


HOUSE COMMITTEE REPORT
(7)

Date Referred to Committee: February 18, 1998 FURTHER REFERRALS:

Date of Comm ittee Action:

The HEALTH. EDUCATION AND SOCIAL SERVICES Committee considered:

HOUSE BILL NO. 434 DRUG TESTING OF WELFARE RECIPIENTS

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

program: and providing for an effective date.”
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STATi F ALASKA

1998 LEGISLATIVE SESSION

KrUlIng to awwmcnt of ATAP

FY89

Revimon Data
Tide:
rcciplrnU for the uvc of drug* and akohol
5poosof  RokchfnC
Requestor.  HoUtCfUKS)
OPERATINO

PERSONAL SERVICES

i RAVEL

CONTRACTUAL

SUPPIIES

EQUIPMENT

LANO 4 STRUCTURES

GRANTS. CLAIMS

MISCELLANEOUS
TOTAL OPERATINO

[CAPITAL EXPENDITURES
[changes in REVENUES

FUND SOURCE
1002 Federal Receipt*
1003 OF Match
1004 QF
1005 OF/INogram Recept*
1037 GF/Mentai Health
Other Ipieate speoljrt
TOTAL

POSITIONS:
FULLTIME
PART-TIME
TEMPORARY

1108 31

(100.3)

153.2)

153.11

(106.31

(idmait at Mty «un«il yaa IfTH]I aeet:

ANALYSIS:

FISCAL NOTE

FYOO

1108 3)

(106.3)

163 2)

153.1)

(106.3)

*0-0

(Attach auy m i papa if necessary)

BILL NO. CSIIB434

Dept. Affected: Hrsllh and Social Services

BRU: Public Auhtaner

Component: ATAP

COMPONENT SERIAL NO TIP
See »Ju»(SNY) _

FY01 FYO02 FYO03 FY04
(08 B) (88.8) (88 8)
(88.8) (88.81 (88 8)
tThoussnds of 000«r«)
(44 & (44 4) (44 4)
(44 41 (44.41 (44 41
(88.8) 188.8) (88.8)

CSHB434 authorizes lhe Division of Public Assistance (OPA) to conduct screening of all ATAP applicants and recipients for
substance and alcohol dependency. If tha scraanmg protocol indicates the applicant or recipient has a chemical or alcohol
dependency tha OPA may, as a condition of tha family ssif-auffoancy plan (FSSP), refer the client for assessment and require
the participant to comply with the conditions of the assessment ae a part of tha FSSP.

Tha affects of this legislation on OPA relate pranarily to the additional Una necessary to screen clients and to provide foSow up
case management serwces for ATAP participants who are referred to assessment and treatment.
savings generated by reductions in benefits for non-compLanca.

Approved by Commissioner:

Agency:

Phone:
Osta:

Data:

Ovpartaral of llrahb A Sorbs! SrriVrs

Thera will ba soma program

465-1640
05/01/91

SJ,/lcrr

PREPARER TO PROVIDE AIL DISTRIBUTION COPIES TO OOVtANOR'S LCOISLATIVE OFFICE
For further distribution Information, cat tha Governor's legislative Office
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(88.8)

(88.81

144.4)

144.4]

188.81



Revision Data: HILL NO. CSI11B434

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 aaacaamonta and troatment. In FY97, tha Modicaid program epsnt
approximately $2.0 million dollare to for aaaaaamant, inpatient and out patient aervicaa to approximately 1200 individual*
with chemical or alcohol dapandancioa. DPA eetimatee that approximataly 400 ATAP parlicipanta moy bo rafarrad each

month for aaacaamant.

Aaaumptiona:

Approximataly 1200 applicanta and racipianta will bo acroonad aach month.
By FYOO all on-going program participant* will hava baan ecraanad and only new applicanta will bo subject to screening.
Each month, approximately 40% of individuate (N-480 for FY99 and 00 ond N-400 for FY0104) will bo roforrod to

a*soa»msnt.
Each month, approximately 6% of thoaa rafarrad to otiea»ment iN - 15) will fail to comply with thia provieion of tho FSSP

For tha purposes of thia fiscal not* it is assumed that tha average duration of a sanction is 1 month.
Caseloads will remain level from FY99 « FY04

Calculation:

FY99-00 Penalties
480 X 05 - 24 x $309 - 18.9 x 12 - $106.3

FY01 04 Penalties
400 x .05 - 20 x $7.4 - $7.4 x 12 - $88 8

Pag* 2 ol 2



FISCAL NOI L

STATE OF ALASKA BILL NO. CsluuJ4
1998 LEGISLATIVE SESSION

Ravition Data: Dapt. Affected Ilrulth and Social Service*
Title: Kflallng to imminent of ATAI* BRU I*ibllc Aultlance Admin
rrcipirnU for the me of drum end alcohol Compooant PA Held ScrricM
Sponaof: Rokebent COf rONLNT SERIAL NO. 136
Roqueator:  HotlieflfKS) Seaolio (SN#):__

OPERATINO FYB9 FYOO FYO01 FYO02 FYO03 FY04
PERSONAL SERVICES 91.4 91.4 91.4 91.4 91.4 91.4
TRAVEL
CONTRACTUAL 9.8
SUPPLIES
EQUIPMENT 9.0

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS
TOTAL OPERATINO 110.0 91.4 91.4 91.4 01.4 91 4

[CAPITAL EXPENDITURES

CHANGES IN REVENUES

FUND SOURCE IThou*and* of O oilart)

| 1002 Federal Receipt* 55.0 *15.7 46.7 45 7 45.7 46.7
1003 OF Match
1004 GF 55.0 45.7 45.7 45.7 45 > 45.7

1005 GF/Progrem Receipt*
1037 GF/Mentel Health

Other (pTea** *pecify)
TOTAL 110.0 91.4 91.4 91.4 91.4 91.4

POSITIONS:
FULL-TIME 2 2 2 2 2 2
PART-TIME
TEMPORARY

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

ANALYSIS: (Anoch a asperate poo* if nece*»ary)

CSHB434 authorizes lha Division of Public Assistance IOPA) 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 chemical or alcohol
dapandancy tha DPA may. aa a condition of tha family self sufficiency plan IFSSPI. refer the cbent for aaaaaament end reguie
the participant to comply with tha conditions of tha aaaaaament aa a part of the FSSP.

The effects of this legislation on DPA relate primarily to tha additional Lme necessary to screen clients and to provide follow up
case management services for ATAP participants who eie referred to aaaaaament and treatment. Thera wiH be some program
savings generated by reductione In benefits for non.compliance.

r. Prepared by: Jim NordJund Phone: 445-26*0
ff. Division: rubU~AtUitwr [ 7 Date: Qv
Approved by Commissioner: KArro rrrdue, lomaw iloner Z 0... r /A f r

Agency: Department of Health A Vxlal **iU»>

PREPARER TO PROVIDE A Il DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information, cell tha Governor's legislative OH<e

s0se* MOU 0"** Page 1 ol 3



Revision Date: DILL NO. CSI11B434

ANALYSIS (oont.):

Bocause tha proposed legislation implies univorsal screening it ia vary likely that as a result of raforrals tharo will ba increased
pressure on tho existing infrastructure for providing assessments and treatment. In FY97, tho Modicaid program epont
approximately (2.0 million dollars to for assessment, in-patient and out-pationt sorvicos to approximately 1200 individuals
with chemical or alcohol dependences. DPA estimates that approximately 400 ATAP participants may bo rolorrod each
month for assessment.

Assumptions:

Approximately 1200 applicants and recipients will bo screened each month.

Screoning for eubstonco abuse will add 15 minutes 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.
Caseloads will romoin levol from FY99 « FY04

Increased level of affort required for screening amounts to two FTE.

Page 2 ol



Position Title
Eligibility Technician |l
Time Status Staff Months

PFT

12.0

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
IXj7  t/A Receipts
1061  CIP RccrtpSs
Other (
REQUEST for AGENCY:
NEW POSITION BRU:

COMPONENT:

MVI><s o M.

No. of Poiition Range/Step Bargaining Unit Bill No. CSHB434
2 14A GGU

Location
Anchorage

Election District

AMOUNT Justification

65.4
26.0

91.4

9.6

9.0

110.0

55.0

55.0

Hoalth and Social Sorvicos FY99
Public Auittanco Admin Paga:
236 Itieaon Oata:
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0-LS0495VP

CS FOR HOUSE BILL NO. 434(HES)
IN THE LEGISLATURE OF THE STATE OF ALASKA
TWENTIETH LEGISLATURE - SECOND SESSION
BY THE HOUSE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Ottered:
Referred:

SpotLsor(s): REPRESENTATIVE ROKEBERG
A BILL

FOR AN ACT ENTITLED
"An Act relating to the assessment of recipients of assistance under the Alaska
temporary assistance program for the use of alcohol and controlled substances and
compliance with recommendations of the assessment as a condition of the

recipient's family self-sufficiency plan; and providing for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section I. AS 47.27.030 is amended by addinga new subsection 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 part; nt for assessment and require the
participant to comply with the recommendations of (he assessment as a condition of
the family self-sufficiency plan. Assessments shall be conducted at a facility approved
under AS 47.37.140.

» See. 2. This Act takes effect July 1. 1999.

o* | MID 4J4(1'ES)
Text tolJerlined ICCLK7KD TtXT BMCKtTFD]



LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907)465-3867 or 465-2450 STATE OF ALASKA
FAX (907) 465-2029 130 Soward Stroot, Suite 409
Mail Step 3'i01 Juneau, Alaska 99801-2105

MJEJVLOJi AELDJLLM April 29, 1998

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

TO: Representative Con Bundc, Chair IIES ~

Attn: Lynne )
FROM: Terri Lautcrbach

Legislative Counsel

Enclosed is a draft CS for 1B 434.

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

for this CS.

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

Please let me know if I can be of further assistance.

TML:pl
98-09 1.pIm

Enclosure



WORK DRAFT WORK DRAFT WORK DRAFT

0-LS0495VL
Lautcrbach
4/29/98

CS FOR HOUSE BILL NO. 434(HES)
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTIETH LEGISLATURE mSECOND SESSION
BV THE HOUSE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered:
Referred:

Sponsor!*):  REPRESENTATIVE ROKEBERG

A BILL
FOR AN ACT ENTITLED
"An Act relating to the assessment of recipients of assistance under the Alaska
temporary assistance program Tor the use of alcohol and controlled substances and
compliance with recommendations of the assessment as a condition of the
recipient's family self-sufficiency plan; relating to family self-sufficiency plans; and

providing for an effective date."
BK IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

e 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 of the assessment as a condition of
the family self-sufficiency plan. Assessmen' shall be conducted at a facility approved

under AS 47.37.140.

.. (‘SIIB 43441(ES)
tfgy. IfiAL UaJtLlins) ldkutko rac? mackstkd)



WORK DRAFT WORK DRAFT 0-LS0495VL

(c) The family self-sufficiency plan for a family that includes a person who
is unmarried and pregnant must include provisions that require the department to
provide, and the person to accept, parenting classes, appropriate prenatal care, and
family planning education, as available.

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

CTSIIB 434(1 IKS) -2-
Underlined IDKUSTID TKX7 BKACKCTKV/



3-1- Y *
4/28/98

AMENDMERT <<T |

OFFERED IN THE HOUSE BY Representative Bundc
CSHB434(HES)

Page 2 Lines 2-3 Following "'to" delete “reduction or elimination of benefits”

Insert “benefit reductions”



Apr-2B-9B 01:34FP

0LS0495VK.3
Lautcrbach
4/2K/9H

AMENDMENT Ao
by Pl S LWw&-
OFFERED IN THE HOUSE
TO: CEHB 434( ). Draft Version K"

1 Page 2, line 13, following
2 Insert "If a blood test administered dunng an assessment conducted under this

3 subsection indicates the presence of alcohol or a controlled substance, thr person tested is

4 liable for the cost of the Mikm! test.”

.04



A-M-E.Ni.LMJL.NJL

OFFERED TN THE HOUSE

TO CSHB 434( ). Draft Version K

Page 1. line 4. following

Insert “relating to family self-sufficiency plans;”

Page 2. line 7.

I>elete 'a new subsection”

Insert 'new subsections

Page 2. following line 13:

Insert a new subsection to read:

0 LSOWVK |
I.«Jtcll)HLh
4/38/98

V) The family sell-sufficiency plan for a lanuly that includes a person who

is unmarried and pregnant mustincludeprovisions

that

require thedepartment to

provide, and the person to accept,parenting cla*«e*.appropriate prenatal care,and

family planning education



Apr--28-9B 01:34P

0-LS0495NK.2
Lmilcrbruh
A/2Hm

AMENDMENT (

OFFERED IN THE IIOUSK
TO. CSHB 434( ). Drati Version "K"

1 Page 1, line 8:
2 Delete "adult paiticipants”

3 Insert "family members who arc years ol age or older”

4 Page 2. line 10:
4 Delete "the participant”

6 Insert "a family member"

7 Page 2. line 11:
8 Delete "participant”

< Insert "family member"

o|*

.03



NN\
AMENDMENT y A\O >

OFFERED IN TI IEHOUSE HESSCOMMITTEE

BY: REPRESENTATIVE KEMPLEN
TO: CSHB434
DATE: APRIL 28,1998

PAGE 1, Line 13,
After, "self-sufficiencv™
Insert, "including child care, transportation to and from job interviews

and work related activities, and transistional health care coverage."



AMENDMENT

OFFERED IN TI IEHOUSE HESSCOMMITTEE

BY: REPRESENTATIVE KEMPLEN
TO: CSHB 434
DATE: APRIL 28,1998

PAGE 2, Line 4,
Before, "fails"

Insert, "substantially"



AMENDMENT

OFFERED IN I1IE IIOUSEIIESSCOMMITTEE

BY: REPRESENTATIVE KEMPLEN
TO: CSHB 434
DATE: APRIL 28,1998

PAGE 2, Line 10,
After, "assessment*’
Delete, "and require the participant to comply with the
recommendations of the assessment as a condition of the family self-

sufficiency plan."



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"An Act relating to the assessment of recipients of assistance under the Alaska
temporary a sistancc program for the use of alcohol and controlled substances and

assignment to a treatment program as a condition ol the recipient's family self-

sufficiency plan; and prosiding for an effectise date.”

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- csimaut )
re»: ilr»1 {ZtItTiO 7tXT ffUCXXTXOI



10
1
12
13
14

WORK DRAFT WORK DRAFT 0-LS0495\K

completion of the family plan;

(4) a statement that the family may be subject to reduction or
elimination of 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 of the family plan.
e Sec. 2. AS 47.27.030 is amended by adding a new subsection to read:
(d) The department shall screen adult participants to identif; 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 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»ff tniforlinmd (BtitTtO TXX7 BMCXgTtOl



ALASKA STATE LEGISLATURE
House of Representatives

INTERIM

r11 WtS TATMAVENUE. SUITE (40
ANCHORAGE, AX MW 1

PHONE (*0T[JJ«4Ul

fax: i»oti;s»;iic

COMMITTEE AMIUNVtNTS

LABOR ( COMMERCE COMMITTEE, CMA'RMAN
SrcCIAl COMMUTES ON OIL A OA3. MEMOIR
JUDICIARY COMMITTEE. MEMBER

CORRECTIONS BUDGET SUDCOMMJTTtlI. MEMBER
ADMINISTRATION BUDGET SUBCOMMITTEE .MEMBER SESSION

NESS BUOCET SUBCOMMITTEE, MEMBER STATE CAfYTOL
JUNEAU. AX MBOT-11U

PHONE (MT]4iJN*M

FAX (MT)4ESM40
Representative Norman Rokeberg
MEMORANDUM
TO Representative Con Bunde, Chairman
Health, Education & Social Services Cqf mince
FROM Representative Norman Rokeberg
DATE April 21, 1998
SUBJECT CS MB 434. changes to HB 434
1B 434 Tlic original bill has been deleted and completely revised
0.LS0495/F
2/18/08
CS HB 434 Section | Amends AS 47 27 030 (a) (4) by changing benefit
0.LS0495VK reductions to reduction or elimination of benefits
3/30/98 if the family fails to comply with the family sclf-
stifficicncy plan
Section 2 New Language
Page 2 Requires the Department of 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
of the family self-sufficiency plan



ALASKA STATE LEGISLATURE
House of Representatives

COMMITTEE ASSIGNMENTS: INTERIM
TH WEST 4TMAVENUE. SUITE *40

ANCHORAGE. AK 0*501

PHONE: (Mr)}5«4l*t

TAX  1*01) 35*7*1*

LABOR a COMMERCE COMMITTEE. CHAIRMAN
SPECIAL COMMITTEE ON Oil AGAS. MEMBER
JUCXCIAKTCOMMITTEE. MEMBER

CORRECTIONS BUDGET SUBCOMMITTEE. MEMBER
ADMINISTRATION BUDGET SUBCOMMITTEE MEMBER
MESS BUDGET SUBCOMMITTEE. MEMBER

SESSION
STATE CAINTOL

JUNEAU, AK HAOM IU
PHONE 1*07)445-4H4
TAX  f»07]4*W040

Representative Norman Rokeberg

SPONSOR STATEMENT
CSHB 434 ( )

An Act relating to the assessment of recipients o f assistance under the Alaska temporary’
assistance program for the use ofalcohol and controlled substances and assignment to a
treatment program as a condition of 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 of HR 3734 (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 posi ive for the u.c of controlled substances

G:ving an Alaskan a hand in a lime of need is a good ideal However, wc need to insure
tha the Alaskans we help make aeffort lo achieve self-sufficiency Alcohol and
substance abuse is a barrier to. finding a job, nurturing children, and is one of 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 llowcvcr, an individual
who refuses treatment should be held accountable

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

I would urge your support of this legislation



ALASKA STATE LEGISLATURE
House of Representatives

COMMITTEE ASSIGNMENTS INTERIM
M4 WEST4TM AVFNUE. SUITE MO
ANCHORAGE. AM 0MO1

IABOR ft COMMERCE COMMITTEE. CHAIRMAN
RHONE |TOT|2W4ltl

SPECIAL COMMUTE E ON Ott. ft OAS. MCMTIER

JUOICIARTCOMMITTEE, MEMBER FAX; (»07 ]| 7»«JI*I»
CORRECTIONS BUDGET SUBCOMMITTEE. MEMBER

ADMINISTRATION OUOOET SUOCOUMITTf C.MEMBER sesnoN

HESS BUDGET SUOCOUMUTtE. MEMBER STATE CAWTOL
JUNEAU.AX IMOM11]

<TONE (teri4«S4Ms
FAX  (TO7144V7S40

Representative Norman Rokeberg

SECTIONAL ANALYSIS
COMMITTEE StJBSnTUTE
HOUSE BILL 443
Representative Norman Rokeberg

Title An Act relating to the assessment of recipients of assistance under the Alaska
temporary assistance program for the use of alcohol and/or controlled substances and
assignment to a treatment program as a condition of the recipient’s family self sufficiency

plan, and providing for an effective date

Section 1: 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 of
alcohol or controlled substances As acondition of 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 of the assessment as a
condition of the family self-sufficiency plnn in order to continue receiving ATAP
benefits Assessments of the adult participant must be conducted by a program
approved under AS 47 37 140

Section 2: Effective date January 1. IW9



ALASKA STATE LEGISLATURE
House of Representatives

INTERIM:

COMMITTEE ASSIGNMENTS:
EI*WEST ATMAVENUE. SUITE MO
LADOR ftCOMUI RCC COMMITTrr CHAIRMAN ANCHORAGE. AK MMt
SPECIAL COMMI1 TEE ON OIL A GAS, MEMBER RHONE: (*0E)7»M1»1
JUOtCIARYCOMMITTEE. MEMBER TAX (»0E) JM-7S1A
CORRECTIONS BUDGET SUBCOMMITTEE. MEMBER
administration oudcet subcomvrtiee member SESSION
MESS BUOOET SUBCOMMintr. MEMBER STATE CARTTOL
JUNEAU. AK m ount}
PHONE (10TI4A4-AM8
FAX: (WT]«»V1040

Representative Norman Rokeberg

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. lllegal 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.

| would urgo your positive support of this legislation.

