or current history of support) 
unless such person is receiving SSI or public aoGi6tar.ce through 
another program.

10:50.2.8 Individuals ineligible for WFNJ TANF/GA

(a) The following persons shall not be eligible for assistance and shall not 
be considered to be members of the WFNJ/TANF i WFNJ/GA assistance unito:

1. Non-noedy caretakers, except that the digit .icy of a dependent child 
ahall not be affected by the income or resources of a non-needy 
caretaker;



r.o

(A) Benefit# cannot be granted or reinstated until the person 
completes another drug treatment program, and remains drug 
free for a minimum of 60 daya and la determined via testing 
to be free of any non-preecribed controlled eubetance.

8 . A  person found, on or after August 22, 1996, to have willfully and 
knowingly fraudulently misrepresented his or her residence in order to 
obtain meane-tested, public aseistance benefits in two or more states 
or jurisdictions, shall be ineligible for benefits for a period of 10 
years from the date of conviction in a Federal or State court.

9. A person who, after July 1, 1997 and provided that the person has 
received vritten notice informing them of the WFNJ disqualification 
penalties, intentionally makes a false or misleading statement or 
misrepreeente, conceals or withholds facts for the purpose of receiving 
benefits shall be ineligible for benefits for a period of six months 
for the first violation, 12 months for the second violation, and 
permanently for the third violation.

10. Zn addition to 1 through 9 above, persons found eligible for or who are 
recipients of wfnj/TANF, or who have been found ineligible for such 
programs due to voluntary refusal to comply with program requirements
shall not be eligible for WFNJ/GA assistance.

(b) WFNJ benefits shall not bo payable for any month in which any individual 
in the assistance unit is participating in a strike. Tha individual who 
is on strike is ineligible for benefits; however, ocher members of the 
aosietar.ee unit remain eligible for benefits.

1. The term •etriko* includes any strike or other concerted stoppage of 
work by employees (including a steppage by reason of expiration of a 
collective bargaining agreement) and any concerted interruption of 
operations by employees.

2. The term ‘participating in a strike* means an actual refusal, in 
concert with others, to provide services to one's employers.

3. Examples of ncn-otrikers who are eligible to participate in the program 
include, but are not limited eo:

i. Employees whose workplace is closed by an employer in order to
resist the demands of employees (for example, lockout);

11. Employees unable to work as a result of striking employees (for
example, truck drivers who are not working because striking pressmen 
prevent newspapers from being printed); or,

iii. Employees who are not part of the bargaining unit on etriko who do 
noe want to cross the picket line due to fear of personal injury.

10:90*2.9 Definition of employable/unemployable persons in WFNJ/GA

(a) Definition of employable/unemployable persons for determination of payment 
levelj

11
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Arnold R. Tompkins 
Director

Ohio Department of Human Services
30 C u t  Broad Street, Columbus. Ohio O 26S -0 I23

To: Interested Parties

i, Deputy Direc:om: William T. Ryan. Deputy Director
Office of Medicaid

Date: October 9, 1996

Subject: Implementation of HB 167

On October 1, 1996, the drug screening provisions of HB 167 became effective. These 
provisions have been broadly shared with stakeholders, and through this sharing process we have 
received valuable input that has helped shape how these provisions are implemented. The 
implementation strategy continues to evolve as we attempt to be responsive to local needs.

As I send this to you today, ODHS has approved rules to implement these statutory provisions 
for drug screening. The Department recently received significant legislative input concerning the 
effective date for the implementation of sanctions for noncompliancc with the drug 
screening/treatment provisions. The Department wiU soon issue a transmittal that will 
accompany a refiling of the sanctions rule that delays the implementation date of the sanetionmg 
provisions

While implementation of the sanction process is delayed, other requirements referenced in the 
roles remain in effect. These include screening, referral, assessment, treatment, and reporting 
activities. The Department intends to modify only the sanction process at this time.

The changes in the sanctioning provisions have required modifications in the materials and forms 
many o f you received at the September drug screening earning sessions. Revised forms, 
including the prescribed screening instrument, statement of attendance, and PMSP consent for 
release of information, are attached. These revised forms and accompanying instructions replace 
any earlier versions that you received.

I appreciate your interest and continuing attention to the implementation of the drug screening 
provisions of HB 167. Staff from the department of Human Services, Alcohol and Drug 
Addicuon Services, and Health look forward to working with you to ensure that Ohio's pregnant 
,\DC and Healthy Stan women and their infants arc healthy and drug-free

attachments
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C O N S E N T  F O R  R E L E A S E  O F  IN F O R M A T IO N

I fnamc nf enrolled__________________ authorize  fPMSP)______ to release
the following information and records held by______ fPMSP)_________ to _________ (AOC)
________ for the purpose of assessment by the fAODi____________ as to whether I
need alcohol or other drug rehabilitation services. It has been explained to me that release of thi:> 
information is required by Ohio law in order to comply with section 5111.017 of the Revised 
Code. This section of the Revised Code applies to pregnant women living in a county where they 
are required to enroll in a managed care program. I understand that this statute requires me to 
cooperate in being assessed regarding a possible need to receive treatment for alcohol or other 
drugs. The following information and records are to be released:

I understood that this release can be used only for the purpose of providing information for this 
assessment. This release will expire no later then twelve months from the date of your signature 
below.