ED1:3/6/98

Sponsor Stotomont



GOVMMTTEe ASSIGNVENTS,

ALASKA STATE LEGISLATURE
House of Representatives

LABOR A COMMCRCf COMMITTEE. CHAIRMAN
SPECIAL COMMIT1IE ON OIL AOA3. MtMOER

JUDICIARYCOMMITTEE. MEMBER

CORRtCTIONS BUDOET SUBCOMMITTEE, MEMBER
ADMINISTRATION BUDGET SUBCOMMITTEE MEMBER

HESS BUDGE t SUBCOMMITTEE. MCMDCR

Representative Norman Rokeberg

SECTIONAL ANALYSIS
HOUSE BILL 434
By Representative Norman Rokeberg

INTERIM:
71» WEST 4TH AVENUE. SUITE MO
ANCHORAGE, AK «»S01

PHONE (MT)2M4M1

tax: <eori»eme

SESSION
STATE CAPITOL

JUNEAU.A* WtOMTU
PHONE (MT|ieWH*
FAX:  [MI|H:-lIOW

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.

ED1:3/6/98

Soctionol Analysis
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Second Opinion

The opinions expressed In this column
ore thou of the author and do not
netxaarilf reflect the opinion or viem
of the Ohio State Medical Journal or
the Ohio State Medical Association.

Chemical Dependency:
A Treatable Disease

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

Those of 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% of physicians recognize >
alcoholism as a primary disease;
17% continue to see it as a
psychiatric problem, while 57%
sec it as tone kind of behavioral
problem. Only 27% felt competent
to treat alcoholism; 45% did not
feel competent, and 26% had very
mixed feelingi.

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

Our 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
treatment lettingt, modalities and
length of treatment — all of which
are decisions critically affecting
treatment outcome In this very
treatable disease.

One might assume that nothing
of 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 of chemical dependency and
bow physicians, bke myself, are
involved in this effort.

In the lajt few years, largely due
to the stimulus generated by a
group of recovering physicians,
some significant steps have been
made. In 1982, the State of
California passed a law requiring
medical directors of alcohol and
drug programs be certified as
specialists in the field of chemical
dependency. In 1982, a group of
us from around the nation, field
tested an examination for the
California Society for the
Treatment of Alcoholism and
other Drug Dependencies. In
November, 1984. 113 physicians
were examined and 101 were
passed and certified as specialists
in the field of 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
of the AMA, the two historic
KROC Ranch Conferences came
about. The first conference
brought together all the diverse
medical groups interested in the
field of chemical dependency: the
AMA, the California Society for
the Treatment of AJcoholbm and
Other Chemical Dependencies, the
American Medical Society on

Alcoholism, the Association of
continued on ret* F]Q
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mMedical Educators and
Researchers in Substance Abu:.,
tho American Piychiatric
Association, the National Institute,
of Drug Abuse, the National
Institute of Alcohol and Alcohol
Abuse, the National Institute of
Health and others.

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

The second KROC Ranch
Coofcren :c delegated to the
American Medical Society on
Alcoholism and Other Drugs the
responsibility of implementing a
credentialing and certification
process, as well as developing
fellowship or 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 of us to a committee to
continue developing a certification
process, as well as fellowship
training programs. Many of the
members of these committees
com: from the medical (caching
Held, as well as having practical
experience In the treatment of
chemical dependency.

In addition, | 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 AMA, and
hopefully within a few yean
medicine will have a new
recognized specialty in the field of
Addictionology. This new field Is
obviously long overdue, when IS”e
of all chemically dependent people
receive no treatment at all for
tbdr 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 of medicine. We need
to]rid it of 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/ Isprogram director for
tht Alcohol Rehebltllethn Unit of
Utking Atmoriel Hospital in Hewerk
arid it a member of the OShtA
Committee on Impaired Ph/sidem
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Adapting the Chronic Disease Model in the
Treatment of Dually Diagnosed Patients

Fort Washington, Pennsylvania

AbstraeS-Thls article suggests that while thtfocal point o f Lnpatitnt treatment in thefield ofad-
diction should continue to be abstinence and 12-step programs, then should be considerable mod-
ification ofthe process o finterment. Many o fthe present mpadcnt psychiatric hospitals that mot
addictionseem lo be Uwgnly unaware of the buxhemisty and physiology ofearly recovery. A model
of treatment Is proposed that taka into account the neurocvtndtve Impairment and emotional
augmentation Hat ispresent inearlyrecovery. Thefocus o factive treatment In thisprogram Is the
treatment of the addictive process. Thepsychiatric diagnosis is managed through supportive psy-
chotherapy and/or education ifappropriate. Active treatment of the pychtotric diagnosis Isdeferred

to outpatient treatment.

MODELS OF TREATMENT IN THE
DUAL-DIAGNOSES SETTING

Malvern cotttvte 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 respod.
.Malvrm Institute occupies a unique treatment niche.
Patients who are floridly psychotic or suicidal are
treated it 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 aliau ta isprints sfceuM U to Ravmowl A. lotntat.
tev. 1100 O nnm Une, Run Yitky. PA IWT2.
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treatment mode. This isa common approach in facil-
ities that treat dually diagnosed patients. In these fa-
cilities, addiction is seen as the end result of multiple
etiologies. In this model, it b Important to expedi-
tiously treat any condition that may have contributed
to the evolution of thb disease in the first 30 days of
treatment.

Prychiatnus, psychologists, nursa, counselors, so-
da! workers, recreation, an, and movement therapuu
are employed, when available, by the facility. Bach
discipline views the addicted Individual from a slightly
different professional perspective. The input of 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 bis beat somewhat successful, there are
inconsistencies in the treatmenr based on the training
and talent of (he members of (he team.

A significant drawback in this approach Is the lack

1(0014
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of any built-in mechanism to define and enforce role
and task boundaries with the staff. Our observations
of the actual day-to-day working of 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
that they were working on issues of personality devel-
opment and attitude. Psychiatrists strorrly 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 treatment 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 of this nature and
surrender to the treatment program, they have the ap-
proval of the staff. If 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 treatment community model.
Staff 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 of the pa-
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 of a
therapeutic community, It runs, day-to-day. on the ba-
sis of a belief system. This system may have very bale
to do with the treatment of 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 not always occur. The success of these styles
of treatment depend on the experience aud quality of
a core mrmbenhip of the staff. Although a facility
may enjoy tremendous initial success, these ryreir.i
tend to deteriorate aa members of this core riite move
on to other places and petitions.

Tha difficulty of maintaining a therapeutic environ-
ment with dually diagnosed patients Is further com-
pounded by the rtgresnv* poll that thata parisnts exert
on the staff. This pull comes from their tremendous
needs and encyst Issues. Staff may frequently fad
overwhelmed when using a style of counseling tha! is
issue-oriented Inits 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 on*, unking the latter approach
Inaccurate, somewhat judgmental, and moralistic.

B9U LIBRARY ILL

R.A. Johnson

Wishing to avoid some of these pitfalls, the clinical
administrative staff at Malvern Institute sought a
treatment model that would do the following:

1. Keep both staff and patients on the primary task,
that Is, treatment of addiction, and help to prevent
the Inevitable regressions that seem to accompany
many other models.

2. Keep the wisdom and stntcruraJ support of AA and
NA while using treatment methods and Informa-
tion based on the most up-to-date research on
addiction.

3. Set realistic treatment goals that take Into consid-
eration the weakened and debilitated condition of
the patients early in sobriety and not expect more
ofthem than they can do. Studies show that as many
as two thirds of patients entering a residential treat-
ment center may have a significant level of nemo-
psychological impairment, with chnlcxj presentation

uniting the gamut from Inability to set priorities to

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

<l Give patient* a cleat message of pciaoiud ics”ajii-
sibility for the treatment of their IlIness.

THE DUAL-DIAGNOSIS MODEL

*110 dual diagnosis model as used here refers to a
model that sees addiction os a disease, bin allows for
the existence and treatment of a concurrent psychiat-
ric lliness. There art social advantages to this model.
1. Both disease processes are considered primary.

2. Both require treatment.

3. They coexist without attributing etiology to each
other.

4. Substance abuse mustnop Inorder to diagnose and
tieat the psychiatric illness.

5. If the patient is proven sot to have a psychiatric 10-
ncii, this exclusion permits a shift of focus to the
disease model of treatment.

6. Allowing for two separate etiologies decreases de-
nial and splitting within the staff.

The most Important feature of this model it that it
does not compel the treatment team to attribute etiol-
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 treatment of the psychiatric
Uloess also requires abstinence. Thit clear separation
of both diseases suggests that wo should not combine
substance abuse treatment whh peychodynamlc ther-
apy in tha context of the um t program. When we do

(21013
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this, the fdoken or unspoken mosaic to the patient Is
that the two Ilinesses are somehow magically woven
together. We are left with the embarrassingly impos-
sible (ask ofexplaining 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 sot
suggest a method or mode of treatment. The 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 two separate chronic illnesses
within tha context of the same program.

THE CHRONIC DISEASE MODEL

The chronic disease modal of treatment was developed
and written about extensively by Ron Rogers and Scot
McMiliin. They have produced books describing the
treatment philosophy, group process, and family in-
volvement inherently implied in this modal. The model
is based on the seminal work, Under the Influence,
written by Milam. It is distinguished from otherther-
apies by several key features. Its most important ac-
complishment is the direct and focused treatment of
the disease of addiction. Most multidisciplinary treat-
ment team models and therapeutic treatment commu-
nity models attempt to treat the issues that emanate
from the addiction, that is, negative attitude, intergen-
crational family conflict, grief issues, sexual abuse,
and so 0o. These matters certainly arc Important and
may even have a direct bearing on an individual's re-
covery. They are better dealt with what the individual

BSU LIBRARY ILL
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is less neuropiychologicnlly impaired and U less emo-
tionally augmented, in other words, when they are less
toxic from the effects of drugs and alcohol.

Alcoholism and drug addiction are marked by two
distinct phaieo of symptomatology. The first phase In-
cludes symptoms of intoxication that range from slurred
speech, to explosive behavior, to delusion and hallverna-
tion. Less well known are the symptoms of withdrawal.
There arc those symptoms that occur immediately af-
ter cessation of alcohol and drug use and those that
occur after prolonged abstinence. Acme withdrawal
can lasiup to 7 days. It cm result in loss of rcahry test-
ing, convulsions, and death. It can certainly mimic al-
most any of 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 of acute withdrawal and can
last up to 2 years. In the past, it has been most fre-
quently described within the context ofthe todal sci-
ences and hat been mistaken for the emergence of
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 of alcoholics entering
treatment have been shown to have significant cogni-
tive Impairment (see Figure 1). This impairment begins
to show improvement by the time of discharge in
many of the patients. VaiUent's comprehensive review
of Large numbers of alcoholics revealed that many of
the alcoholics who were studied demonstrated a wide
variety of psychological and behavioral disturbances

Neurocoanitive Impairment
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timr were not present before the onset of their disease.
This strongly suggests that there Is great physiologic
disturbance that occurs as a direct result of the sub*
itar-c abuse and extends well pastthe period of acute
withdrawal.

Obviously then, patients in early recovery are going
to suffer {torn the effects of this protracted with*
draws!. They will be easily confused, show distur-
bances of 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 1or Axis H significance. They
are then either medicated or confronted inappropri-
ately. This knowledge should have far-reaching impli-
cations for the rehabilitation centers and intensive
outpatient duties that treat these patients.

The chronic disease modd treats addictions in a di-
rect and focused manner that assumes a disease with
central nervous system seqodi.c. Program material re-
peats every 21 days so that patients repeat their first
week. The program uses task groups that occur Inap-
propriate sequence with the lectures. All of the work
is then related to one of the four primary goals of
treatment. Information docmced to be sontcgic and im-
portant for treatment iscycled 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 ofthe patientand the staff
isone of the most important functions of the pro-
gram. Therefore, it becomes important that the in-
formation meet the following criteria:

a. Everyone must be the redpient of the informa-
tion; no secreti should be kept from the
patients.

b. The information used is endorsed by thc scien-
tific community os the most accurate and up to
date.

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

d. Because the major form of treatment of chem-
ical dependence Isstill Iletcp program!, the in-
formation should be heavily weighted on the
practical me of these programs.

e. There should be a predictable and verifiable
quantity of knowledge passed from the staff to
the patients. Lectures entitled "The Disease of
Addiction" must include information on tolex-
ance. dependence, loss of control, and to on.

R.A. Johnson

Staff should not lapse into stories such as “My
Personal Recovery.” When patients are halfway
through treatment, they should be able to under-
stand their treatmentand recovery program well
enough to begin to teach it to the newcomers.

2. Setf-dl'ignosls: The next most important goal of
treatment is that the patients must sdf-dlagnooc. In
other words, all the material given to them is
worthless if thay cannot apply It to themselves.
However, this is the work of the patient and lus
peers, not of the treatment staff. The primary
treater in this model Is the patient. The goal of the
counselor is to educate and facilitate the patient's
sdf-dlagnosis, not to push him Into self-recrimina-
tion or to provoke him into sobriety. It becomes
very difficult for the staff members to projectthdr
issues onto the patient, partially because treatment
Isnot issue-oriented and partially because there is
little opportunity to do it. Therefore, patients are
asked only to personalize the material 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 of insulin, addicts must learn to main-
tain thdr health and sobriety. Recovering addicts
must learn to m&ko lifestyle changes. They must
learn what to avoid, new wayi of dealing with
stress. Lew to obtain a sponsor, how to fire a spon-
sor, and so on.

4. Assumption o fpersonal responsibility: Compliance

it not punished in this program. Compliance is sim-
ply the act of doing what you are told to do. In
other treatment models, it isthought of as a decep-
tive maneuver on the pan of 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 not engage in mind reading or accusing pa-
tients of 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 modd bus been compared to the
Montessori method. Patients are also expected to
learn about their psychiatric diagnosis and to take
personal responsibility for it. The patient's psychi-
atrist might then educate the patient about manic-
depressive lllness, for example, and how to do the
sdf-care necessary for continued stabilization.

ROLES

Role boundaries are very important in this modd, 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 remind staff members about program

boundaries and to exercise that right with healthy ex*

ubcrance. This sncounget patient* to begin to tale*
charge of their Uvea while they are still In treatment,
and this promotes skill buflding.

1. Counselors educate the patients, facilitate groups
and community meetings. They set up back-to-
work conferences. They also educate families and
lead multiple family dlscuuioc groups. They coua-
sell They do not do interpersonal group therapy or
individual therapy in a group setting.

2. The addtctlonist develops individual detoxification
protocols and oversets the medical cart of the pa-
tient. His primary goal is to stabilize the patient
medically and apprise the patient of his condition.
He will explain laboratory tats to the patients end
relate results to their disease. He may also do indi-
vidual counseling. In addition, the addlctionist may
help develop drug-free programs for the mainte-
nance of chronic pain syndromes when appropriate.

3. It is the psychiatrist's job to diagnose and treat
mental and emotional instabilities in a manner that
is responsible and consistent with the goals of a
chemical dependence treatment center.

a. Before psychiatric medications are given, the
patient must demonstrate DSM'IH-R criteria
for that illness before the onset of the addiction,
or they must have maintained their symptoms
for a period of 3 weeks after detoxiflimtion.

b. Diagnoses such as borderline personality dis-
order are not medicated. We strongly believe
tnai personality disorders cannot usually be ac-
curately diagnosed in the first 4 weeks of treat-
ment because of tho complications of protracted
withdrawal.

c. The psychiatrist should continually assess the
level of cognitive impairment of the patient and
help to ease his adjustment to the program.

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

e. The psychiatrist mutt also educate tho patient
about the psychiatric iilncu and the responsible
care of that IlIness.

4. Nursintstajjbeip to maintain the program bound-
aries 24 hours a day and arc extremely important
to the ongoing integrity of the program. They Uke
part in patient education through lectures and (ha
explanation of laboratory tesu. They also hdp the
dietitian and the kitchen staff in educating the pa-
tients in the proper nutrition of recovery.

5. Hmrationclstaffconsul; with the phyiidui to hdp
the patients develop a realistic and healthy exercise
regiment that they voU be more likely to continue
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nftar treatment. Tho focus is on the restoration or
physical health through gradual increase In (be level
of physical activity. Self-care is taught along with
the constructive use of leisure time.

THERAPEUTIC ACTIVITIES

Because the most important goal b to teach addicts to
be responsible far their own care, it makes aensc tc ap-
proximate the individual's aftercare environment as
closely as possible within the treatment setting..They
would then be better able to use this environment af-
ter treatment because they would have some experi-
ence negotiating it. One might think of the clinical
milieu as attempting to replicate the successful and
unique attributes of 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 of 12*tep programs is that they
ore homogeneous. They are made up of individu-
als who are addicted and have similar life experi-
ences. No one goes to an AA meeting for therapy
for an emotional disorder. People may go, how-
ever, to stay sober in the face of many emotional
problems. They are then likely to see their therapist
to deal with their emotional issues. Meetings are
alio 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 of mouth from the older members to
the newcomers. They prevent the group from being
subverted by circumstance and individuals. Thu en-
sures that (he primary task of the maintenance of
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 of group process most often used fat reha-
bilitation settings is the short-term Yalom group,
which does net meet the aforementioned criteria. In
these groups, patient's issues, many of which vary
from patient to patient, are worked on one at a time.
Dtfferences and not sImliaritias 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 of Lord Wilfred
Blon. The groups bate Specific tasks, and the role of
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the counselor is merely to keep the group or the con-
munity on Ulk.The primary task of the group or tso
community b always the treatment of the addiction.
The paychiatric diagnosis Is not treated by the group
or the community. Itk treated by tin psychiatrist. It
Is the job of all staff members to make their primary
Investment In the maintenance and continued life of
the program. In that spirit, the primary usk mutt al-
ways be preserved. Therefore, anything such as a psy-
chiatric diagnosis, that prevents the individual from
attending to the primary tuk Is actively treated. In
that respect, the psychiatrist helps the patient by man-
acing the psychiatric illness, whereas the patient attends
to the primary tuk of treating his or her addiction.

COMMUNITY MEETING

The 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
of 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
that ore not specifically covered In the program rules.
One community may have to solve the problem of how
its members will help aach other adhere to a 10-min
telephone limitation, whereas another community may
have to solve the problem of getting its members to
therapeutic activities on time.

Commurity meeting is generally facilitated by ocJy
one staff member. This staff member may assist the
community 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
problems for them.

SMALL GROUPS

Groups occur daily at Malvern Institute. The groups
are usk oriented, and they art fselluted. Individual
and interpersonal therapy is not done in the context of
the group u it is with the Yalam model. AD of the
groups are focused on some upca of addiction and
recovery. They mujt fulfill one of the four basic goals
of treatment and are coordinated with the lectures
given that day.

Groups operate out of one of four basic "modes.*"
These modes are hostile, hopeless, hopeful expecta-
tion, and working. Obviously, the goal of 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 usk at land. Groups
can fall Into helpleaoieis and hopcJeuncss; they can
become hostile and duect their hostility to the coun-
se'or or t0 one another. They an also enter hopefdl
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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 of 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 of
denial. They will then participate in a group In
which they relate the use of these defeases to then-
selves. The patients discuss how these defenses are
used to avoid sdr-dlagsoria. They discuss how to
change this behavior. Acting out in the community
may be discussed in the defense mechanism group
so that the patients can relate this to their avoid-
ance of treatment. It serves as a way of 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 of sobriety. They are re-
lated to the educational lectures. For example,
step 1 emphasizes how the disease process leads to
powerteamen through the mechanisms of tolerance
and withdrawal. Unmanageability stresses the
problems stemming from the disease, such as legal
problems, family problems, and so on. The need
for abstinence and working the steps Isemphasise].
Step 2 stresses (he importance of 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 familiarity with the
present week's lecture material. Again, the group
stresses relating the material to the individual mem-
bers. They alto must identify educationally weak
areas in the group. This ensures (hat all of the
members of a given community receive the infor-
mation that is needed to aeif-dlagnote. There is. of
course, a certain amount of new learning that taka
place with etch new member as the group attempts
to diagnose or determine what information an in*
dividual is miming and to develop ways in which
the patient may make good on those deficits.

4. The treatment'Xartgroup isanother type of group.
This Is the only group that may on ocauion address
a patient's self-defeating behavior and anctrpt to
prescribe alternative behaviors that arc more con
sblart with active treatment. Again, this is pauent
led and patient-determined. Clients arc expected to
follow the guidelines of treatment planning and to
develop goals and objectives.

Counscloii are rotated through the different poupi
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Adapttkt Chronic Disease Model

to thai no group identifies iudf as belonging to n par-
ticular individual or vice vena. The counselor can
make an intervention if the group is having trouble
with the task, but be or the tnvut first determine wha:
mode the group b in and must address all of hisor her
comments to the group as a whole and never to indi-
vidual. This prevent! projective identification with the
group and further prevents acting out countennuufer-
cnee. The advantage of this kind of disciplined thera-
peutic interaction to dually diagnosed patients is
obvious. Emotional turmoil tad patient acting out is
greatly decreased. Patknu with A di 1diagnoses that
could not tolerate more “invasive" or “penetrating”
group techniques are generally able to tolerate these
groups.

INDIVIDUAL THERAPY

The individual therapist has 10 major tasks in this
model of treatment.

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 important to assess the aftercare
needs of the patient and to make 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-
trol of feelings. The emphasis should be on the
prevention of regression. Therefore, patients ate
not encouraged into insight or expressive psycho-
therapy. "Conversion experiences™ are not encour-
aged. The emphasis is on consiitent and directed
work and not seif-castigatinn.

4 C*Jtontdenial only by didactic methods. There
is nothing therapeutic about increasing the level of
shame that aa individual comes into treatment
with because most of k b baaed on a moral under-
standing of addiction. Itis very important that the
staff modd behavior that is consistent with that
belief.

5. 7nrcA patients about defense mechanisms and
how they ere ured to Justljy eddicltvr behavior
and to avoid tm iment. The more the behavior of
questioning on«*sdafemu is modeled for patients,
tbe mere thay will do IL Tha more they are con-
fronted forcefully, the more defenihr they will
become.

6. Provide opportunity for patients to witness the
use o fdefense mtehanltmt and to Identify them.
Conflict, attitrdtf, and behavior art never Inter-
preted. The patirnls may mahs their own guesses
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about what dynamics their defenses may conceal,
but this should not be encouraged or 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 cannot support with data. Patients
should be given useful data in the same format as
they are given data about their addiction.

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

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

10. Teach the patient the effective use of 12-step
groups.

LECTURES

The topics of lectures are chosen oa the basis of what
patients need to know about addiction and the norma]
recovery process. They alio need information about
the bancs of self-care. in tbe case of 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 the important points. Topics are pro-
seated In a logical manner and are coordinated with
the day's activities. Therefore, if a lecturer Isabsent on
a given day, someone else must be able to step In and
cover that topic. It muit be covered point by point.

DIET

It is with some trepidation that | 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 pmon 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 time they come
into treatment. They frequently attempt 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, or the amino acids that
are tbe building blocks of proteiu, are increased. The
protracted withdrawal syndrome occurs out of a deli-
descy of neurotransmitters. Serotonin, for example,
relics heavily on the amino add tryptophar for its syn-
thesis. It dors not cross the biood-brain b trrier itself;
tbere/ote, one of the few ways of increasing e-rototrin
is to increase the amount of tryptophan delivered to
the brain. Theoretically, at least, diet should be impor-
tant to the process of recovery.

Thb, of course, does not even begin to cover tiie
lop<c of diet for general food health. Typical rchabli-
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Itation food U high in caffeine, tImrb sugars, fata,
and cholesterol. The theory is Out .ecortring people
need 'hearty fere" and tasty food Casualty high in fat)
to keep their minds on treatment. | have been dis
mayed by the fact that middle-axed men. who have
soma risk of heart attack, experience itcj cases in their
blood lipid and cholesterol levels In their second week
of treatment, not as a consequence of recovery but be-
cause of the diet that they were fad.

Caffeine ianot 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 of stimulant loading always incursn
debt to be payed later In neurotrensmitlcr 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 af-
ter eating and then a rebound depression state. This
“low™ feeling stale is often accompanied by a recur-
rence of 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 diffi-
culty of rocovny. Therefoie, 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

Thh nodd of treatment does not trivialize the many
Important issues of the recovering addict. It merely
prioritizes the sexju-ncc of treatment to match the re-
covering patient's physiology and limitations. Many b-
tucs aredeferred for outpatienttreatment. The strength
of this model lies in Its restraint. The tuff must place
most of its energy into the maintenance of the pro-
gram itsdf, which hdps to prevent acting out of code-
pendent and countertransfetence Issues. In other
words. Uhdps to prevent the staff members from act-
ing oo inappropriate thoughts, feelings, and attitudes
from their own pan that would be harmful 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 ruk of Meriidne: “P jit
do no harm."

Raymond A. Johnson, so
Dapanmtnl of A id e ton Sarvieas
Sonhvastam l/uTituia o f Ptjchiatry
Fon Wahtnfion, Ptnnsy/vanla



Alcoholism:
Disease Or Addiction?

Editor's Sou; As editor of Piofciiionil Counselor, /cm afforded the opportunity to work with many nottdprofessionals in the addic-
tionsfield and the crtam tfreedom to bring together ripens who may have difftttnt viewpoints on controversial topici.

Only afew years ogo. Il would have been difficult to imagine having rwo ofthe moil nottd authorities on addictions and relapse prt-
itntiOn agree to a point/counttipomt on the questionmls alcoholism a durait? Today they acknowledge that, while their convictions may
conflict in some ways. there is also much that they agree upon

Thu debate highlights their com/non gn/uitd us well as their difftitnces. It is offered in the spinl of cooperation between these rwo
schools ofbtrncledge. With the hope that by studying then perspectives, *.c can unite our efforts to decrease the devastating consequences

cfalcohol and drug addiction As always, we welcome comments and ftedbackfrom our readert

-RichardFields. PhD

Top 10 reosons why alcoholism is Flawed disease definitions have
an addiction but not a disease hindered alcoholism treatment
By G. Alan M arlatt. PhD By Terence T. Gorski. MA, NCAC I
IbelgrtJt debtee continues 1'm not gouig to sty that | lo Wiligently discuss the issue of whether alco*
Idon't think there it tuch t thing as alcoholism It's a mholism it a disease, you first have to define the dis-
Iserious problem There are people in my family who lease When talking about disease, people use three
fbave died from it I'm very concerned about this JLeims interchangeably: a disease, a disorder, and a
problem hut I'm alto a researcher and a scientist who syndrome.
is trying to figure out what alcoholism it. Our working definition for use in this discussion
I don't think it's a bio’ogical disease To think of it involves three criteria;
jusi that way set* us up for certain problems. Well, » Does alcoholism constitute a clinical syndrome
what is it therr™ marked by an identifiable
group of signs and

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:

symptoms?

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

* Is there an etiology Ol
cause of the syndrome
that can be pinpointed or

of course there ire. Hut identified’
there me also psychological, Let_s address: and answer
social, and spiritual issues 6 Um fchl MIV*t*] L Ocrti] the first question Is alro’

holism a syndrome’ The

answer to (his ts an absolutely unqualified ""yes *
(Omanuerl i» pujce It)

that are important to this

discussion
(Qrmtinunim. 34)
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(Conrtnutdfrom 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
dinned 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 knowledge

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 tt a disease Hu 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 at bad people, immoral tinners who
needed to repent in order to get well 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 tv I'nucd States created the Matronal
IriOMSc of Alcohol Abuse and Alcoholism
to nationally implement treatment pro-
grams based essentially upon this model
Tru work was summarised m the book.
T*r Jiicare 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 orat-
ing alcoholics vv«r wens oack to this orig-
iral soutee document, which very cieeily
fcic.ttcJ an undemanding of akohslum
a*d divided it into five subtypes

« .S/jsho alcoholics ire purely psycho-

Ik trvhuMviCewuiM Oswky- &**

““Here was a fundamental error
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 O
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

* Bun 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 <Svew<

s Gonnia alcohoU™* eahtp.i progressive
lymptomi of both physical end psycholog-
ical dependency upon alcohol Looking
retrospectively at chromc-tugt 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
saoe functOfl 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 so 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, dr’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

Damage 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:
wit so taken with the description of
gamma alcoholism that be rook lbe symp-
toms. cperrtimutited then and put them
on a chan, which he dubbed cx Jciltnck
Chart Try and f.nd the fellmek Chait in
any of Jellmek'i pvbltihed wotki You
won't, btcaust Matwtll Glatt puNithcd it
in ibe Bhhtli Journal n/AMtthnni.

He then proposed a course of recovery
Whnj! 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 evertv-
clly fa'*I, that everyone who has any kmd
of alcohol problem has the disease, and
Jut if you have mild, or early-wage alco-
hol vm. the peofteuton Is mev.ubk

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

(Gonmutti mpert 51)



(ConmuiMfrom paft 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 Oifanujtion. 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. | «u rather shocked because |
«<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 ptgrs devoted to
esplaimrg, understanding or referencing
that model, while very small, obscure
behsviora) studies were given jujes of
credit and reference

| was ready concerned when | irad due
bxi.re 1 realised uuu if tint document
wen unchallenged. U would become the
buepcini for reshaping chemical depen-
dency treatment <n the rutron 1eipressed
my concerns to the leaders is the alcohol

M  mrfewsstl Cowuie tkvO(i IW

“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.

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 wt are seem; today is that die
blueprmt for the Institute of Medicine
report Is the game plan that it reorgmiung
service delivoy for alcoholism oik] mher
Ciug dependency (Infortun::eiy. | 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
ttrms of making treatment in ee tmn sjb*
populations of alcoholics fei le» n*a.lailc
than it was

I ih.nk there is 4 b-ntSci (use >f ueat-
mem. but | also thine tv a z>r *t*»»e uf-
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

Drawing Hie line

Let's look at il from » .*#ffe e «anJnoiro,
where on one side it me <ied.
infrequent jNiter and or -he ni*» tnle of
ihe Ime it s'* chum*. «*%#iry it alco-
holic | sJon'i k-htw onyi-ne wl«« openes
within a disease nvvkt nf oddti'i’n who
wow'd cnoie *d tlus eiicm c’y «it<lJ 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 tvre an;
peep's in the first scenario who, inall poe-
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 tbumcnce So, if ie
douhs, | 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 what | call the "bated oser”™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 way God intended Mm lo rovnvef the
way | d.d “ Thai posit on is professeo*j|ly
untenable <fi my mind

On me mher hand. | >uve j hard i*me
tolerating people who uy, ~Wciet ’h.s
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(Ccmtinutd/rvm page 17)

For example. let's look it cirtho-
Its of the liver. [ have no argument
u to whether cirrhosis is mdiscue.
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 selfconfi-
dence . . . their problems pilt up
on tham and beeoma astonishingly difficult
tosolvr-

“Relapse is the pivotal issue that
determines whether the

disease model works.”

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. We 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 "

NATIONAL TREATMENT CENTER FOR
TRAUMA. DISSOCIATIVE ft PERSONALITY DISORDERS

Intensive Acute care and Day Treatment
Stabilization and Recovery from Childhood Trauma and Neglect
for people presenting with;

+ selfinjurious oenavior _ _
 involvement in abusive relationships
» Substance and/or food compuiswity

» Depression

* inaonity to trust self or otners
* unmanageable dissociation

Our Commitment

to orovidc afun spectrum of treatment services within arespectful,
safe and trusting therapeutic environment

800-645-3305

Torrance. California

la frdtwHMI Coimuo™* Os™**
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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 Dittotf Concept of 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 thil 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 | read over this. | 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 diteitr
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

| therefore propose a sort of David
Letterman Top 10 list ol reasons Why |
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



thing, the diteue 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 opnmiuk dung aboui
working wth 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
mihe 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 DM -1V model is basically a con-
(muum model. When you bring all these
definitions into X, you get mo»« support
from the continuum model than you do
fromthedichotomy, "either you have the
disease or you don't have If* model

“Decisions and cognitive factors
are involved in the recovery
process. It'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 1i'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
of Hypnotherapy

EARN a DOCTORAL DEGREE IN
HYPNOTHERAPY AIM o«eri #> only
tosrtorvcvioned doc*oro(-W*«l ururof-
I-ly d*g*«« -ft hypnosis. I1t* pra«ftg*owi
Doctor of Clin-col Hypfto'heropr
Credits ore Mmed pr.(n«n.ty th'Ovgh
d -rc**d Iftdependenl *«<Sy. ohhovph
some res*d«ri-ol courses are rtqwred
foCwry meiudei some of rb* norson's
Most eT*rie<u proWssionols. and *h«
carntdvm onco'npoitei tewm in
virtuoR* every oipect of the held of
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vdwoky de« Oned *o0 -KO'po/o** ihe
ipe<.J irUeretH of 7* smden* for fur
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Amer<rift Inseiw*e of Hypnotherapy
108*2 Yon tCormaft Ave . Sv-N 47i
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.. matunnj 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 lime 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.

#

c ldli”ea Arbor
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/ellmek'i book ulki about how one
d/mk ii eufficient to trigger chit loti 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
wen led to cspccl tonic, without vodka,
they drank very little If they expected
vodka with thctr tonic, they drank a lot. 11
didn't matter whether they were actually

Pathological Gambling

Treatment and

Consultation Services...