Signature of Enrollee Date

Signature of Witness
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ODHS 3501 (10/74)

ST A T E M E N T  O F  A T T E N D A N C E  AT  A O D  A S S E S SM E N T /T R E A T M E N T

IMPORTANT INFORMATION FOR PREGNANT WOMEN 
If you use alcohol or other drugs while you are pregnant, you and your unborn baby could both have 
serious health problems. The State of Ohio wants to do everything possible to help assure that both you 
and your baby are healthy. So, there is now a law in Ohio (Ohio Revised Code 5111.017)for pregnant 
women on Healthy Start or ADC Medicaid who live in a county where they must enroll in an HMO. If 
you live in Butler, Cuyahoga, Franklin, Hamilton, Lucas, Montgomery or Summit counties and are on 
Healthy Stan or ADC Medicaid, this information applies to you. The law says that you must be screened 
and if indicated assessed for the abuse of alcohol and other drugs while you arc pregnant. If it is found 
that you may be abusing alcohol or other drugs during your pregnancy, you must go for treatment of your 
alcohol and drug abuse.

I. Eruollec's name 2. Enrollce's Medicaid Billing NumbcT

TO BE COMPLETED BY THE PMSP (Prenatal Medical Service Provider):
3. PV.SP's Ntrcc 8 P.MSP't Signature t
«. Addrss

9. Scheduled dx* o f the AOD assessment /  /
5. Today's due 6. Fax No. 10. Dace the Statice.it o f A~r.da.iec w o  given to earollee

7. Phe.ic No.
11 The enroUet has signed a release o f  in-'arrnaiicn Corns that permits ihe PM SP» l i t r e  irdornsaiioii regarding her seed Cor o i e o i a n t  Content 
form is aosched. (Ch«je one.)

Y u
Ne

TO 3E COMPLETED 3  Y THE A OD PROVIDER WHO PERFORMED THE ASSESSMENT:
12. AOD Provider's Narae IS. AOD Provider's Sigaaaac
13. Address

19. AOD Provider's CentfieKkrvIloetue No.
14. Today’s da* ) ) .  fax no.

16. Phone no. 20 . Outcome:
[ ] No folloumip required.
( } FoUo«vtip required and earollee will return to this practice for treatment.

17 Enrollt* Aoanda/iea: ( J Follo*v-up required and referral his hern made Co the provider lin rd  be lo - 
on / 1 at ___

( | Enrollec did not eccr.d asscumc.it. (D su ) (Time)

21. T>.< anrellee has signed a release o f  infSKmauon form Sus permits tha AOD provider U  share mJormasio* regarding her need for treaetvm Yes
Ccnser.t form is sascvd . (Check ere .) No

TO BE COMPLETED BY THE AOD PROVIDER WHO PERFORMED THE ASSESSMENT:
22 . AOD Provider's Name

23. Address

24 Today's da* 2). F u  no
26. PF.ona on.

27. Enrcllie Ar*xn4iftu. 
f ) Er relit/ tS/.id/d aiicatTxni as

2J AOD Provider's Suta.ure

19 AOD Provider's Cer.ificujotvUe/nie No.

JO  O u U o t r f -
( | No fellowuj required.
f j  Potlow-vp required and eruolUt **111 return Utp.it praascc foi ceaCTtni 
( j  follow-up required and refrrtaJ hat born made to die provide* litsd  oc lw  
on I I  al___________________

fOtuI (Tima)
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INSTRUCTIONS FOR CO M PLETIO N  OK 
T H E STA TEM EN T OF ATTENDANCE FO RM  (OMHS 3501)

Tbc completed form  m in i be reviewed witb the enrnllee. A copy of this form  and cducalioual 
m aterial explaining the ad v e n e  affects of alcohol and  o ther drugs on pregnant tv u tu c u  m ust be 
given to the enrollee.

Items 1 - 13 and hem 16 are to be completed by the Prenatal Kfediral Servlet Provider.

Item  I E n ro llc e 's  n am e: Enter the enrollee’s nam e as show n on the HM O card.

Item  2 Enrollce's M edica id  B illing  N u m b er: Enter the 12 digit M edicaid billing num ber. You w ill find this 
n um ber cither on the cnro llee 's HM O card o r you m ay get ir from thr. HMO.

Item 3 P M S P 'j  N atnr.: Enter the Prenatal M edical Service Provider's u<unc.

Item 4 A d d re ss : Enter the P M S P * street address, city, and etit*.

Item 5 T o d a y 's  d a te : E nter today's date.

Item fi Kax no.: Enter the PMSP*s fax number.
I

Item 7 P h u u c  uo.: Enter the T M S P s tclcphono number.

Item S P M S P ’c S ig n a tu re : Enter the signam re o f the Prenatal M edical Service Provider (PM SP).

Item 9 S ch ed u led  d a te  o f  th e  A O D  assessm en t: Enter the date the assessm ent for the iusp«cted abuse o f  alcohol and
o ther drugs has bceu scheduled far the enrollee, if  needed.

Item 10 D ate the S ta tem ent of A ttendance was given to enrollee: Enter the d a s  the Signed Statem ent o f 
Attendance given to  the enrollee.