.t : D VE -

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 assessmen:. 24 hour* a day. Initial

screening may be conducted over the telephone
Thinking & integrating a compulstv* gambling counitling tenter
(oyour currentprogram = Our trained staff of consultants can help

you develop

DSMIV critcna/oooctsmem tool

Admission and continued length of stay ctilcna utilizing AS AM

patient placement materia)

Financial assessment and treatment procedure!
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A program that will maximize third-party reimbufurr.trst

Call us. Wo can help
800*522*3784

St PtsfstU—al CnvMttoi fW hrt

Gambling Addiction
£) Treatment Center
Peoria, Illinois
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getting alcohol or not. So we don't find that
the mere presence of alcohol in the blood-
stream Is causing the loss of control. There
has to be awareness of the psychological
factors

2 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 asingle questionnaire
to people who were in traditional 30-day.
residential, inpatient Minncsoia-mndel
treatment. Il said. 'To 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.
what IS it?

| think it's an addiction m alcohol Its
an addictive behavior shat has biopsy-
chosooul dctermituflu | 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 how they
affect behitior Even in tho* 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 dj
rate process

Addictive behavior is rise tadm ; 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 leiu-
«l Ktmuri can bring on disease liases,
whether it s cancer. Cirrhosis, you nsmt it



Idon'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*
jrJ 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 all there mixed factor* The good newt
i, 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. | think the
oddintvc model it more embracing than
the more narrow diteate model.

Addiction is the word 1 prefer. The dis-
ate model implies that it ii entirely phyti-
ological. | 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 | 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
0: you don't People are not used to think-
ing about polygenic determinations that
emease 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-ornnthwe
be”ef of “youeither have noryoudon't” s
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Maternal Drug Abuse and Drug Exposed Children:
Understanding the Problem

U S Department of HeJlJh anp Homan Service?



EXECUTIVE SUMMARY

Drug abuse is a serious problem in the United States. In particular, the expanding popularity and highly
addictive properties of crack cocaine have generated considerable concern at the local and national levels.
With large numbers of women using illicit substances during pregnancy, Federal, State, and local policy

makers and sen/ice providers are struggling to define how best to address the growing problem of infants

exposed to drugs.

Analysis of NIDA's most recent National Household Survey on Drug Use (1991) indicates tfiat the use of
cocaine by women of childbearing age is still high. Of the approximately 59.2 million women in the
childbearing age group (15 <44 years), over 4.5 million are estimated to have used illicitdrugs in the past
month. Especially alarming is the fact that about 601,000 women in this age group appear to be current
users of cocaine. There is, however, no accurate estimate of how many of these women are pregnant.
There are several overlapping populations of concern when one talks about maternal drug use. From the
broadest perspective, the population of concern iswomen of childbearing age who use or are at high risk of
using drugs, and their children. Of particular concern are pregnant substance abusers, mothers currently

using drugs, children exposed to drugs in-ulero. and children residing in drug using households.

This paper was written as a step toward defining the problem of maternal drug use and prenatal drug
exposure for the U.S. Department of Health and Human Services (HHS) and itscomponent agencies. Its
authors include representatives from the variety of HHS agencies which have an interest in this issue. This
paper I not intended to serve as a definitive analysis of the problem. However, we hope that it will help
inform the field on varying aspects of the problem and the strategies which are evolving to help in its solution

The discussion includes descriptions of the nature and extent of the problem of maternal drug-abuse and the
prevalence of drug-exposed children; research on substance abusing women and their children; drug
treatment and prevention services for mothers; child welfare and legal issues relating to drug abusing women
and their children; and Medicaid and Social Security financing for this population. The paper concludes with

observations about the nature of maternal drug abuse and effective strategies for intervention

This paper docs not address the emerging issue of the long term developmental needs of drug-exposed
children. While research isunderway to document possible implications for child development of parental
drug use before and after birth, as well to develop appropriate interventions for affected children, such wo»<
has not yet produced sufficient consensus for a comprehensive discussion. Itisdear, however, that
drug-exposed children display a wide range of ability levels and that only a small proportion display serious,

Materials under development both within HHS and the Department of Education !

long term impairment.
address this issue in the coming months and years



Problem

Strategy

Drug abuse among pregnant women and women of childbearing age isa
complex and growing problem with several important inter-related

components.

Prenatal drug exposure has significant, although not yet clearly defined,
negative effects on the infant and developing child. Low birthweight and
premature delivery are among the most serious. Parental drug use also
puts children at increased risk of child neglect and abuse.

Drug using women and their children are a particularlyTiard to reach

population.

Strained drug treatment and social service systems throughout the Nation
currently either lack the capacity or appropriate family orientation to

effectively serve this population.

Service providers are finding the needs of drug-exposed families so extensive
that no one agency can address them all. Instead, the agencies must work
together and pool their expertise and resources to serve these families most

effectively.

HHS efforts regarding this population are focused on the following object.ves:

¢ Conduct research inorder to determine the nature and extent of maternal

drug use; better understand the medical and developmental consequences
of prenatal drug exposure on the fetus, infant, and developing child; and
develop appropriate prevention and treatment approaches.

¢ Develop and disseminate effective interventions to:

- Prevent drug use among women of childbearing age.
e Treat drug addiction among women of childbearing age.

- Prevent child abuse and neglect in families with substance abuse
problems, and serve those children who have been abused or

neglected because of their parents drug use.

- Intervene with children who show or are at risk of developmental
delays or other problems resulting at least in part from parental drug

use.

Continue to support drug treatment capacity by providing funds to States
for prevention and treatment services

improve the ability of the child welfare system to serve increased numbers
of drug e«posed or drug affected children and families



Research on the Effects

of Prenatal Drug Abuse

Preventing and
Treating Drug Abuse in
Pregnant and Parenting

Women

¢ Provide medical insurance and disability income supports for eligible
individuals (including many with substance addictions) and their children.
These programs enable many to receive treatment who might not

otherwise.

A number of offices within HHS play vital roles in carrying out the objectives
described above. Detailed descriptions of specific programmatic efforts of
each agency with respect to this population may be found in the companion
document to this piece, "Maternal Drug Abuse and Drug-exposed Children: A
Compendium of HHS Activities*.

The challenge to research isto design instruments and develop the
methodologies to determine the nature, extent, and consequences of
maternal drug abuse; enhance our understanding of the basic mechanisms of
action of drugs and their effects when they cross the placenta; and to evelop
and test new treatment and prevention strategies which address the myriad of
problems facing drug abusing women and their children. In addition, more
research isneeded on the effects of paternal drug abuse on children.

To determine the incidence and prevalence of maternal drug abuse and its
developmental, psychological, and physical effects, NIDA issupporting
research to develop and improve approaches for identifying pregnant women
and neonates at risk; provide estimates of the prevalence of drug use during
pregnancy and the number of infants exposed to drugs during pregnancy; and
determine the effects of drug exposure on a variety of outcome measures.
Research on the optimal combination of treatment and other services, as well
as settings in which such services are provided will permit us to make
recommendations regarding model treatment strategies and options for
providing such services. NIDA's basic research program is increasing the
understanding Of the effects of drug abuse on mothers and their offspring
and laying the foundation for the development of medications appropriate to

this population.

There has been little information on effects of paternal drug abuse on children
until recently. One animal study has demonstrated a relationship between
ingestion of morphine and alteration in normal development of offspring, and
observed that these effects were long term in nature. This research hints at
the potential harmful effects of a father's drug use on his children.

The many negative health and social consequences of substance abuse for a
woman and her children demand that such abuse be prevented to the extent
possible and treated in those for whom prevention is too late or unsuccessful
The challenge for HHS and for State, local, and private agencies supporting
prevention and treatment activities has been to tailor appropriate and
effective prevention messages ar.d treatment strategics for high risk groups



Child W elfare Services
for Drug Abusing

Families

At the Federal level, HHS is working to develop, document, and disseminate

effective models of substance abuse prevention and treatment.

Drug addiction isa chronic, relapsing disorder that is frequently accompanied
by a host of medical, psychological, and sociological problems. The incidence
of addiction-related health, mental health, social and emotional disorders is
especially high in drug dependent women (as opposed to men), who typically
ore without family and community support systems or economic resources,
and whose own family histories often include abuse and/or addiction.
Treatment programs are often unprepared to meet the particular needs of
women with children, including child care and development parenting skills
training and child abuse and neglect prevention, and addressing the
consequences of addicted women’s frequent histories of abuse as children

and other domestic violence.

The number of drug-exposed infants and children of drug abusers entering the
child welfare system is creating a new set of demands that have yet to be
properly addressed. Parental substance abuse significantly increases the risk of

neglect, physical abuse, and sexual abuse.

During the 36 months between June 1987 and June 1989 the American Public
Welfare Association estimates that the number of children in foster care in the
U.S. increased approximately 29 percent, to 360,000 children. The States of
California and New York were together responsible for 55 percent of this

increase.

Assessment of the risks to the child is particularly complex and difficult in
situations of illegal drug use. Intensive family sen/ice programs often will not
accept drug involved families. The mother may deny drug use due to distrust
of the child welfare authorities. In addition, child welfare caseworkers often

doubt that promises of sobriety can be maintained.

Despite these uncertainties, most of the substance-exposed infants and
children of drug users do not go into foster care placement. In New York,
only about one-third of the substance exposed infants go into foster care
immediately, and ina 1990 GAO study only 1,200 of the 4,000 infants
reported to be born substance exposed were placed in foster care.

Many child welfare professionals are unfamiliar with the special care needs of
drug-exposed children and do not have adequate preparation or tesources to
handle such a large proportion of high risk cases In-service training and staff
education on drug effects, treatment, infant parent interaction, and high-risk
mother infant pairs are essential supports for professionals and para
professionals serving these children and their families.



Legislative and Judicial
Responses to
Substance Abuse in
Women

Financial Assistance
Programs

For the most part, drug-exposed children are being served by the public child
welfare system and the family courts, rather than the criminal justice system.
However, a few States have begun to prosecute pregnant women as drug
dealers, drug abusers, or as child abusers under criminal statutes. Some States
have also enacted legislation to require reports of perinatal drug abuse to child
protective service agencies, or similar authorities. Although, child welfare
agencies adhere to a philosophy of preserving family unity, they frequently
make out-of-home foster care placements to protect the child. Federal
statutes require that States make 'reasonable efforts” to rehabilitate and
reunite the family, i.e., to provide services to the family, in order to qualify for
certain Federal funds. When itis not possible to reunite tl>e family. State laws
govern the termination of parental rights and adoption. Federal legislation
also provides fiscal support for adoption of children with special needs, which

may apply to some drug-exposed children.

The Medicaid program, administered by the Health Care Financing
Administration (HCFA) is a Federal-State entitlement program that pays for the
health care of certain categorically eligible low income individuals. For eligible
individuals, States must provide, at a minimum, needed inpatient and
outpatient hospital services, rural health clinic services, physician services,
nurse midwife services, services in Federally qualified health centers, and
EPSDT services for children under 21 years of age. Within the above
categories. States can choose to offer a variety of alcohol and drug treatment
services, for instance detoxification, outpatient day treatment, or methadone
maintenance. Whether or not individual States cover such services depends
on how they define services under the mandatory categories and whether
they set limits on the amount of services available to an individual under
Medicaid. At present. Medicaid dees not pay for treatment of drug addiction
or mental illness in residential treatment facilities of larger than 16 beds
HCFA is, however, sponsoring a series of waiver demonstrations allowing
several States to experiment with the option of allowing such services for

pregnant substance abusing women

Mothers and children with substance addictions or substance-related
disabilities may be eligible for payments and medical coverage under two
disability programs administered by the Sooal Security Administration These
are the Social Security Disab ty insurance (SSDI) and the Supplemental
Security Income (SSI) programs While the disability eligibility criteria for the
two programs are similar. SSCt requires the recipient to obtain insured status,
which isaccomplished by work "; for a certain period of time in a job covered
by Social Security. SSl is a needs based program that does not require insured
status. Mmor dependents of SSDi beneficiaries are eligible for benefits based
on their dependent status Ch :d'or of SSI recipients only receive benefits if

they are disabled themscl.es

Under both the SSDi and SSi prjgrjms. the mother must have a medica'/
determinable physical or ment. limpairment that has kept, or isexpected to



Conclusions

keep, her from working for at least 12 months, or isexpected to result in
death. The impairment must be demonstrated by medically acceptable
diagnostic techniques-signs, symptoms and laboratory findings. In addition, a
child can qualify for SSI disability payments in his or her own right, even if the
parent is not disabled, if a child manifests a substantial reduction in ability to
function independently, appropriately, and effectively in an age-appropriate
manner because of a medically determinable impairment. Recently published
childhood disability regulations include medical listings for psychoactivc
substance dependence disorders in children for the first time.

Drug using mothers and their children have multidisciplinary needs and will
require the coordinated provision of services from a number of service systems
and disciplines. Service providers who work with these families stress that
cooperation, collaboration, and communication among the agencies and

programs who see these families is essential.

Substance abuse by pregnant women and women with children isa problem
of extreme concern to the U.S. Department of Health and Human Services and
its component agencies. In thisdocument we attempt to outline an
understanding of this problem and a strategy toward its solution. In

particular, we emphasize the following:
¢ Maternal drug abuse isa complex, multifaceted problem.
¢ It is possible to provide effective services to this population.

¢ Women and children have particular characteristics and needs which must

be accounted for in service design.

¢ Maternal drug abusers have complex needs which cannot be solved with
short-term interventions. Severely addicted women in particular may need
long term interventions at varying degrees of intensiveness over the course

of their recovery.

The varied agencies within HHS are committed to working together to add’ess
the problem of maternal drug use and the needs of drug-exposed children A;
has been described above, substantial progress has been made in
understanding the nature of the problem and developing strategies to add’css
the needs of this population By conducting research, developing and
dissemmatmg effective interventions, supporting State and local service
capacity, and through medical and disability insurance payments for elig b e
individuals. HHS Carnes Out Itscommitment to healing and strengthening

families affected by maternal substance abuse



PURPOSE

INTRODUCTION

Drug abuse isa serious problem in the United States. The low cost of crack
cocaine coupled with its highly addictive properties are especially troublesome.
Substance abuse by women of childbearing age, particularly during pregnancy
and during the early years of child rearing, has resulted in increasing numbers
of children coming to public attention for their protection. Federal, State and
local policy makers and service providers are struggling to define how best to
address the growing problem of infants exposed to drugs and mothers unable
to provide proper care and nurturance for their young.

This paper draws from the perspective of various programs from within the
Department of Human Services which have responsibilities concerning drug
using mothers and their children. Itis not a definitive analysis of the problem.
However, we hope that it will help inform the field on varying aspects of the
problem and the strategies which are evolving to help in its solution,

This paper isone of several products generated by the Sub-Group on
Substance Abusing Women and Their Children of the Department's Ad Hoc
Drug Policy Group. Itscompanion piece, "Maternal Drug Abuse and
Drug-exposed Children: A Compendium of HHS Activities." details the variety
of efforts the Department has underway which relate to these populations.
Taken together, we anticipate that these pieces, and others the group may
decide to produce in the future, can represent a coherent vision of this
Departments involvement in addressing the needs of substance abusing
women and their children, and in preventing the future abuse of drugs by

women of childbearing age

The discussion which follows includes descriptions of the nature and extent of
the problem of maternal drug abuse and the prevalence of drug-exposed
children; research on substance abusing women and their children; drug
treatment and prevention services for mothers; child welfare and legal issues
relating to drug abusing women and their children; and Medicaid and Social
Security financing for this population. The paper concludes with observations
about the nature of maternal drug abuse and effective service strategies for

this population.

This paper does not address the emerging issue of the long term
developmental needs of drug”xposed children While research isunderway to
document possible implications for child development of parental drug use
before and after birth, as well to develop appropriate interventions for
affected children, such work has not yet produced sufficient consensus for a
comprehensive discussion ftisdear, however, that drug exposed children
display a w.de range of ability levels and that only a small proportion display
serious, long term impairment Materials under development both within HHS
and the Department of Education will address this issue m the coming months

and years



Problem

The problem of maternal drug use has several inter-related components.
While described here in broad terms, later discussions provide more detail
about specific aspects of the problem and approaches toward its solution.
Throughout these discussions it must be remembered that polydrug use (the
use of more than one drug) isthe norm among drug abusina women. Most
will use alcohol and marijuana in addition to cocaine, for instance, and
therefore talking about a crack user or a cocaine exposed infant, for

instance, isin many cases misleading.

There are several overlapping populations of concern when one talks about
maternal drug use. From the broadest perspective the population of concern
iswomen of childbearing age who use or are at high risk of usmg drugs, and
their children. Of particular concern are pregnant substance abusers, mothers
currently using drugs, children exposed to drugs inutero, and children residing

indrug usmg households.

Prenatal drug exposure has significant, although not yet clearly defined,
negative effects on the infant and developing child. Details remain
unclear, however, in part because effects are dependent on the specific drug
as well as on the amount used, duration of use. and timing of exposure during
pregnancy in addition to direct biological effects, parental drug related
behavor can have negative consequences for children independent of d-rect

drug exposure (e g .increased risk of child abuse or neglect)

Drug using women and their children are a particularly hard to reach
population. In add>t>on to the general den-al associated wish drug use. m«t<al
reports indicate that fear of child protection agencies may discourage some
maternal drug abusers from seeking treatment or other serwccs In addition,
poor and minority women are disproportionately represented among
substance abusing mothers (at least among those identified through pubk
systems) and face the same under service that these populates face

regarding most health care services

Strained drug treatment and social service systems throughout the
Nation currently lack either the capacity or appropriate family
orientation to effectively serve this population. As will be discussed *n
more detail later, child welfare caseloads in many parts of the Naton are far
beyond leveH allowing adequate services «*.'Pervis*'yi in add-on. drug

treatment programs are rarely operated with a family
possibkty of effective treatment for pregnant women or women vwth il->jren

HHS considers and treats add<i»on at a disease Nonetheless, if n critical to
remmd those contemplating drug use. drug users who have not yet become
add*cted. and those who are struggl-ng to recover from add«t*on that they
have responiol.ty lor the course of fhew kves For such mdrwduih.

tl



Strategy

establishing personal responsibility and a commitment to a healthy lifestyle is a

vital part of prevention and recovery.

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:

¢ Conduct research inorder to determine the nature and ex’ent of maternal
drug use; better understand the medical and developmental consequences
of prenatal drug exposure on the fetus, infant, and developing child; and
develop appropriate prevention and treatment approaches.

¢ Develop and disseminate effective interventions to:
- Preventdrug useamong women of childbearing age.
- Treat drug addiction among women of childbearing age

e Prevent child abuse and neglect in families with substance abuse
problems, and serve those children who have been abused or

neglected because of their parents drug use.

- intervene with children who show or are at risk of developmental
delaysor other problems resulting at least in part from parental drug

use

¢ Continue to support treatment capacity by providing funds to States for
prevention and reatment services

¢ Improve the ability of the child welfare system to serve increased numbers
of drug-exposed or drug affected children and families.

¢ Provide medical insurance and d<sabil.ty income supports for el.gible
individuals and their children (including many with substance addictions)
These programs enable many to receive treatment who might not

otherwise

These goals are consistent with Secretary Suliwans Goals and Program
Directions for HHS (for a full d scuss*on of Goals and Program Ouectons see
The fY1991fY1992 hmS Program Directions Plan )

The importance wh.ch the Department places on the objectives outlined abo*e
sSconsistent 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



Wi ithin the Public
Health Service (PHS)

Wi ithin the
Administration for
Children and Families
(ACF):

Elsewncre in HHS:

to and expansion and improvement of treatment services for pregnant women

and their children.

A number of offices within HHS play vital roles in carrying out the objectives
described above. These are listed immediately below and include components
of the Public Health Service (which oversees the health side of the
Department's activities), the Administration for Children and Families which
oversees the Department's human services activities, as well as the Health
Care Financing and Social Security Administrations. Detailed descriptions of
specific programmatic efforts of each agency with respect to this population
may be found in the companion document to this piece, "Maternal Drug
Abuse and Drug-exposed Children: A Compendium of HHS Activities.*

Alcohol, Drug Abuse, and Mental Health Administration (ADAMHA)
National Institute on Drug Abuse (NIDA)
National Institute on Alcohol Abuse and Alcoholism (NIAAA)
Office for Substance Abuse Prevention (OSAP)
Office for Treatment Improvement (OTI)
National Institute on Child Health and Human Development (NICHD)
Health Resources and Services Administration (HRSA)
Maternal and Child Health Bueau (MCHB)

Administration on Children. Youth and families (ACYF)
Administration for Native Americans (ANA)
Administration on Developmental Disabilities (AOD)

Health Care financing Apmnstrat'on
Social Security Admimstrat on

The efforts of these ma’ j je"ces come together in order to carry 11 1tr»e
goals of better u N d fS *- j me conditions and service needs of drug
abusing mothers and e-.» « ren. developing effective interventions to meet

those needs, and fmin -» ; < es for those in need
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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~Ind 29 percent in

Pennsylvania.

The 1091 population of young foster children IsHgnlflcantly different from
the 1985 population In the locations reviewed lift 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 dKlg exposure,’ and they are
more likely to be eligible for federal maintenance payments.

The number of young foster children increased f I almost twice the rate of
the general foster care population. Neglect and faretaker absence
prompted an estimated 68 percent of removalstEfp 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 irffOOI and most of them
were prenatally exposed to drugs. Specifically,® estimated 68 percent of
young foster children had serious health-relateroblems 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 1 creased overall maintenance expenditures,
compounding thdr Crunch-1fMpact on government. Federal and atate
governments Inthese thrve states alone spent~ rr 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 chlldrenind 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 Ukellhoo”ut children will be

(Jeotat fdowr* toort * ."\yaor ot Omt H<rJSrr. t>» indSnv* of
«fcoferi UMvm to*. IAffv.epmw. v- Wi 3 f«*rrrp(to 10BS
*
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removed from their families. Second, services to address the health and
developmental needs ofdrug-exposed children are needed to treat their
problems. While few alternatives to foster care currently exist for many of
these families, meetiiig both of these service needs should increase the
possibility that such families can be reunified and leave the foster care
system. However, drug abuse, to the extentit continues to occur, will
remain a hidden contributor to the costs of various federal programs.

While the federal, stale, and county governments and foster parents share
responsibility for providing care and services to foster children, the
Department of Health and Human Services (kks) is responsible for the
management and oversight of federal programs benefiting foster children.
The programs are authorized primarily by the Social Security Act The act,
in part, authorizes expenditures to (1) maintain foster children who are
eligible under the Aid to Families with Dependent Children (aroc)
program, (2) assist states In providing child welfare services, and

(3) provide medical care. Primarily, Kits establishes federal regulations and
monitors states’compliance with them for children placed in federally
funded foster care and other programs under the act and administers

federal funding for them.

Federal expenditures for the administration and maintenance of
ATDOellglbie foster children are authorized under title IV-E of the Social
Security Act Those expenditures Increased from about 1637 million in
IPSfl to over SZ2 billion nationwide in 1902. The M en | portion of foster
care maintenance costs varies by state and is linked to a state's Medicaid
matching rale. The federal portion ranges from 60 percent to 83 percent of
the maintenance cost for Anx>elJglble foster children; states or counties
are responsible for the fUli oust of maintaining foster children who ore not
eligible for atdc benefits. Thus, payments to foster parents for the care of
an atdc-eligible foster child are comprised of federal, stale, and in some

cases county monies.

In addition to maintenance funds under title IV-E, federal hinds authorized
in other titles of the Social Security Act may be used to provide medical
and other needed services to foster children. Slates may participate in
programs such as title IV-B, federal matching grants for various child
welfare services; title XDC, Medicald, for medical services for foster
children; and, title XX, block grants for a wide array of social services for
children. Data were unavailable to estimate the additional federal, state,
and county expenditures forthese other services for foster children.

QAOttzxasaali r»»cuum
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However, we previously reported that median costs associated with _
newborn medical care for Infants known to be prenatally drug-exposed
were approximately 11,100 to 44,100 higher (In 1989 dollars) than for other
Infants. Further, an mo study provides an example of Medicaid costs In
Californiafrom 1986 to 1988 for children from birth to 24 months of age.
KK3reported a 2-ycar average Medicaid expenditure of 41,651 for children
who were not Identified as being prenatally exposed to drugs compared to
42735 for those who were known to be exposed.4Further, medical
expenses for drug-exposed foster children from birth to 12 months of age
were 62 percent greater than the medical expenses for drug-exposed
children who were not In foster care.

The foster care populations In the states reviewed Increased dramatically
between 1986 and 1991, with the number of young foster children

Increasing at a faster rate. The total foster care population In these states
Increased 66 percent while the number ofyoung foster children Increased
110 percent During the same years, the total number of young children In
these states Increased 19 percent, indicating that a greater percentage of
all young children In these states entered foster care In 1991 than entered

previously. (See flg. 1and tables IL1-IT.4 Inapp. U.)
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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> e (UOTrttEIUI-M-at To«M r<w«r CUU ..



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 16 Inapp. I1.)
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DrugA busjFuither To better describe the parents'altuaflon around the time their children

Impacts Troubled Families  were removed from home, we reviewed random samples of case flies for
~ certain difllcuftiea that families face Inthe three locations reviewed. Of

these situations, estimated increases Inthe number ofparents who abused
drugs or had other children In footer care are significant between 1986 and
1991. FuHy 78 percent ofthe young foster children revitwH had at least
one parentwho was abusing drugs or alcohol In 1901 cor edw lth

62 percent In 1886. Families with other children In footer care Increased
fjom 68 percent to 79 percent. Further, families with no other children
decreased from an es; mated 18 percentto 11 percent (hiring this time.

Fkmlllea In 1991 had additional serious problems incommon with their
counterparts in 1986 Inthe thre~ locations. For example, the percentage of
young footer children who came from families with at least one parent
absent was high In both years, estimated at about 70 percent In addition,
over 27 percentofthe young foster children in these years came from
families where both parents were absent from the home around the time
ofthe child's removal, according to our estimates. (See flg. 3 and table B.7

inapp. H)

cmvkkhs u ai r» .« c\sunm



Article 77

Capital City Librariat

f«plor»

hftp://*bweb2,mediae om/infotrac/»e«ion/81/631/201330J/13!xm_77<S:blcm_lI

!QeaHhBank
New Dat"ba'.e | flew Soireh EZZZSZ 9 H M

oHH

Pr»»1ou« Next
Article Article

Childhood Education, Winter 1996 v73 n2 p66(4)

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 of children
identified as one of 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 now,
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 acomplex range of cognitive abilities and
behaviors (Chasnoff, 1992; Howard. Beckwith. Rodning & Kropcnske, 19S9). 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-. s be a typical 5-year-old He lives with his
grandparents, who provide him with a caring and nurturing environment. His size m
average for his age. Although his gross motor development appears to be age
appropriate, he has some difficulty with fine motor tasks. In general, his physical

il <AV
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responses are spasmodic, limiting his ability to independently accomplish directed
activities, such as placing wooden pegs into specific holes.

Psychoeducational test evaluations (e.g., measures of cognitive ability and adaptive
behavior) indicate that Treavor functions in the severe-profound range of mental
retardation. He becomes excited and distracted when individuals enter the learning
environment, often soiling his diaper or outer clothing.

Treavor’s receptive language is adequate to deal with simple tasks. He is able to follow
basic verbal directions and participate, to some extent, in classroom activities. Treavor
usually responds during group language activities with gestures and grunts or by showing
recognition thro igh directed eye movements. He is able to identify size ("big" and
"little"), pictures of his immediate family, and his teacher and classmates when their
names are given as prompts. Over the past year, the teacher noticed that Treavor
improved in receptive language, attempts at expressive language, motor skills and
attention span. Treavor attends a half-day early childhood program for disabled children.

Melissa

Melissa, a 2nd-grader, participates in a special education resource room one hour each
day. She is small for her age, but otherwise displays no physical indications of prenatal
drug exposure. While pregnant, Melissa’s birth mother ingested alcohol, marijuana and
various other drugs, including, possibly, cocaine. Melissa lives with adoptive parents in

what appears to be a positive environment.

Melissa suffered from seizures at an early age, for which anticonvulsive medications
were prescribed. Additionally, she takes Ritalin daily to help control her attention deficit
disorder with hyperactivity and possible obsessive conduct disorder. A
psychoeducational assessment indicates that Melissa’s cognitive ability is above average
Her reading skills range from one to two standard deviations above the mean Melissa’s
math achievement is on grade level and her written language skills arc one standard
deviation above the mean. Assessments indicate that she has average oral language
development. In contrast to the assessment scores, Melissa’s classroom teacher reports

extreme variations in her daily academic performance.

Melissa's teachers maintain daily logs that illustrate her erratic behavior. Her teacher vt>
that Melissa "tries hard, (is) inattentive, lacks small muscle control, (is] slow, in corx.m:
motion and has extremes in emotions.” She appears to work best in a relatively srr.a.

space and in one-on-one teaching situations.

In the regular classroom, she is compulsive - always giving an answer. She can af
mentally inflexible, needs constant redirection and has limited attention. Her rcgu.
education teacher is frustrated and has threatened to resign if Melissa is not remo.e:

from her classroom.

Melissa’s medication has been invaluable. Without prescriptive intervention, her
behavior is unpredictable. Consequently, she docs not seem to have control ot her
actions. Records document that prior to taking her medication, Melissa had, amor. ¢
things, threatened to beat her adoptive mother After receiving treatment, Melissa «
remorseful and expressed sorrow for such behavior.
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COMPOUNDING ISSUES

Approximately 375,000 children are prenatally exposed to illicitdrugs each year
(Behrman, 1990; Feig, 1990). A rapidly growing proportion ofthese children arc
exposed to crack cocaine. Feig (1990) estimates that 30,000 to 50,000 "crack babies" arc

bom each year.

A survey by the National Institute on Drug Abuse (1989) revealed that approximately 9
percent of all women ofchild-bearing age admitted to using illicit drugs. The number of
women in this age group testing positive for drug use increased fropi 25 percent in 1972
to 40 percent in 1988. Other data indicate that prenatal drug use has remained at a
consistent level ("Children of Cocaine: Facing New Issues,” 1990). Women who use
drugs while pregnant come from all socioeconomic and ethnic backgrounds (Feig, 1990;

Weston, lvins, Zuckcrman, Jones & Lopez, 1989).

The severity of cognitive, social, behavioral and motor deficiencies arc compounded by
the multiple ingestion of tobacco, alcohol and combined drugs. Table 1offers some
behavioral characteristics that may be associated with prenatal drug exposure.

COMPLICATIONS

Motor Development

Although a small number ofdrug-exposed children exhibit gross motor difficulties, the
influences on fine motor development arc far more apparent. Researchers report that
cocaine-exposed infants and toddlers often avoid eye contact and negatively respond to
multiple stimuli (Zuckcrman, Jones, La Rue & Lopez, 1990). Other studies suggest that
these infants appear to have underdeveloped muscle tone and poor reflexes, and that
their arms and hands may tremble when they reach for objects (Daberczak, Shaner, Scnie
& Kendal, 1988; Feig, 1990). Behrman (1990) suggests that such visual-perceptual and
fine motor problems persist as these children mature. Van Dyke and Fox (1990) suggest
that fetal exposure to various types of illicit drugs (e.g., cocaine or cocaine used with
other drugs) may cause other developmental problems. These complications’
characteristics may be similar to those of hyperactivity.

Cognitive Development

Many factors related to prenatal drug exposure directly and indirectly influence cognitive
development. Drugs such as cocaine may force blood vessels in an expectant woman to
constrict, reducing the blood flow and decreasing the amount of oxygen delivered to the
fetus’s brain (Woods & Plessingcr, 1990). Beliisimo (1990) emphasizes that the "high"
brought on by drug use may cause the fetus to suffer small strokes or seizures. These
findings suggest that central nervous system damage and subsequent learning problems

arc possible.

Children prenatally exposed to drugs tend to perform more poorly on tests designed to
measure concentration, group interaction and the ability to cope within an instructional
environment, according to Viadero(1990). Further studies suggest that these children ai<
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often disorganized, unstructured, irritable, less goal-directed and have problems

processing information.

Language Development

Drug exposed infants and children are less likely to spontaneously vocalize or use
gestures to communicate. In preschool, these children experience prolonged difficulty in
articulating, identifying pictures and using expressive language (Chapman &

Worthington, 1994).

Some children may have better success with receptive language (w”at is understood), as
in Treavor’s case. In this instance, receptive language may be superior to expressive
language development. Treavor’s behavior suggests he understands oral language, but

cannot verbally communicate.

Affective-Behavioral Development

Children prenatally exposed to harmful substances may undergo a variety of emotional
and behavioral swings, sometimes shifting rapidly from apathy to aggression. "A giggle
becomes a scream, or a response to a question becomes an outburst” (Bellisimo, 1990, p.
25). Changes in environmental stimuli, such as visitors or minor disruptions in routines,
may prompt the child to suddenly act uncontrollably. Melissa’s behavior is characteristic
of these extremes. It appears that prenatally drug exposed children commonly insist on
addressing tasks in their own terms and persistently refuse to comply with requests.

These children interact poorly with others. Cocainc-cxposed infants may become easily
frustrated and throw temper tantrums when adults provide inconsistent directional cues
(Bellisimo, 1990; Howard ct al., 1989). Often, the children resist attachments to new
adults or children. Some children actually avoid adult interactions.

Play Development

Howard, Beckwith, Rodning and Kropcnskc (1989) observed less representational play
among drug exposed children. Instead, their play was characterized by randomly
scattering toys, and then indiscriminately picking up and discarding them. These
behaviors are in sharp contrast to children’s typical play behavior.

Substance exposed infants and children often have difficulty initiating independent play
activities. Consequently, they aimlessly wander through the learning environment. Many
ofthese youngsters do not seem to have the necessary skills to spontaneously stack
blocks or engage in representational play. They appear confused and unable to select a

particular material for play or focus.

ACCEPTING THE CHILD

Children with suspected prenatal drug exposure need assurances from the adults in their
lives. Educators who work with this population must understand the child's social, legal
and educational needs. Unfortunately, accurate information about the extent of prenatal
drug exposure is limited. Admitting that their child has been prenatally exposed to drugs
places the mother or parents at nsk for legal action. Moreover, as many states consider
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prenatal dnig exposure to be child abuse, admission of such activity will be rare.

Other issues also prevent parents from fully disclosing their drug use. Increased public
awareness of the effects of prenatal drug exposure places the parent in a precarious
situation. Many fear the reactions of their families, friends, the community and their
children. Fetal alcohol children interviewed in Michael Dorris’s The Broken Cord (1989)
expressed difficulty understanding their disability and their parents' reasons for engaging

in drug use.

Often, these children come from chaotic and dangerous home environments where the
potential for continued drug abuse is high. Their mothers may be estranged from the
family because of their drug use, which perpetuates a lack of support systems for both
mother and child. Careful consideration and effort must be given to ensure that extensive
time and opportunity are provided for these children to develop bonds with the family or

other caregivers.
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 of ""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 of research and experience. Educators should pay special attention to the
learning environment, ensuring that programs are predictable and restricting the number
of 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 spontaneous activities. Adult intervention may be necessary to direct the child toward

cooperative play and work opportunities.