Item 11 C o a se n t fo rm  s la u in e u t :  Cheek •'Yes'* if  the enroll** has e i p e d  a r*l«are o f  inform ation form  perm itting
the PM SP to share inform otion regarding her need for a ites tm en r Checlc “ N o" if  the enrollee has not
signed  a release o f  inform ation form.

Any itemt not already completed in Items 12 - 21 are W be completed by the AOD provider »ho performed the 
auestment

Item  12 a O D  P rov id er 's  N om et Enter the nam e e f the. AOD provider who perform ed the AOD assessm ent.

Item 13 A d d re cc : Enter the street address, city, and SUte o f  the A O D p ro v id c r  who pci fo rm ed  the A O D

assessm ent.

Item  M T o d a y 's  d a le : Enter today 's date.

Item 15 F a x  00.; Enter the fox r.um bar o f  th« A O D  provider w ho perform ed the A O D  assessm ent.

Item  16 P h o a*  no.: Enter the telephone num ber or the A O D  provider who w ill pcrfoiiu  the A O D  u x s s m e n t .

OLTttS )10| SOA InivuatKaidOrM) r M' l
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Item 17 Enrollee Attendance: Place a check by the appropriate line. If enrollee did attend the assessment, enter the
date the assessment was performed.

AOD Provider's Signature: Enter the signature of the AOD provider who performed the AOD 
assessment This signature verifies that the enrollee has signed a consent for release of information that 
permits the PMSP to share information regarding her need for treatment and that a consent form is 
attached.

AOD Amassment Certification/License No.: Enter the certification or license number of the AOD 
provider who performed the AOD assessment.

Outcome: Place a check by the appropriate line, l/follow-up is required and will be provided by an AOD 
provider other than the provider giving the assessment, complete the date and time o f the scheduled 
treatment appointment and complete Items 21. 24, end 28.

Consent form statement: Check “Yes" if the enrollee has signed a release of information form permitting 
the AOD provider to share information regarding her attendance at the assessment and her need for 
treatment. Check “No” if the enrollee has not signed a release of information form.

I
Lines 22 -  JO are to be completed by AOD provider who performs any subsequent treaxment I f  the AOD provider 
who performs the treatment Is the same as the AOD provider who performed the assessment, Items 21- JO may be 
omitted.

Item 22

Item 23

Item 24 

Item 25 

Item 26 

Item 27

Item 28

Item 29

ODK5 J501 5 0 a  (ruavrjcBi (ICV t) T*t2

Item 30

AOD Prov ider's  Nam e: Enter the name of the A O D  provider who performed the A O D  treatment.

A ddress: Enter the street address, city, and state of the A O D  provider who performed the A O D  
treatment.

T oday 's da te : Enter today's date.

Fax no.: Enter the AOD provider's fax number

Phone no.: Enter the telephone number o f the A O D  provider who will perform the A O D  treatment.

Enrollee attendance: Place a check by the appropriate line. If enrollee did attend the treatment, cr.tcr 
the date the initial treatment was performed.

AOD P ro v id er’s S ignature; Enter the signature o f the A O D  provider who performed the A O D  
treatment. This signature verifies that the enrollee has signed a consent for release o f  information that 
permits the PMSP to share information regarding her need for Treatment and that a consent form is 
attached.

AOD T rea tm en t P rov ider’s Certification/License No.: Enter the certification or license number of the 
A O D  provider who performed the A O D  treatment.

O utcom e: Place a check by the appropriate line If enrollee required further treatment and referral was 
made to a subsequent AOD treatment provider, enter the scheduled date for treatment

Item 18

Item 19 

Item 20

Item 21
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SCREENING INSTRUMENT 

ALCOHOL AND OTHER DRUG ABUSE 

Instructions for conducting the structured interview: 

Interviewer

The screening instrument is designed to be used as part of a structured interview with all 
pregnant women on ADC or HeaJthy Start Medicaid, enrolled in an HMO in a mandatory 
enrollment county. )The interview will be conducted at the earliest possible prenatal visit and 
£dsoat subsequcntvisits if  in the Prenatal Medicaid Service Provider’s (PMSP) professional 
judgement, such screening is indicated. The instrument can be administered by PCPs, ob- 
gyns and other providers permitted by state law to provide prenatal medical care and who 
are rendering services as an MCP subcontractor. In addition, other licensed or certified 
health care practitioners who are under the general supervision of a subcontracting PMSP 
may administer the screen.

1. Begin by reading the Interviewer Statement (attached) to the enrollee and giving her 
the information sheet that explains the importance of this screening. Ask her if she 
has questions.

2. Ask each of the four (4) open-ended questions and note your professional 
observations. These questions are intentionally structured to be open-ended to prompt 
further discussion.

3. Refer to the Observation Checklist. Note vcur professional observations.

4. Based on your observations and discussion prompted by the screen and structured 
interview process, use your professional judgement to determine if the enrollee 
requires an assessment for possible alcohol and ether drug abuse.

5. Talk to the emollee about your observation and determination.

6 . Document on the screening instrument you: determination of a need for, or no need 
for. a referral for assessment.

7 . Refer the enrollee to an alcohol or other drug provider for an assessment, if 
appropriate, by making the appointment ter a clinical assessment

8 . Complete the bonom of the screening instrument including enrollee’s name, 
signatures and date.

9. If a referral is made, complete the Statement of Attendance Form giving a copy to the 
enrollee and faxtng a copy to the alcohol and other drug provider scheduled to 
perform the clinical assessment

Glossary 
Alcohol or Other Drug Abuse- Abuse of one or more of the following mond altering

• * « . « l  .• «• • V» • •
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SCREENING INSTRUMENT 

ALCOHOL AND OTHER DRUG ABUSE 

Interviewer Statement

Thrrr. i* now a law in Ohio (Ohio Revised Code 5111.017) for pregnant women on ADC or Healthy Start 
Medicaid who live in a county where they must enroll in an HMO. This law says that any woman in this 
group must be screened for the abuse of alcohol and other drugs while she is pregnant. Based on the results 
of your screen, or in the judgement of your Prenatal Medical Services Provider (PMSP), you could be 
referred to an alcohol and other drug treatment provider for an assessment and treatment, if needed. I am 
giving you an informnrion sheet that explains why this screening is inipuilaml. Do you have any questions?

I am going to ask you a few questions about your use of aicohol and other drugs (including prescription 
thugs). This docs not include the use of tobacco products. Bared on your answers to these questions, we 
may refer you to get o complete assessment.

1. Havr. yon ever fdt you have used too much alcohol or other drugs?
Comments:

I

2. Have you ever tried to cut down or quit drinking or using other drugs? 
Comments:

Has the use of alcohol or other drugs caused problems in ynur life? 
Comments:

4. Have you used any alcohol nr other drugs that may cause you concern now that you arc prc5r.cn: 
If yes* what are you concerned abuui?
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O bservation Checklist

The following signs and symptoms may indicate alcohol and other dmg abuse problems in the enrollee 
being screened; note i f  observed:

• Needle track marks
• Skin abscesses, cigarette bums, or nicotine stains 

Tremors (shaking and twitching o f hands and eyelids)
• Unclear speech: slurred, incoherent, or too rapid
• Runny nose, sniffing
• Unsteady gait: staggering, o f f  balance
• Dilated (enlarged) or constricted (pinpoint) pupils

Smell o f  alcohol or marijuana on breath 
"Nodding out'* (dozing or falling asleep)
Bums on the inside o f the lips (from frecbasing coca>e)
Perspiring
3ruising
Scratching

• Swollen hands or feet
• Inability to focus 

Irritability, agsution
• Depressed mcod

R eferral Made Y*s No (circle one)

Enrollee N am e:___ __________________________

PMSP Signature:____________________________

(PMSP Name-Ttamp. print or type)

Interviewer Signature, (if different from PMSP) _ 

D a te :  ________

• S e n t . b y :  00HS c o m m u n ic /T IO N S
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S u b st a n c e  Ab ijsb  a n d  r b c b ipt  o f  W e lfa r e

Background
Recent research indicates that between 10 and 20 percent of welfare recipients have a substance 
abuse problem About 5 percent of recipients have substance abuse problems severe enough to 
substantially limit their day-to-day functioning. Anecdotal evidence suggests the problem may be 
more widespread among long-term recipients. A recent Urban Institute study concludes that 
substance abuse has emerged as one of the primary personal or family barriers to employment 
among welfare recipients, together with physical disabilities, mental health problems, children's 
health or behavioral problems, domestic violence, housing instability, and low basic skills or 
learning disabilities. Because welfare reform initiatives require most welfare recipients to work or 
participate in employment programs states are faced with the challenge of identifying policies that 
effectively address substance abuse issues among welfare recipients and still promote and support 
family self-sufficiency.

The Value of Assessment and Treatment
Forty-five states have elected not to require drug testing as a factor of eligibility. In the few states 
that have optcu for testing the tests arc used to monitor compliance in assigned drug treatment 
programs rather than to serve as a catalyst for sanctions. Several factors contribute to the 
decision not to use drug testing as an eligibility criteria and help explain why states generally have 
used testing to monitor compliance with treatment rather than as a eligibility screening tool

• The high cost associated with testing (at least S20 per drug, rising to as much as S70 
wrth confirmation testing),

• The testing does not typically address alcohol abuse,
• The questionable reliability of any one test,
• The unresolved 4th Amendment legal issues around search and r.cizure, and.
• The contradiction inherent in excluding families whose members test positive from 

assistance they need to achieve self-sufficiency

Experience from other states indicates that screening and assessing welfare recipients for 
substance abuse and providing counseling and treatment services better support family stability 
and self-sufficiency efforts than penalizing people who test positive for dmg use States such as 
Oregon. Utah, and Ohio use client interview instru ncnts to determine which recipients should be 
referred for further diagnosis and treatment.

There are reliable instruments for identifying substance abuse which can be addressed with special 
service strategies A variety of well-tested paper assessments can screen for alcohol and dmg 
problems and arc in use by welfare offices (eg. Substance Abuse Self Screening Inventory 
(SASSI). Short Michigan Alcoholism Screening Test (SMAST), and Addiction Severity Index 
(ASI) The "CAGE* test consists of only four questions and can be integrated into a standard 
welfare intake process Experts recommend against universal dmg (urine) testing as not cost 
beneficial and recognize that other screening techniques facilitate early recognition and treatment 
Some states are using outpatient treatment approaches to help clients more quickly obtain

Division of Public Assistance
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employment. When necessary, outpatient treatment is continued to promote and support job 
retention.