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 of

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

Motor Development

« Awkward eye and hand coordination

e Trembling arms and legs when reaching for objects
» Excessive fidgeting and/or hyperactivity

e Clumsy or immature use of tools such as spoons, crayons or small toys
Language Development

e Limited early voca':zaiions

mProlonged articulation errors

e Difficulty in picture identification

e Problems following directions

e Limited vocabulary

Play Development

* Reluctance to initiate play activities

» Aimless wandering through the play .t;ea
 Inability to stack blocks

« Apparent confusion in some play situations
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* Awkward understanding of and response to social cues’
* Occasional aggressive behavior in group situations
Affective Development

» Avoidance of eye contact
* Low tolerance for change of environment or caregiver
 Difficulty in dealing with changes in routines

* Low ability to sclf-rcgulatc own behavior

* Frequent limit testing

» Decreased response to verbal praise as a rcinforccr

» Poor interactions with caregivers

* Increased frequency of temper tantrums

» Fcarfulness of strangers

Cognitive Development

» Decreased imitative play

 Less pretend play or exploration of the environment

« Difficulty concentrating

Disorganization

Inability to structure work or play activities

* 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 of young children. Day Care & Early Education, 22(3).
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Substance use initiation among adolescent children of alcoholics: testing

© protective factors. Andrea M. Hussong; Laurie Chassin.

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

Author’s Abstract: COPYRIGHT 1997 Alcohol Research Documentation Inc.

Objective: Past research suggests that adolescent children of 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
of 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 of assessment. A subsamplc 0f267 (127 COAs, 147
controls; 147 male) of 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 of 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
of behavioral coping were leso likely to initiate substance use over the course of 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 intervention If
movement can clearly be seen in the field of adolescent substance use where research
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substantiates that children of alcoholics (COAs) arc at an increased risk for experiencing a
variety of negative outcomes, including early onset of alcohol and drug use (Chassin et al,

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. If this is the case, then initiation of substance use may serve as a marker for a
heightened tendency to engage in a deviant style of behavior. Moreover, substance use
initiation may signify a growing influence of 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 of substance use in early to middle adolescence remains an
important target of 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 of environmental factors (e.g., poor parenting, stress, deviant peer associations: see
Sher, 1991, 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 of 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 of 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 of these
studies, however, arc limited by lack of a control group so that the buffering effect of 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 of parental alcoholism (eg , relying on offspring
rather than parent repor.j. Moreover, these studies arc cross-sectional and fail to identify
temporal precedence of 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 of parental
alcoholism and a longitudinal design. Potential buffenng ettects were tested for five
hypothesized, protective factors of 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 of environmental and intrapsychic
resources for reducing the risks that are faced by COAs. Research suggests that COAs,
compared to non-COAs, report higher levels of stress, lower self-esteem and self-efficacy
and higher levels of depression and anxiety (sec Shcr, 1991). Based on these negative
outcomes, one hypothesis states that COAs come to use substances as a means of coping
with stress and negative affect. To the extent that COAs can maintain a sense of
self-efficacy and utilize resources for coping with this stress, this risk may be reduced. A
heightened sense of self-awareness, a greater sense of perceived control, possibly
produced by an organized and predictable family environment, and the availability of
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 of these possible protective factors, self-awareness, drew research attention both
as a predictor of 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 of stressful life events, resulting in a higher
likelihood of substance use as a way of lowering a painful state of 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 of 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 of alcohol use as modeled by alcohol-abusing parents. Moreover,
heightened self-awareness can provide a greater sense of 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 of an alcoholic parent. These factors can all play an important
role in decreasing the negative impact of parent alcoholism on adolescents. In a
cross-sectional study, Rogosch et al. (1990) found such a buffenng effect of
self-awareness on COA nsk for concurrent alcohol-related problems and alcohol
consumption in an adolescent sample. Although supportive of this buffering hypothesis,
this study was limited by indirect ascertainment o f parental alcoholism and hek of

longitudinal data.

A second possible protective factor is a heightened sense of personal control over external
events. Adolescents with high levels of 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 of perceived control might function to counter the feelings of chaos or
lack of control engendered by an unpredictable alcoholic home. However, this buffenng
effect of 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 of alcoholism. An organized family may provide a stability
of routines that is sufficient to maintain the adolescent’s functioning and to minimize the
negative impact of an alcoholic parent. Moreover, family organization may provide the
adolescent COA with a sense of personal control or sclf-effficacy tlirough the
predictability of the home environment. Direct tests of 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 of coping
on COASs’ risk for substance use has yet to be directly studied. However, findings from a
study of COAs suggest that coping may be an important correlate of 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 of correlations was found for problem-focused, but not for emotion-focused,
coping. These findings indirectly suggest a significant buffering effect of 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 of 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 of alcohol use. Cognitive coping is a
second type of active coping that includes problem-solving efforts and rcframing
distressing situations. The current study investigates die protective function of these two
forms of active coping (i.e., behavioral and cognitive coping) in reducing COA risk for

substance use

In sum, the current study examines the ah..;:1 .« five factors to buffer COA risk for
adolescent substance use initiation More e. er. several limitations of previous research are
overcome by directly ascertainingparcrda. a .»holism, appropriately testing moderation
hypotheses, utilizing a longitudinal de>:cn and surveying a high-risk, community sample
with a matched control group. The presence m 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
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The sample for the current study was a subgroup cf adolescents participating in a larger,
3-ycar longitudinal study. Of 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 of the remaining 444 subjects (40%) were excluded due to other patterns of
substance use (e.g., stable use, cessation of use; see Measures section). The final sample of
267 was 55% male and primarily non-Hispanic white (75%) and Hispanic (25%), with an
average age at Time 1of 12.3 years. Adolescents having alcoholic parents comprised 45%
of the sample (120 COAs, 147 controls), with 16 (or 6% of the full sample) having two
alcoholic parents. As far as parent education was concerned, 36% of ipothcrs and 34% of
fathers had completed high school only and 24% of mothers and 30% o f fathers had

received a college or professional degree.

Recruitment procedures

Recruitment procedures are presented in detail elsewhere (Chassin ct al., 1992). COA
families were recruited using court records (n= 103), wellness questionnaires from a
health maintenance organization (n = 22) and community telephone surveys (nh = 120).
COAs had to be of 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-111
(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-I1I criteria (or FH-RDC

criteria) for alcohol abuse or dependence.

Recruitment biases are discussed in detail elsewhere (Chassin et al., 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 of the arrest. However, the sample was unbiased with
respect to alcoholism indicators that were available in archival records. Moreover, in
support of the representativeness of 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 of Health and Human sc.-.
Certificate of Confidentiality and informed consent was given by all study participj: *

Measures

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

substance
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use was assessed at each of the three waves to determine trajectories of 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

Perceived Family
Awareness control organization
Age 11() -.09 «11(a)
Awareness -.01 .12(a)
Perceived control .23([dagr jr])
Family organization
3ehavioral coping
Cognitive coping
Behavioral Cognitive
coping coping

Age .03 .01
Awareness .20 ((dagger]) .10(a)
Perceived control .08 .02
Family organization .27{(dagger)) .04

-39((dagger])

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
of mother’s and father’s education) and ethnicity (either non-Hispanic white or Hispanic)

Parent alcoholism. Adolescents were categorized as children of alcoholics (COAS) if
cither parent met DS.M-III criteria for diagnoses of alcohol abuse or dependence. A
computerized version of the Diagnostic Interview Schedule, Version Il (DIS) (Robins c:
al.. 19Sl1), was administered to parents at the initial assessment and provided alcohol
diagnoses based on the DSM-I111 criteria ofalcohol abuse or dependence. In cases where a
biological parent was not directly interviewed (5% of mothers and 22% of 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 (Fcnegstem ct al., 1975) was adapted to assess self-awareness Two
items were rephrased (e.g., "'l reflect about myself a lot" was changed to "1 think about
myselfa lot') for case of administration to young adolescents and one item was deleted to
increase the internal consistency of the scale. A mean of the resulting nine items produced
a scale with an internal consistency of .64 Observed responses ranged from 1.56 to 4 S")

(on a five-point Liken scale), with a mean ([+ or -J SD) of 3.4 [+ or ¢] .66.

Perceived loss of 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 of their lives, that their success was simply a
matter of chance and that other people were running their lives A mean of these three
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items produced a scale with an internal consistency of .71. Observed responses ranged
from 1.33 to 5.0 (on a five-point Likcrt scale), with a mean of4.4 [+ 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 of
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
of family environment measures. The resulting measure consisted of a five-point Likcrt
scale ranging from strongly agree (1) to strongly disagree (5). A mean of the resulting six
items produced a scale with an internal consistency of .54. Observed iesponses ranged

from 1.5 to 4.8, with amean of 3.1 (+ or -] .61.

Coping. Tlv coping measure comprised six items that as'.sscH H-.havioral coping (e.g.,
"When | have a problem, I change a behavior that contributes to the problem') and seven
items that assessed cognitive coping (e.g., ""When | have a problem, | try to go on as if
nothing had happened') developed by Wills (1986). A mean of the behavioral coping
items produced a scale with an internal consistency of .58. Observed responses ranged
from 1to 5 (on a five-point Likert scale), with a mean of 3.56 [+ or -] .58. The cognitive
coping scale had an internal consistency of .63. Observed responses ranged from 1.5 to

4.8, with amean of 3.3 [+ or -] .62.

Adolescent substance use. A measure of 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 of adolescent substance use. For examples, Johnson and Pandina
(1991) created a trichotomous substance use measure in which items assessing the extent
of alcohol, marijuana and cocaine use were surveyed to form the categories of no/low use,
moderate use or high use. Similarly, Kandel's stage theory of adolescent substance use
(Kandel, 1975; Kandel et al., 1978) has been used in multiple studies to categorize
substance use along a continuum of stages of substance use involvement. These stages
range from gattway use of 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 of pnmary interest.

To determine group (trajectory) membership in the current study, adolescent substance use
within th' past year was assessed (at each wave of measurement) using three sets of items
measuring: alcohol use (two items: use of bcAr, wine or wine coolers and use of distilled
spirits), heavy alcohol use (two items: number of times intoxicated and number of times
having five or more drinks in a row) and illicit drug use (eight items: use of manjuana,
amphetamines, barbiturates, tranquilizers, hallucinogens, cocaine/crack, opiates and
inhalant drugs). A composite variable of substance use was then computed in the
following manner. First, substance use was categorized within each assessment period as
one of the following: (0) complete abstinence from alcohol and drug use, (1) alcohol use
but no heavy alcohol or any drug use, (2) either heavy alcohol or drug use. These three
levels of substance use involvement, taken at the three assessment periods, yielded 2r
possible patterns of use. However, some of these patterns can be logically collapsed (e.g .
increasing, decreasing, stable, abstinent or inconsistent patterns of use) and others dud not

appear in the data.
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Two of these patterns were of 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 land initiated use
at cither Time 2 or 3 (moving from abstinence to alcohol, heavy alcohol or drug use). In
the current subsamplc of 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 of substance use, the group showed
predominantly alcohol use (with 42% reporting five or more drinks in a row, with a mean
frequency of 2-3 times within the past year). Marijuana use was reported by 14% of this
group with a mean frequency of 2-3 times within the past year (for Waves 2 and 3); 12%
reported use of illicit drugs other than marijuana, with a mean frequency of 1-2 times

within the past year (at Times 2 and 3).

Results

Because of 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 of increased
substance use over time, gender, parent education and ethnicity' were not retained as
covariatcs. Next, interactions between age and each of 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 of the final five logistic regression models predicted substance use outcome
(abstinence versus increased use) from the following predictors: age. parent alcoholism
diagnosis/1) the protective factor of 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 of the
protective factor). Quadratic effects of protective factor predictors were included in these
models to provide strict tests of the hypotheses and determine whether these effects
departed from linearity (Pcdhazur, 1982). Buffering hypotheses, the central questions of
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
of the final models, the effects of potential influential outliers were tested through logistic
regression diagnostics (Hosmcrand Lcmceshow, 1989). Influential outliers were identified
only in the perceived control model, and were removed from ’“at analysis alone. The

effects of these outliers are discusied further below.

In all five models, both COAs (odds ratios [ORs] from 3.1to 5.3, unstandardized betas (b)
from 1.1 to 1.6, Wald's (chi square) from 10.9to 14.8, 1df; 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, | df; all p's
(is kss 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, 1df; p [chi square] .05).

In testing the effects of perceived control, logistic regression diagnostics identified seven
influential outliers. Prior to removal of these outliers, no significant effects were found
within this model; however, after their removal, a significant interaction between the
linear effect of perceived control and parent alcoholism was found to predict substance use
onset (OR = 4.5, b= 1.5, Wald’s (chi square] = 5.3, 1df; p [is less than] .05). To probe
this interaction, separate logistic regression models estimating the effect of 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 of
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 of substance use initiation).

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

square] = 2.97, 1df; 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
guadratic effect of 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 of cognitive coping. The linear effects of 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 of controls was buffered by cognitive coping.

Discussion

Consistent with past research, both children of alcoholics and older adolescents were more
likely to initiate substance use than were non COAs or younger adolescents. The greater
likelihood of subst.-ncc use initiation found .or COAs 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 of five factors (self-awareness, perceived control, family orgamzatio:
behavioral coping and cognitive coping) to butter this risk was examined in the current

study.
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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 of depression linked to feelings of 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 ofan
unpredictable home environment by providing a personal sense of control or self-efficacy

regarding life events.

In terms of coping as a protective factor, a quadratic relation was found between both
cognitive and behavioral coping and substance use onset. Although the effect for cognitive
coping differed for COAs and controls, these findings suggested that both particularly high
and particularly low levels of coping lessened risk for substance use initiation. This
finding supports previous literature in which increased coping reduced risk for substance
use (e.g., Wills and Shiffman, 1985). That is, adolescents who mobilize coping strategies
are less likely to initiate substance use. However, quadratic effects have not beer, tested in

previous literature.

The relation between particularly low levels of coping and reduced risk for substance use
involvement is less clearly interprctable. Post hoc analyses investigated the hypothesis that
low levels of coping may indicate the absence ofa need for coping (i.e., a very low level
of environmental stress). Ifenvironmental stress was very low, substance use initiation
would be less likely. However, this hypothesis was not supported by the data when stress
was operationalized as uncontrollable major life events.(2) An alternative measure of
stress (i.e., daily stressors) may be more relevant to further investigations of this

possibility.

In addition to quadratic effects of cognitive coping on substance use, this coping strategy
functioned to some extent as a buffer of COA risk for substance use initiation. Because
alcoholic homes may be more chaotic, and alcoholic parents may foster an environment
that is less responsive to children’s attempts to cope bchaviorally, COAs who are able
develop such alternative coping strategics as cognitive coping that bypass parental
involvement may be more successful in managing their stress and avoiding substance
Moreover, emotion-focused coping has been particularly effective in overcoming
uncontrollable life stressors (Compas ct al., 1991; Forsythe and Compas, 1987), and :ne
present measure of cognitive coping contains items lapping emotion-focused strate/.e-
is possible that cognitive coping directed at emotional strategies is also most effect: ,v
overcoming the uncontrollable stress experienced by COAs. This moderated effect w.i

not found for behavioral coping.

Although failing to support a buffering hypothesis, family organization w\is found -
directly influence substance use initiation in the general population of adolescents
Adolescents reporting higher levels of family organization were less likely to iniua'c
substance use over the course of the study. Wolin et al. (1980) also found this rclat. &m .
sample of COAs However, the ptotcctive effect of family organization does not appear *
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be limited to COAs. This finding suggests that, regardless of parental alcoholism, stability
and predictability of 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 of 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 of the actual relations among these variables. Moreover, the current
analyses tested the prospective relation of self-awareness to substance use initiation
whereas Rogosch et al. (1990) tested concurrent relations. Self-awarepess may be one of
the many correlates of adolescent substance use but it docs not appear to prospcctively

predict substance use initiation.

It is also important to consider some limitations of the current study. In particular, the
moderate reliability of some of 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 of coping
as it impacts mental health (e.g., Carver ct al., 19S9). Alternative conceptualizations of
coping (e.g., positive reinterprctation and growth, restraint, seeking emotional social
support) may be considered that both better capture the most relevant aspects of 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 of the five protective factors (i.e., analysis of a single
model containing all five protective factors and their interactions with parental
alcoholism). Further examination of 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 of substance use involvement (i.e.,
abstinence and increased use). Although these are two important patterns for adolescence,
other types of protective farors may be important in predicting, for example, escalating
versus stable levels of 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 of
alcohol or drugs after the first wave of 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 of alcohol with those who first use alcohol
heavily or wsho first use drugs, and those who maintain low levels of 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 of the small number of

adolescents representing these various groups of 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
guadratically related to substar .c use involvement such that adolescents reporting either
particularly high or particularly low levels ofcoping were less likely to initiate substance
use over time than were adolescents reporting only moderate levels of coping. Family
organization also served to decrease the likelihood of substance use initiation for both
COAs and non-COAs. Based on these firdings, 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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of 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 of protective factors, other patterns of
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 ofanalyses were performed to assess the feasibility and appropriateness of
assessing parental alcoholism by this dichotomous variable. First, the decision to collapse
diagnoses of 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 ofparental
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
guadratic effect of 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 of breadth of family alcoholism (i.e., number of
alcoholic parents) instead of 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 of coping (i.e., specifically, the effect
of 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, 1df; p = .06) and cognitive coping
(b = - .68, OR = .5, Walds’ [chi square] = 3.2, | df; p = .07) continued to show quadratic
relations with prospective substance use involvement. Thus, abstinence among adolescents
with very low levels of coping cannot be completely explained by low levels of

environmental stress.
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Psychopathology in preadolesccnt sons of fathers with substance use

disorders. Duncan B. Clark; Howard B. Moss; Lcvent Kirisci; Ada C.
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Psychiatry

Objective: While preadolescent children of parents with substance use disorders (SUDSs)
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
of preadolescent boys of 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 of boys with paternal
SUD (high risk or HR: n = 113) and boys without paternal SUD (low average risk or
LAR: 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 of index case psychiatric
disorders than parental adulthood psychiatric disorders, including SUDs. Conclusion*
Inasmuch as HR boys had increased rates of disruptive behavior disorders and anxiety
disorders, these disorders may be important targets for early intervention to prc\er.: me
development of SUD, as well as the morbidity associated with these disorders
Prevention efforts and studies of the transmission of liability for psychiatric disorders -
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 of 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 of a parent with a SUD increases liability for i
ofadverse outcomes, there has been little systematic research with regard to the *
development of psychiatric disorders in these high-risk children Studies of adu::
children of 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 of parents with alcohol use disorders (COAs) (e.g., Merikangas et
al., 1994; Schuckit and Smith, 1996), and there arc few studies of children and
adolescents of 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 of prevention and
early intervention programs Previous research suggests the importance of considering
two broad classes of 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 of parents with SUDs. In a study comparing COAs (aged 6
through 17 years) with children of psychiatrically healthy medical patients, Earls and
colleagues (1988) found that COAs had elevated rates of 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) of families with multigcncrational alcoholism and children of
families without alcoholism. These studies did not have sufficient samples of

preadolesccnt children to present results stratified by age.