Researchers agree that drug treatment is cost-effective and results in reduced dmg use, reduced 
criminal justice involvement, and increased employability. Data reported by states using 
treatment programs shows rather consistent results. Minnesota found a 64% increase in 
employment among welfare recipients after treatment; a special Florida treatment program for 
pregnant or postpartum women and their children found a 76% increase in employment or school 
enrollment after treatment; and Ohio's data on welfare recipients who received treatment showed 
a substantial decline in the amount of woik missed by recipients, a key finding given the need to 
improve job retention due to welfare time limits. Ohio also found a 15% reduction in welfare 
payments. Generally, states actively pursuing treatment programs see about a one-third drop in 
drug use. nearly a 60% increase in employment, and roughly a S6 drop in benefits for every dollar 
invested in treatment, Some states have also found a decreased need for foster care and child 
protective services as a result of treatment.

T hc.R olg.pf.SanciiQ n?
State and local experience shows that families with substance abuse problems can participate in 
wclfarc-to-work programs but participation often develops incrementally, beginning with small 
steps and becoming more comprehensive over time A key issue in working with such families is 
the appropriate use of sanctions. While studies have shown that sanctions are important for 
increasing participation by recipients in wclfarc-to-work programs, the experience of several 
states indicates that sanctioning the entire family has detrimental affects on family stability.

Utah found that many of those being sanctioned for noncompliancc in its work program had 
previously undetected problems including substance abuse Because of the possible negative 
impacts on children. Utah decided that full family sanctions were not appropriate for such families 
and now requires an extensive review process before sanctions are imposed

The Alaska Model

The Divisions of Public Assistance and Alcohol and Drug Abuse will develop a pilot project to 
test a service model using screening, assessment and referral to treatment programs to address 
substance . busc among welfare recipients Currently, the divisions arc researching methods and 
tools for universal substance abuse screening as pan of initial employability assessments. Staff arc 
reviewing the feasibility of out-stationing alcohol/drug abuse counselors in local welfare offices to 
facilitate the identification of recipients in need of treatment services and to provide immediate 
counseling These workers could also assist in the supervision of other staff working with 
difficult cases and train ease managers and eligibility technicians to conduct effective screenings 
that identify substance abuse problems

As needed, the initial screening would be followed by in-depth assessments to determine the 
appropriate counseling or treatment programs for clients substance abuse problems that impair 
therr ability to obtain and sustain employment Depending on the availability of treatment 
programs, clients determined to have substance abuse problems will be required to attend

Division of Public Assistance
04/22/98
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ircatment, with the type of treatment varying in length and intensity. Treatment will be combined 
with other scIf-sufTicicncy activities such as work, education, or training.. Periodic drug-testing 
may be employed as an clement of specific treatment programs. In all cases, the use of substance 
abuse screening, assessments or testing is intended to assist the client overcome dependencies and 
barriers to achieving self-sufficiency.

The use of penalties to encourage comoliance with substance abuse treatment is part of Division 
of Public Assistance (DPA) policy. DPA is authorized to assign Temporary Assistance recipients 
to drug counseling and treatment when assessment indicates a substance abuse issue and to 
include these activities as a requirement of the Family Self-Sufficiency Plan (FSSP). Individuals 
who do not comply with the conditions of the FSSP arc subject to sanctions and compliance is 
required in order to lift the sanction.

Dim won of Public Auntancc
04/22/98
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SERVICE MODEL
Screening, Assessment and Referral

• Universal screening for all ATAP applicants for indications of substance abuse barriers to employment
• Case managers arc responsible for including substance abuse assessment and treatment as part the family 

self-sufficiency plan (FSSP) developed between the case manager and A'l AP clients.
• Referral to state approved substance abuse treatment provider for in-depth assessment and treatment 

plan can occur anytime during a families participation in the ATAP program
• Substance abuse treatment providers must notify the ATAP client’s case manager if the client docs not 

participate in assessment or comply with treatment regime.
• ATAP participants will be sanctioned for failure to participate in any substance abuse treatment activity 

indicated on their family self-sufficiency plan



DEPARTMENT OF HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC ASSISTANCE

ATAP FAMILY SELF-SUFFICIENCY PLAN

Participant Name: 

Date of birth: ID number:

Date of plan: 

Case number:

I understand that the purpose of this plan is to help my family earn income and support ourselves so we no longer 
need support from the AJaska Temporary Assistance Program (ATAP). I expect my family to be able to reach
this goal by______________________ . I understand that I must participate in work activities and/or other
activities when assigned by the Division of Public Assistance (DPA) or its agent.

I understand that my family cannot receive more than a total of 60 months of ATAP cash assistance (including 
benefits from a similar program in another state) unless DPA determines that I am exempt from this time limit.