Questionnaire scores indicating elevated externalizing behavior problems in children of
parents with alcohol use disorders and other SUDs have been noted in several studies.
Preadolesccnt COAs, compared with control children, have shown higher rates of
externalizing behavior problems (Aronson and Gilbert. 1963; Zucker and Fitzgerald,
1991). Wilcns and colleagues (1995) found that children of 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 of parents with opioid dependence showed
higher levels of sggrcssiviry than children of parents with alcohol dependence. Thus,
children of 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 of SUD fathers compared with sons of control fathers (Moss ctal.
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 of 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 of depression and anxiety disorders in COAs compared
with control children In a study comparing 50 COAs with 48 children of psychiatrical: e
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 of internalizing disorder* (i e . mood and anxiety disorders combined) in children
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(aged 8 through 18 years) of families with multigcr.crational alcoholism and children of
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 of SUD
fathers have higher CBCL Internalizing subscale scores than sons of 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 of
parents with SUD may show psychopathology similar to children ofparcnts with other
psychiatric disorders (Jacob and Leonard, 1986), consideration of 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 of SUDs and
other psychiatric disorders in both parents is therefore critical.

Study Aims

While a few studies have investigated dimensional measures of psychopathology in the
preadolescent children of 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 of this study were (1) to
determine the psycuiatric disorders differentiating preadolesccnt boys of fathers with and
without SUDs, and (2) to determine the direction and magnitude of the relationships
between index case psychiatric disorders and both paternal and ma‘'ema! psychiatric
disorders. The hypotheses of the study were that the preadolesccnt boys of SUD fathers
would have increased prevalence rate:; of 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 of the study to the parents and
children, wnttcn informed consent was obtained The study was approved by the
Institutional Review Board of the University of Pittsburgh Medical Center

The 283 index cases were classified into two groups based on paternal SUD history (1)
boys of fathers with SUD histories (high risk or HR n m113) and (2) boys of fathers

iru 12291 J0)pm


http://ibweb2.med.iicn

* Article 49

ioli:

http://sbweb2.med.iacr m/infotrac/s«sion/694/515/6466371/17!xm_49&bloTt_I

without SUD histories (how average risk or LAR: n = 170). One boy in each family was
identified as the index case. Fathers (i.e., probands) were considered to have SUD
histories if they met lifetime DSM-I11-R criteria (American Psychiatric Association,
1987) for any substance abuse or dependence for substances other than nicotine,
caffeine, or alcohol. The presence of other psychiatric disorders in SUD fathers was not
an exclusionary factor. The fathers of boys in the LAR group did not meet DSM-IIT-R
criteria for a lifetime history of any SUD, or any other major adulthood Axis |
psychiatric disorder. (An exception was made for four probands with alcohol abuse prior
to the age of21 without lifetime histories ofany other SUDs.) As described under
"Results,” this selection process led fathers without SUDs to have relatively fewer other
psychiatric diagnoses than would be expected from a random community sample.
Probands and index cases were excluded if they had chronic physical or mental
disabilities which precluded full participation in the protocol. This sample includes
subjects described in other cited articles from CEDAR (i.e., Moss ct al., 1994, 1995) and

adds subsequently assessed subjects.

As seen in Table 1,91 (81%) ofthe SUD fathers had a substance dependence disorder
other than alcohol dependence. With regard to the specific substances involved in
dependencies, SUD fathers were characterized by cocaine dependence (n = 44, 39%),
marijuana dependence (n = 42,37%), opioid dependence (n's 25,22%), and dependence
on other substances (N = 26,23%). Including alcohol dependence, 26 (23%) of SUD
fathers had one type ofsubstance dependence, 40 (35%) two, 15 (13%) three, and 22

(20%) four or more.

Families of HR and LAR boys were compared on demographic variables, index 1Q, and
parental 1Q. While not different on index age (10.8 [* or <] 0.9 versus 11.0 [eor ¢] 0.9
years, for HR and LAR, respectively; t= 1.j, df = 2SI. p (greater than) .05), the HR
index cases showed lower educational attainment than LAR index cases (4.3  or-J 1.1
versus 4.6 [+ or -] I1; i = 2.7, dfc 281. p (less than) .01). HR fathers were younger (38 5
@mor -] 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 [eor *) 12 versus 45 4 (+
ore) 13; 1 * 6.2, df = 281. p (less than) .001). The index case 1Q by WISC-I11 (Wccbsler.
1991) was lower in HR than I.AR index cases (104 (eor -J 15 versus 114 @mor -) 15; t =
5.7, df* 281, p (less than) .001). The 1Qs for parents were prorated from the
Vocabulary, Digit Span, and Block Design subscales of the WAIS-R (Wcchsler, 1981).
Parental 1Qs were lower in HR than in LAR families (father: 101 {®or -) 16 versus 113
(eor -) 18; t=5.9,dfa 281, p (less than) 001; mother: 95 (+ tr ) 15 versus 109 (+ or *)

17; 1=7.0, df= 281, p (less Ihanj .001).

While index boys were included according to age, they were also characterized by
Tanner stage By pubic hair development, most boys were stage | (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 m3.
2%) The HR and LAR boys did not differ significantly on this measure (((Chi).sup.2) ¢

4.6, p « not significant).

Procedures
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These assessments arc components of a research protocol implemented at CEDAR. The
primary objective of 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 of 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-I11-R, using data
collected by several instruments. (DSM-I111-R diagnostic criteria were used because this
research was initiated prior to the availability of DSM-1V.) Information concerning
SUDs was gathered by a structured interview developed for CEDAR, using sections of
the Structured Clinical Interview' for DSM-IIf-R tSCID) (Spitzer ct al., 19SS) and the
Lifetime Alcohol Use Interview (Skinner, 1982). which was modified and expanded to
assess other substances. Screening information was gathered on alt classes of
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-11) (Spnzcr ct al.,
1987) and confirming the positive endorsements by interview. The validity of this
method has been documented (Nussbaum and Rogers. 1992) Other psychiatric disorders

were assessed by the SCID (Spitzcr et al. 19SS)

(TABULAR DATA FOR TABLE | 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 intersi”™”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 etal. 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:
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recruitment and diagnostic characteristics of related family members.

Training of interviewers involved observation of 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 1Q, mother 1Q,
and father 1Q. Note that SES was calculated using raw scores of education and
occupation fo the head of 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 1Q, father 1Q, and
mother 1Q 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 of 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 of 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 of variables to the regression are represented b;.
the partial correlations (R) between the dependent variable and each of the independent
variables. If the Wald statistic is less than 2, R is set to 0. Using the derived formula the
percentages of 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 of several psychiatric

disorders (Table 2). Significantly higher rates of DBDs overall, as well asCD 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 Arv
disorders overall were significantly more prevalent in the HR than the LAR samp -
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although neither overanxious disorder nor separation anxiety disorder separately showed
significantly different rates. The proportion with any Axis I psychiatric disorder was
higher in HR than in LAR index cases. The mean number of psychiatric diagnoses was
[TABULAR DATA FOR TABLE 2 OMITTED] significantly higher in HR (1.60 [+ or
-] 1.10) than in LAR index cases (1.27 (+ or-] 0.64; F = 8.59, p = .004).

Psychiatric Disorders in Parents

The psychiatric disorders identified in fathers and mothers arc presented in Table 1. All
diagnoses investigated were significantly more prevalent in the HR than in the LAR
parents, with the exceptions of ADHD, ASPD, and major depression in mothers. As
expected, the mean number of psychiatric diagnoses was significantly higher in the SUD
fathers (5.40 [+ or -] 2.61) than in the fathers without SUD (1.14 [+ or -] 1.01; F =
464.39, p [less than] .001), as well as in the corresponding mothers (2.97 [+ or -] 2.26
versus 1.56 [+ or -] 0.36; F = 32.35,p (less than] .001).

Predicting Index Case Psychiatric Disorders From Parental Psychiatric Disorders

Logistic regression modeL were generated for index case DBDs and anxiety 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 of 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% of cases (216/283), with a specificity of 94% (196/209) and a
sensitivity of 31% (23/74), including 196 conect negative predictions, 23 correct
positive predictions, 51 incorrect negative predictions, [TABULAR DATA FOR
TABLE 3OMITTED] 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 winch
the father had a history of DBDs, 31 of 69 index cases also bad DBDs. In cases in which
the father did not have a history of DBDs, 171 of 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 of 11% (4/38). including 2.43 correct negative
predictions, 4 conect positive predictions, 34 incorrect negative predictions, and

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
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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chronologically distal childhood characteristics of the parents than with the proximal
characteristics o f the parents as adults. Paternal childhood CD and ODD each
independently contributed to the liability for index DBD. Although the genetic or
environmental nature of this transmission is not explicitly investigated here, this pattern
ofresults is consistent with a genetic interpretation. Behavioral genetics studies have
suggested that there is substantial heritability for behavioral dimensions involved in
DBDs (Edclbrock et al., 1995). Childhood DBDs arc also highly relevant to the genetics
of nonalcohol SUDs, as the genetic correlation between childhood DBD symptoms and
drug use disorder symptoms has been found to be higher than that between adulthood
antisocial symptoms and drug use disorder symptoms (Grove ct al., 1990). Genetic
influences on delinquent behaviors may be more relevant for these jniddlc-age children
than would be the case at younger ages, when environmental influences predominate
(Schmitz ct al., 1995). Assortativc mating may also contribute to parent - offspring
correlations (Vanyukov ct al., 1996). The modest proportion of the variance in index
case DBD accounted for by paternal DBD and the low sensitivity of predictions,
however, suggests that factors other than parental psychopathology arc influential in the

development of DBD.

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 of the
variance in index case anxiety disorders accounted for by maternal anxiety disorders and
the low sensitivity of predictions suggests that factors other than parental
psychopathology are influential in the development of 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 of systematic information
regarding possible sampling bias, the possible contamination of child rating
characteristics by parental bias, and the lack of blind evaluators for diagnoses. Fathers
were self-selected from several sources. The extent to which these fathers and their
families are representative of 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 of perceived similarities may
have been introduced (Simonoffct al., 1995). As evaluators were not blind to the
characteristics of 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 of the index cases. Depressive symptoms may. for
example, emerge during adolescence in the high-risk group prior to the development of

SUD
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The presence of psychiatric disorders in these children justifies intervention. In addition
to reducing the morbidity associated with these disorders in childhood, the early
identification and treatment of psychiatric disorders in high-risk children may be an
effective strategy for the prevention of later SUD. Prospective research reveals that
violence and violation of social norms, key features of CD, predict consumption of
marijuana and other illicit substances in late adolescence (Boyle ct al., 1992). CD has

Vo omi been noted to be an ideal target for prevention programs, particularly those involving

t~- Pl parent training (Reid, 1993). Externalizing behavior disorder characteristics have been
shown to be evident in children of SUD parents as early as 3 through 5 years old (Zucker
and Fitzgerald, 1991), suggesting the importance of very early intervention for CD
prevention. In addition as a relatively small proportion ofsons of SUD fathers had CD
(8%), interventions could feasibly be targeted to this affected group.

Given the limitations of 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 of 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 of 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 of 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
weclfarc-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 of 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 any 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 ¢ 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 of Health and Human Services will soon release a study of treatment outcomes for welfare

| recipients in California showing that outcomes for them arc comparable to outcomes found for all

Nindividuals 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 of 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 TANF 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 of 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 (IHHP) found that states believe this IMD restriction
prevents cost-effective provision of 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
weclfare-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

Little research has been conducted on what types of welfare policies are effective for addressing substance
abuse issues among recipients. Utah is one of four states (with Kansa”~Oregon. and Soujjj Carolina) that
has a waiver to require substance abuse treatment as a condition of welfare receipt. An independent,
rigorous evaluation of Utah’s overall welfare-to-work program shows large increases in family income,
large reductions in public aid, and a strikingly high level of participation by families in self-sufficiency
activities. No separate results are available, however for families with substance abuse problems.

The Urban Institute recently conducted case studies of eight wclfare-to-work programs that have
substantial experience in working with families who face multiple personal or family barriers to
self-sufficiency, including substance abuse. Researchers drew five broad lessons from the case studies:

Programs must be flexible, with a broad range of strategies and services to respond to the diverse

circumstances of individual families.

eSpecial services to families with various personal and family challenges arc not incompatible with a
"work first” program strategy. For some families, these sen ices can be short-term; in other cases,
employment or community service may help families to gair. confidence that helps them overcome other

problems.

e Wclfare-to-work programs must form partnerships with community agencies that provide substance
abuse treatment, mental health counseling and specialized len ices for women in abusive situations in

order to help some families become self-sufficient

-Clients must develop trust in program staff. It is serv irrr riant to hire staff who arc committed to

helping families change their lives by celebrating small ...cesses and pushing them toward further
progress.

Programs must set clear expectations for participation, reinforced by financial penalties

Innovative Practices

Like Utah, Oregon has a federal waiver tcuequire compliance with substance abuse treatment as a



condition of 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
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
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 will 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 Abuse (CASA). Columbia University, New York. Nt
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Contact Mary Nakashian, (212) 541-5200.

Oregon Department of 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 of 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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CONGRESSIONAL UPDATE

104th Congress (199|6)

WELFARE REFORM (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.

BACKGROUND:

The welfare reform 1aw 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 202/761e-

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 Iegislation please contact
our Public Policy Office via e-mail i publ-icpcl.c, *r.rald, erg.

WHAT YOU CAN DO:

1) Become involved in the process of developing >CUr state®s new
welfare plan as soon as possible.

33l
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e 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.

e More.Atlion.Alerts

Return to NCADDHomc Page

Affiliates lAwareness Activites [Camprimno Prevent Kids from Drinking IDefinition of Alcohol
IPacts IHealthInformation IH istory! Intervention [News IQn-Linc Communications-Cciitcr |
Patents IfircvcniiQn-Progams IPublications 1Registry ofRecovery IResources and Referrals!
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H.R.3734 /

Personal Responsibility' and Work Opportunity Reconciliation Act of 1996 (Enrolled Bill (Sent to

President))

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

(@ IN GENERAL- An individual convicted (under Federal or State law) of any offense which is
classified as a felony by the law of the jurisdiction involved and which has as an element the
possession, use, or distribution of a controlled substance (as defined in section 102(6) of 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 of title 1V of the Social Security
Act, or

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

(b) EFFECTS ON ASSISTANCE AND BENEFITS FOR OTHERS-

(1) PROGRAM Or TEMPORARY ASSISi ANCE FOR NEEDY FAMILIES- The amount
of assistance otherwise required to be provided ut der a State program funded under part A
of title IV of tlv Social Security Act to the family members of 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 STAMP ACT OF 1977- The amount of benefits
otherwise required to be provided to a household under the food stamp program (as defined
in section 3(h) of the Food Stamp Act of 1977), or any State program carried out under the
Food Stamp Act of 1977, shall be determined by considering the individual to whom
subsection (a) applies not to be a member of such household, except that the income and
resources of the individual shall be considered to be income and resources of 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 of the household of
the individual, has been convicted of acnme described in subsection (a).

(d) LIMITATIONS-

(1) STATE ELECTIONS-

(A) OPT OUT- A State may, by specific rrfercncc in a law enacted after the date of
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the enactment of this Act, exempt any or all individuals domiciled in the State from
the application of subsection (a).

(B) LIMIT nERJOD OF PROHIBITION- A State may, by law enacted after the date
of the enac :ent of 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 of the enactment of this Act.

(c) DEFINITIONS OF STATE- For purposes of this section, the term 'State"r has the meaning
given it-

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

(2) in section 3(m) of the Food Stamp Act of 1977, when referring to the food stamp
program (as defined in section 3(h) of the Food Stamp Act of 19/7) or any State program
earned out under the Food Stamp Act of 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 of 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 of communicable diseases if the
Secretary of Health and Human Services determines that it is necessary to prevent the
spread of 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 of rights?
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Governor will seek welfare
drug tests

Engler also supports more 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 of 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; if 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 of 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 of 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
of being harsh. The aim is to send a signal."

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



of J

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

Among them:

Seven straight years of decline in the infant
mortality rate.

45 consecutive months of decline in the
welfare rolls.

Michigan as one of 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 of health-care coverage for poor
people, under a state-federal program that will
make low-cost insurance available to "virtually
100 percent" of 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 of
welfare recipients with substance abuse
problems.

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

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

A national study released last year indicated
that the rate of drug use among welfare
recipients is not substantially higher than that
among non-recipients.

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

Dcmelra Nightingale, director of welfare and
training research at the Urban Institute in
Washington. D.C., said her agency found, in
focus groups of 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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Nightingale said. "But the important question
is what happens after the test. You have to be
sure there are treatment programs. You have to
be sure (sanctions) are not administered
arbitrarily."

Civil rights groups occasionally have objected
to drug testing programs as an invasion of
privacy.

Richard Lobenthal ofthe American Civil
Liberties Union of Michigan said Sunday there
is a danger that drug testing will be aimed at
people without political power regardless of
whether a real problem exists. But it is
possible to conduct drug testing without
violating the law - "in which case we wouldn't
have a problem with it," he said.

State Rep. Sharon Gire, D-Clinton Township,
a member of the House Human Services
Committee, said she suspects the number of
welfare recipients with drug problems is
relatively small. And drug testing and
treatment may be more expensive than the
governor realizes, she said.