S t e p s  N e e d e d  to  A c h io v e  S e lf- S u f f ic ie n c y

W o rk  A c t iv it ie s E d u c a t io n /T ra in in g O th e r  a c t iv it ie s

1 1 Dnploymttt: ___Fulltime ___Part tunc n  ><‘ib Khool <!>pk»n* I 1 Life Skill* inarucuon

! 1 hbS ttn fi □  OEO ]  Pamttwf ikill* workihop

I | VotuMacr Work Eipirwncc □  ESL I | F jUbluh paternity

1 1 JofcS*mpl.r, | llctp CSED locdc i lu r t  parrot

I | Oo-thc-fob Truiuog 1 I Job tkilU tmrun( "] 0<c t  thiUl support enter in pta^c

1 I JcORcfehnea 1 1 EmpteynMntcounMlu^ J  SubcLuxc tin.im u a n v r i' treatment

n n n
S e lf- s u f f ic ie n c y  a c t iv it y  p la n

Stan <tst« Acfcvtyrtn per Who wtl do *7 k«**lon# endor
rm cw  date

ATAP-2 C.V7
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S e rv ice s  needed  to  a c c o m p lis h  th e  p la n

Work requirement status:

 I am required to participate in work activities as assigned by DPA or its agent. Work activities to
which I may be assigned include employment, job search, volunteer work experience, job sampling, on-the- 
job training, job readiness instruction, education, or job training.

 Even though I am exempt from work requirements until . DPA or its agent may
require me to do certain other activities which will prepare me and my family to become self-sufficient.

Changes to this plan:

1 understand that 1 must contact my caseworker if I want to make any changes to this plan

I agree to contact my caseworker no later than__________________________________________________ to
set a review appointment for my Family Self Sufficiency Plan . This appointment will be:

 in person a t_______________________________ or  by telephone with my caseworker.
I agree to keep to this appointment and participate in the review.

Additional inform ation:______________________________________________

Release of Information: I authorize DPA or its agents to exchange information about me with wclfare-to-work 
contractors and grantees, education providers, medical and social service organizations, training agencies, 
worksites and employers I am involved with in order to monitor and evaluate my participation in Family Self- 
Sufficiency Plan activities and to assist me in achieving employment and self-sufficiency.

I understand that my family may lose some or all of our ATAP benefits, food stamps, and Medicaid if I 
fail to complete work activities or other activities directly related to my ability to work, such as screening 
and trcr. nent for substnnre abuse, planning for and obtaining reliable transportation, and securing 
stable housing.

Participant Signature __________________________________________ Date:_______________

Partic ipant S ignature : ^ ^ _ _ _ _ _ _ _  ̂ D a le :____________________

CascuorP er S igna tu re  _____    Date: ____________________

ATAP-2 M7 O&-M70
P*0* 2 of 2



Family Self-Sufficiency Plan Attachment

Participant Name:   Date of p lan :________________

ID number:_________________________________________   Case number:________________

S e lf - s u f f ic ie n c y  a c t iv i t y  p la n

Start date Activity/hr* per week Who will do 1? Milestone and/or
_____________________________________________________________________________________________________________________________ renriewdate

Service

S e r v ic e s  n e c d o c  to  a c c o m p l i s h  t h e  p la n

_ Who will arrange for <7__________________Who will provide <7 Who will pay for f ?

ATAP 2* vn  
060170



DEPARTMENT OF HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC ASSISTANCE

ALASKA TEMPORARY ASSISTANCE PROGRAM
Employment Planning Information

In s tru ct io ns : A  s e p a ra te  in fo rm a t io n  fo rm  m u s t b o  c o m p le t e d  by  la c h  a d u lt  18 y e a rs  o ld e r  in  th e  h o u s e h o ld  a n d  c a c t i

m in o r  c h ild  w h o  d o e s n 't  h a v e  a  h ig h  s c h o o l d ip lo m a  o r  G E D  a n d  w h o  Is no t a tte n d in g  s e c o n d a ry  s c h o o l.
- . • . ‘ 1. '

Date Completed:________________
SSN #: /  /_________Name: ______________________________________________________________________________
Arc you a U.S. citizen? Yes □ No □ I f  no, Permit Number___________________________ Expiration Dale___________

EDUCATION/TRAINING/SKILLS & ABILITIES

I . Date last attended school: __________  Circle Highest Grade Completed: 1 2  3 4 5 6 7 8 9 10 11 12 GED
Ifyou have not completed high school o r a GED, why did you leave school?

I f  you have attended college: How many y e a rs ?____________________  Major/subject area:_______ _________
Did you receive a degree? (circle one) AA BA/BS MA/MS Other (sp *x ify )___________  What year?

2. List any training or certificates earned:

Type o f Training School or Training Facility City/State Month/Year Cerufi cate/License

3. Current student? □ Yes □ No Where? _______________________________________________

4. Do you have a valid Alaska D river’s License? Yes □ No □ lfy c s ,A O I# : ________________
Driving Limitations? ________________________________________________________________________

5. Veteran? Yes □ No □ Dates o f  Scrace: __________  t o _______________ Branch o f Service:
Type o f Discharge: □ Disabled Veteran □ Honorable □ Dishonorable C  General
Do you have a service-connected disability? Yes □ No □

6. Do jo u lu v c  any medical problems that limit the types o f  work you can do? Yes □ No □
I f  yes. do you have proof from a licensed medical provider? Yes □ No □

7. List equipment, machinery, end tools you can operate: _________________________________________

8. Do you have a resume? Yes □ No □ I f  yes. please attach a copy o f your resume. 

ATAP J 06-3871 6/97 Page 1 of 4



9. List all the jobs you have had, beginning with your most recent job. Don’t forget to include self- 
employment, part-time jobs and volunteer work.____________________________________________

Job Title: 

Address:

Dates o f Employment: 

Duties and Skills Used:

Reason for Leaving:

Employer:

Phone: ( )

Hrs/Wcck: Pay per hour:

Job Title: 

Address:

Dates o f Employment: 

Duucs and Skills Used:

Employer:

Phone: ( )

Hr s/Week: Pay per hour:

Reason for Leaving:

Job Title: 

Address:

Dates o f Employment: 

Duties and Skills Used:

Reason for Leaving:

Employer:

Phone: ( )

HrsAVcck: Pay per hour:

Job Tide: 

Address:

Dates o f Employment: 

Duties and Skills Used:

Employer

Phone: (  )

HrsAVcck: Pay per hour:

Reason for Leaving:

ATAP 5 06-3871 6/97 Page 2 o f4



PLANNING FOR SELF SUFFICIENCY

1. What plans do you have >o get o ff o f public assistance?

2. Arc you now working? Yes □ No □ I f  yes. where? How many hours per week?

3. I f  you are not working, how long have you been unemployed?

4 How can we help you find a job. or help you keep the job you have?

5. I f  you need these things for work or training, Jo you have them?: 
Transportation Child Care Clothing
Yes □ No □ Yes □ No □ Yes □ No □

Oth y :
Yes □ No □

What plans do you have for child care while you work?

Do you have a vehicle? Yes □ No □ car insurance? Yes □ No □ another way to get around? Yes □ No □

Comments:

6. Do you need help with any o f these? (Cheek items that apply to you and comment below)
□ Pregnancy/Pre-natal care
□ Family Planning
□ Housing
□ Drug/Alcohol Problems
□ Mental Health Issues

□ Family/Child Problems
□ Divorce/Child Custody Issues
□ GctUng/Paying Child Support
□ Legal Problems
□ Health Problems

□ Other areas where you may need assistance. 
Comments: _________________________________

□ Vision Problems
□ Dental Care Needs
□ Hearing Problems
□ Trouble with English
U  Difficulty Reading/Writing

ATAP 5 06-3871 6/97 Page 3 of 4



7. A rc  there o ther t i l in g s  that m ig h t keep you from  go ing  to work? 

E x p la in : __________________________________________________

Yes D  N o  □

8. H ave  you been co n v ic te d  o f  a c r im e  o ther than a traffic v io la t ion?  

E x p la in : ____________________________________________________

Yes □ N o  □

9. A re  you  o n  p rob a t io n  o r parole? Y es  □ N o  □ I f  yes, g iv e  the n am e  and  p hone  n um b e r o fy o u r  probation/parole officer:

10 Is any  other agency  h e lp in g  you w ith  w ork  and  fam ily  problems? Y es  □ N o  □ 

I f  yes, p lease lis t  the  agency , contact person, and phone n u m b e r

EM PLO YM EN T  GO ALS :

I .  Ba$ed_gn ■ u r w o rk  h is tory , w hat k in d  o f  em p loym ent arc you seek ing? A re you Q u a lif ie d ?

1st C ho ice : 

2nd C ho ice :

Y es  □ N o  □

Yes □ N o  □

2. I f  NOT qualified, how can you become qualified?

Am ount o f  E xper ience

Months: ___________

Months: ___________

3. D o  you k now  o f  a n y  jo b  o p en in g s  in  th is  l in e  o f  work? Yes □ N o  □

W h e re? _______________________________________________________________________________________________________________

4. A re you  w i l l in g  to m ove  in  o rder to ob ta in  employment?  Y es  □ N o  □

5. A re you w i l l in g  to accept em p lo ym en t in  a remote site? Y es □ N o  □

6. A re you reg istered w ith  the A laska E m p lo ym en t Service? Y es  □ N o  □

7. W o u ld  your past em p loyers g iv e  you a reference? Yes □ N o  □

S ignature

ATAP 5 06-3871 6/97

Date com p le ted
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N a tion a l C on fe ren c e  o f  S ta te  L eg is la tu re s  
D ru g  T esting  an d  P u b lic  A ssistance

Dana Reichert January 1997

Changes in federal jqw grant state* considerable tlexibility to dciriuiinc for themselves the tyjjen 
o f to operate. Even before federal reforms. states developed diffrrcnt approaches that mandate 
perMinal responsibility in their cffiw  to rtform  welfare One o f ilie.ir approaches requires 
welfare recipients to remain subxfanees free. Many stntcs. including have Kansas. Maine. 
Michigan. Oregon. Pennsylvania and .South Carolina require recipients with substance ahnu* 
problems receive treatment a.* a condition of receiving cash benefits.

Maryland, Minnesota, Kew Jm ey, New York. Pennsylvania and South Carolina take one «f«*p 
further ind require that individuals submit to random drug icm*. Kansas specifics tlwt recipient* 
with substance abuse problems may have to submit to drug testing Michigan's program requires 
ttxipicnrs to submit to drug toting i f their treatment program requires testing, lo  date. Michigan 
dors not have Know ledge o f any participants who have had in submit to the test. Maryland 
mandates healln icrccnings to drimnine substance abuse problem* ineludinc drug toting. 
Rrupients must submit to the M.reemngs as a condition o f eligibility

South Carolina ha* the longest running orug testing program for welraro recipient*. I Index the 
South Carolina provision recipients w h o  have been determined to have a substance above 
problem or a conviction "*l»uon to alcohol or controlled vobvtance will be required to tMiticipate 
in random testing a* a p in o f their eb c ib ility m a in tc n am r Individuals who give birth m a child 
determined within 24 Nmr* o f birth to be suffering from tbo effects oi maternal substance abuse 
will bo Jcmcd assistant r  unless the individual submits ui drug testing and treoimcnt prognun. 
Refusal to participate >u oither the drue test or a treatment program will result in removal from 
tha cash assistance program.
At the time of application, ease managers ** ill hope to identfrv individuals wiro Ii ve. or arc at 
risk nf f*n ouuog chemically dependent, ouch a person must undergo an evaluation to determine 
whether or nm a substance abuse treatment program is necesaary. it the evaluation determines a 
treatment program is necessary, a recipient roro» comply with guidelines o f t ! r  tre.Ttnent 
program o> l r  declared inelipoic to reccivr. further assistance rrom (he AFDC program 
Treairoem program fees wilj be paid by a ta.ipier.t s Medicaid benefits Upon > ouipletion of the 
presenl*-J program. a recipient must agice ro undergo random substance ahn*r ic*ung to 
dcoioioiratr that they have remained d ru j-fux  while oa the AFDC program Failure to 
participate in the raidcm testrnc will rr<u|i in cancellation from the program
If a teopicnt reels that <k:cti"in;uicn o f a substance obusc problem, or pretcubcd treatment is 
incorrect, or snodd be re-evaluated. ihey may undergo the pro*** o f appeal by re questing a four 
heanng. Particulars of the Ou Lraring process arc set forth by tlic giiuVlmes o f the AFDC

I
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program. While undergoing ibc appeal process. Ltic recipient will not be sub|cct to cancellation 
o f benefits for rctusal to paiiidpatc In p.esenbed programs.
South Carolina implemented Its program on October 1.1996 and ha? only referred *ery small 
numbers o f recipient* to treatment programs. Recent inlet-agency meetings have raised 
questions whether »i not case managers arc doing an effective job of referring recipient* to 
treatment. Although this data Is verv preliminary. Sntnli Carolina has increased its rfforts to 
successfully scieen and detect individuals who might benefit from treatment, flic gt-nerM sense 
is that substance, abuse is perhaps not impacting incipient* to tho extent originally thought.
Pennsylvanias program is on a similai back. allowing drug testing to r injpicnts who participate 
in a ireatmcnt program i f  testing is pail o f the program, i o date. Pciuisylv.inifl has not been 
activity pursuing enforcement o f this (Miucular policy, teeing it moic important io concentrate 
on iir<,img substance abuse problems lather than testing tor them.

i
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in detennining eligibility and payment amounts for Aid to Families wnJi 
Dependent Children.

Part V

Parental Responsibility

No increase in welfare with increase in number of children

SECTION I. To encourage parents to plan for security and assume 
responsibility for their children, there must be no mcrmyn*ai increase in 
AFDC benefits to a family ax a result of a child bom 10 that parent ten or 
more months after the family begins to receive AFDC. This section does 
not apply if the department establishes that the child was conceived as a 
result of rape 01 incest. The State may provide benefits to a child be 71 
after ten months in tire form of vouchers thax may be used only to pay for 
particular goods and services specified by the State as needed fo r the ch id's 
mother to participate in education training and employment related 
acthritk*.

Eligibility denied on ground of alcohol or drug problem; treatment 
program required

SECTION 2. An AFDC recpient who, while receiving AFDC benefits, 
has been identified as requiring alcohol and other drug abuse treatment 
service or who has been convicted of an alcohol related otfrnse or a 
controlled substance violation or gives birth to a child with evidence of the 
effects of maternal substance abuse and the child subsequently is shown to 
have a confirmed positive ten performed on a suitable specimen within 
twcnty-foui t  t t t  of birth, is ineligible for AFDC assistance unless the 
recipient submits to random drug tests and/or p g n c ip ta  in an alcohol or 
drug treatment program approved  by the Departmexa o f Alcohol and Other 
Drag Abuse Services. Upon compieiiun of the program, if a subsequent 
random test or subsequent conviction for a controlled substance violation 
or alcohol reined offense occurs, the recipient is ineligible for AFDC 
benefits. Benefits may be reinstated at a later time upon reapplioiion. if 
the recipient first undergoes a conciliation assessment, including review 
and/or modification of the prescribed individual treatment program and 
agreement, and then agrees to comply with its terms and demonstrates 
compliance for a period of not less than sixty days. Testing of a child s 
specimen pursuant to this section must be conducted by a medical 
laboratory terrified by the College of American Pathologists or die NauonJ 
Institute of Drag Abusr j r  Forensic Urine Drag Testing
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