"But we'll have to wait to sec the details to
make any judgments.”

Englcr's other welfare initiative in 1998 will
involve strengthening the state's enforcement
of child-support orders. Although Michigan
has a relatively high level of success in
collecting child support, improved
computerization should be in place by spring
to augment it, he will suggest.

Staffwriter Dawson Bell can be reached at
1-313-222-6609.
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W hich states test welfare recipients
for substance abuse?

The Personal Resgonsibility and Work Re-

sponsibility Act of 1996 (P.L 104-193) allows
states to test Temporary Assistance for Needy
Families applicantsfor 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 foralcohol and drug
screening within die KanWork Program. Em-
ployment Preparation Services case managers
Interview all participants. Ifscreening 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 of Temporary Cash Assis-
tance under die Familgl Investment Program.
Local departments of Social Service ask appli-
cants standard questions to detect abuse. Par-
dcipants also must submit to an initial healdi
screening by amanaged care organization. Any
substance abuse detected is assessed.

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

Recipients of WorkTirst Newjerscy who have
been convicted of distribudng, possessing or
usm%controlled substances are ineligible for
benefits. WorkFirst recipients convicted of pos-
session or use ofdru?s may be eligible for bene-
fits upon successfully eompleditg a substance
abuse treatment program. .After 60 days of
treaunent, dtrsc recipients must submit todrug
tests. If 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

benefits.

Ohio passed HB 157 in 1996 to require preg-
nant women on Healthy Start or Medicaid
enrolled in managed care to submit to drug
screening. The screening is conducted at the
earliest prenatal visitand throughout the preg-
nancy. The screening instrument isconducted
by Medicaid service providers or doctors. Treat-
ment is mandated if there is an indication of
substance abuse. — Mary Bone, SIC manager

Forfurther detailed information on this issue, cone
tact the States Information Center. TheSIC provides
an inquiry and reference service to the states, Our
staffresponds to information requestsfrom stategov-
emment officials and staffon a variety of issuesr
The STC 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.
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Kansas Department of Social and Rehahilitation Services
Rochelle Chronister, Secretary

MEMORANDUM

November 1, 1996

AODAT Implementation

IMPLEMENTATION PLAN
ALCOHOL AND OTHER DRUG ASSESSMENT AND TREATMENT (AODAT)

Background

Key barriers to ending dependence on out'ic assistance are the health and social
problems associated with the abuse of and dependence on alcohol and other drugs.
V-Housc Bill 2423. enacted by the 1956 Kansas Legislature, established *a pilot project of

alcohol and drug screening within the KanWork Program*. The 1996 federal Personal
Responsibility and Work Opportunity Act established the basis for allowing mandatory
alcohol and drug screening and assessment for public assistance recipients. This
legislation facilitated the development of the following plan which outlines new policy and

-Cc" procedures on the statewide implementation of substance abuse screening and treatmen
for EPS participants. Alcohol and ether drug screening assessment and treatment
(AODAT) is a mandatory component for EPS participants who meet the criteria for
referral. Referred participants-are subject to work program penalties upon non-

"compliance with the component.
II. New Policy

EPS casemanagers will referan EPS participant to tho Regional Alcohol and Drug
Assessmcm Center (RADAC) with the SRS/RADAC turnaround form if the partiopant
meets at least one of the following cnteria during the current period of participation-

1. A positive outcome from administering th

2. Well-documented incidence of intoxication whi'e in the SRS office

3. Dismissal from employment orany EPS activity for substance abuso
related causes

4. Any substance abuse related legal problems (such as DUI).

5. Participant admission or medical diagnosis that an atcohol-and/or drug-

related problem with abuse ordependency e..ists

Once refened, RADAC will be resporuALxfcr determining and reporting non-compliance
and status changes with any assessment or treatment activities on the Status Change
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form.

EPS Case Managers should assign participants who are in outpatient treatment for less
than 20 hours perweek to additional appropriate components.

Ifan EPS participant has been discharged from treatment (in-patient or out-patient)

during the current participation period and the participant is subsequently identified as
needing a referral to RADAC, the participant would be referred to RADAC again. RADAC

will determine compliance.

Procedures

A. Referrals and Coordination
Referrals to the RADAC will be made by telephone by the case manager and
follcwed-up through use of the a*"ched SRS/RADAC turnaround form. Good
coordination will be required between the RADAC and SRS. Areas are
encouraged to assign a liaison to handle coordination and communication issues
as they arise. All areas must have a Qualified Service Organization Agreement
with the RADAC on file. A copy ofthis agreement is attached.

C. Activity Assignment
Participants will be assigned to the AOD (Alcohol and Other Drug) component
*AOD* will be an available KsCares component November 1, 1996. AOD
Assignments should be made in conjunction with other EPS activities when the
AOD hours are less than 20 hours per week. The number of hours per week that
the participant is initially assigned for ACD activities -wil be included on the
turnaround form by the RADAC.* Changes in treatment hours will be noted by.
RADAC staff on the Status Change form. EPS participants in AOD activities are
eligible for all component support services.

D Status. Non-compliancc and Penalties
The RADAC will be responsible for determining and reporting non-compliance and
status changes with any assessment or treatment activities. The EPS Case
Manager will be responsible for determining penalties and good cause. The
RADAC will send a Status Change form to the EPS Case Manager when
treatment hours change and wheneverthe participant exits the AOD program
The RADAC will note whether orrot the individual was in compliance at the time
of exit.

E. Effective Date
y oo o0 o _o HH - cce o W ¥/ «
implementation begins effective November 1, 1996 using the information
contained in this memo and the attached flow-chart

IMChiefs

Area Directors
Janet Schatansky
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QUALIFIED SERVICE ORGANIZATION AGREEMENT

THE SRS OFFICE AT

AND

NAME orF SERVICE PROVIDER

HEREBY ENTER INTO A QUALIFIED SERVICE ORGANIZATION AGREEMENT WHEREBY
THE SRS OFFICE WILL PROVIDE THE NAME AND OTHER IDENTIFYING INFORMATION OF
INDIVIDUALS TO BE ASSESSED OR TREATED FOR SUBSTANCE ABUSE.

FURTHERMORE THE SRS OFFICE:

()ACKNOWLEDGES THAT IN RECEIVING. STORING. PROCESSING. OR
OTHERWISE OEALING WITH ANY INFORMATION FROM THE SERVICE
PROVIDER ABOUT THE PATIENTS IN THE PROGRAM. IT IS FULLY BOUND
BY THE PROVISIONS OF THE FEDERAL REGULATIONS GOVERNING
CONFIDENTIALITY OF ALCOHOL AND DRUG ABUSE PATIENT RECORDS.

41 CFR PART 2, AND

(2) UNDERTAKES TO RESIST IN JUDICIAL PROCEEDINGS ANY EFFORT TO
OBTAIN ACCESS TO INFORMATION PERTAINING TO PATIENTS OTHER
WISE THAN AS EXPRESSLY PROVIDED FOR IN THE FEDERAL
CONFIDENTIALITY REGULATIONS. 42CFI PART 2

EXECUTED THIS OAYOF 199

SRS EMPLOYEE PROGRAM OIRECTOR
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TURN-AROUND FORM

SRS REFERRAL FOR ALCOHOL AND OTHER DRUG TREATMENT AND ASSESSMENT

WORKER'S NAME OATE

AREA OFFICE AOORESS PHONE

CITY AND ZIP'

DIVISION: (1) CHILDREN* FAMILY SERVICES

82]) EPS/KANWORK (3) INCOME MAINTENANCE
(4) REHABILITATION SERVICES  (5)

HER

CLIENT NAME KSCARES ID NUMBER

AQOORESS CITY ZP TELEPHONE NUMBER

RAOAC ASSESSMENT OATE

lunderstand that failure to attend an alcohol and otherdrug assessment appointment and/or
comply wrth further assessment and/or treatment activities wrthout good cause will resultin a work
program penalty and loss of assistance. Further. | authorize the release of referral and status

change information as may be required for program administraton.

PARTICIPANT SIGNATURE

REGIONAL ALCOHOL/DRUG ASSESSMENT CENTER (RADAC) REPLY

*

AOAS UNICJUE IDENTIFICATION NUMOER
SASSi* SHOWS CUENTNEEOS SUBSTANCE ABUSE TREATMENT  YES NO__
KCPC" SHOWS CLIENT NEED* LEVEL TREATMENT SERVICES (SEE fIELOW)

LEVELS | * 2+ QUTPATIENT SERVICES -HOURS WEEKLY
LEVEL 3 (24 HOUR TREATMENT)* SOCIAL OETOX'FICATION OR RESIDENTIAL TREATMENT-DAYS.

CLIENTS CONTINUED STAY NEEDS WILL BE REVIEWED ON
— DATE

RAOAC CMPLOTEF TELEPHONE NUMOER

RADAC REGION
OATE

*SUBSTANCE ABUSE SUBTLE SCREENINO INVENTORY
" KANSAS CLIENT PLACEMENT CRITERIA

CONFIDENTIAL Tha irforma»on h*a been otaei>ed to you from racorda whose confldentiary it protected try
federal 'aw Feo*i*l RepAaOcn (42 cFr Pad Z)Proho *you Rom na«ong  further iSacfotur* cf 4whhotd
vxdc wncen CENSINt of the person to whom 1 peftans A general euthoroaton for release stmeftcal cictw

mfcrmafcon is NOT sufficient for Bua purpose — ——
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STATUS CHANGE FORM
Alcohol and Other Drug Assessment and Treatment Project

SRS INFORMATION

WORKER'S NAME L. TELEPHONE NUMBER

AREA OFFICE ADDRESS

CITY AND 2JP

DMSION-( SEE BELOW

)
CHILDREN 1 FAMILY SERVICES (I) _ EPSKANWORK (2) ~ INCOME MAINTENANCE (3)
REHABILITATION SERVICES (4) ~ OTHER

CUENT NAME KSCARES ID NUMBER

REGIONAL ALCOHOL/DRUG ASSESSMENT CENTER (RADAC) STATUS CHANGES

ADAS UNIQUE IDENTIFICATION NUMBER

NON COMPLIANCE : COMPLIANCE
0*0 NOT COME FOR apPoINTMENT CtsSCHARceo to level
O1ONOT ENTER TREATMENT HOURS PER WEEK
LEFT WfTHOUT COMPLETING TREATMENT EFFECTIVE DATE

CLIENTSCONTINUED STAY NEEDS WILL BE REVIEWED ON
DATE

RADAC REGION

RADAC EMPLOYEE TELEPHONE NUMBER

OATE s

CONFIDENTIAL «TNs eifomaton has t>een d»cJoted to you from records whose confcjenaaKy * p*oiac:ad &
fedaraf law Faderal Regutason (42CFR Pat 2) c*on«s you horn mateng any further rudosure ofn wthcu
ipeofc w-Cencontent atthe person towhen | partaeit A general authorsaton for r*lease of mec»cal or other

Mormaeqw h NOT suffioant for IS* icoot*
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AODAT COMMENTS, QUESTIONS, AND ANSWERS

1 Would bka teleconference or some type of training on Dus prior to implementation since we have
not used either CAGE or SASSI. IM/EPS staff need training on how to effectively administer the
CAGE; Iam afraid that they will just ask the questions on the card; we need to have training, or
more mfo on a lot of questions that can be asked to get the same resutts.

There will be a teleconference scheduled as soon as possible but not before the
implementation date. In-semce training may be available through the RADAC to help with
interviewing and assessment. As noted «t the last chiefs meeting, interviewers rarely just
ask the CAGE questions point-dark straight from the card. The questions should be (and
in many areas already are) integrated into current assessment practice. Current EPS
eiterviewing end assessment procedures and techniques that look at strengths and barriers

should produce accurate referrals.
2. Have the RADAC referral agencies had the opperturdy for input on this?

Yes.

3 Are the referrals to AGDAT efigibie for medical transportation or KanW crk tranjpc rtation
reimbursement? We'reconcerned about the datance that persons will need to travel to RAOAC,
Is the intent of the statement ‘EPS pa-tc-partsm AOO activities are edible forall JOBS support
services* to allow us to use AOO as the component and issue a S2S. transportation allowance?
Could we also offer to pay for Child Care toracreerwig and related appointments (ifa treatment

plan is required)?
The draft implementation memo stated ‘EPS participants m AOQ activities are tig We fer
alt JOBS support services * Tha has been changed to say ‘EPS particpar.ilin AOD

activities are eigibie for ail component support serv/ces ™ This includes transportation,
ch-ld care, and special services allowances We will research medcal transportation

cugibety
4 How csthe treatment funded?
Through ADAS.

Does the client need e mec«cal card to access the services of RADAC?
e

No.

Most of our cfcents are assessed as app«cara end therefore do not have medical cards forup to a
month after assessment.

Our referrals will most keefy meet the ADAS »owincome- level paymentgudeimes and
services wall be free

5 A/e MOST participants included <ntint plan7

> o * X o mH—
Yes The memo states 'Alcoholand otherdog screerung assessment and treatment
(ACOAT) is e mandatory component fcr EP5 participants wi»o meet the cntena for
referral * TM o ccnfuv*g because the begrtrwng of the memo quotes orectiy from the tm
reganfcng KanWorn parte pants

6 We have concerns about kabkty Section n {2 )—*»e«documented cadence of moocation *.rwi*

w the SRS Oflke * Osmg trvs as an erampfe whatwood constitute effective ‘cocumentebc«*7



Would wo have moro than one person note the odor of alcohol, then require RAOAC screening,
and if the person failed to cooperate, impose a penalty? Would this hold up in an appeal?

In further discussion of this issue, we would advise that documentation include the
observations of more than one person if this is the only grounds for referral.

We're considering adding the CAGE questions to our standard assessment questionnaire. We
alroady as* a general alcohol/drug question but will expand it with the CAGE questions.

We plan to contact RAOAC to ask that one of their staff meet with us to coordinate the close
communication that will be required to make this all work.

Will this assessment be required for applicantjob search? orcan it be done at the 3week
eisessmenr?

This assessment should be completed whenever appropriate and needed to mako a
determination of employability and/or component placoment.

Need further clarification on the use of the turnaround document and if the info on the document
can be released in an appeal situation.

The turnaround and status change documents should be treated as you would a medical
statement eas third party documentason. Wrth the participants release signed on the
turnaround form they can be used in an appeal situation

lwould suggest that tho turnaround document have some type of release of informason statement
signed by client, end that statement could also indicate that failure to follow thru with tho RADAC

level ot treatment will result in penalty for cash.fs.

A release of information and a non-corrpUance statement for the participant to s*jn nas
been added to the turnaround document.

Turnaround form also needs name, address and phone number of the client referred

These have been added.

A cianfeadcn on ‘probable cause* for admtfiatenng the lestwould be helpful.

We have consulted wnh our Legal staff and are assured that the pokey and prccecures
outlined m the implementation memo are adequate We are confident that easo r.a age s
wiil be able to make tho assessment and document appropriately using current

assessment practice and the live referral criteria.
Do you want (he CAGE done on all parOcipand, or just those wrth probable cause?

The CAGE quessont should be part cf the strengths and barners assessment baetry ar-:
asked when the case manager bebnes 4is appropriate

You mcn&oned that RADAC makes decmon on non compi*nce WJImatbe consatent
throughout the state?

Yes

What are the*r gindebnes?
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RADAC guidelines for non-compliance are similar to guidelines of other providers of
component activity: not showing up for appointments; leaving troatment program before

discharge; inappropriate behavior, etc.
What consltutes good cause for non-compliance?
Good cause b determined by the EPS case manager and includes reasons such as lack of
transportation, child care, etc.
Ifa clientb referred for treatment and is complying, does thatcount towards countable work
activities?

No, notunless they are involved in some type of treatment related work program such as
reintegration or a halfway house. Further clanfication will be provided as the project

develops.
Will'a code be added to the system to identify the ectrvrty to place the client?

Yes. «AQD*

ora itNpP?

No.
An explanation of what you want coded on the system would also be helpful.

Information should be added in the same wg%e/ou would add information for any
orsPonent with dates, participation hours, €.
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Rl : FIP SUBSTANCE ABUSE TREATMENT PR@VISIONS =

\!RO%GRAMS AFFECTED: TEMPORARY CASH ASSISTANCE (TCA), FOOD
STAMPS (FS), AND MEDICAL ASSISTANCE (MA)

|
. |
ORIGINATUNG OFFICE: 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. o\ ,

Beginning July 1. 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 i
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 anq treatmeet (iftreatment is necessary), j

The MCO screens for substance abuse as pan of a comprehensive health screen for TCA i
customers when they enroll in the MCO Ifthe 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



tyICO or substanjte abuse assessment provider notifies the DSS of tficoutcome of tIC
sesjiment. {When a substance abuse treatment provider receivcsjihe rcferral, it must notify the
)SS bfthe individual's compliance with the recommended treatment program. o
I o | o ! 1l I
A customer with a substance abuse problem who complies with the FIP substance abuse
treatment provisions Lseligible for TCA benefits. The individual may be exempted frontwork
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 1.j 1997. We rcyognize that itis |;
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 ruQest exjent possible. We encourage your feedback on these jprocedures and suggestions on :

hqwtg improlve them m 1 * 4

PHASE I. DSS - NOTIFICATIONS / ASSESSMENT/ CONSENT FORMS

'm | ! i

Face to Face Interview
' RS i : :
At application ‘br redetenmination interview torTCA. the Fj ACase Manager: e

. 1 * r :

1 I . .

I Completes an enhanced assessment on each TCA adult and minor parent Japplicant |

j or recipient as pan of the employment assessment. jThe local depanment'shal! add >

J the following questions to its employment assessment instrument:
; ; I _—

. Doyoufeel or has anyone ever toldyou thatyon should cut do”h onyour

i drinking or drug me*
Haveyou ever tried to cut down or quit drinking or using other drugs.1

U Has the use ofalcohol or drugs caused problems inyour life such as getting
or keepinga job 7

o Doyou sometimes need a dunk or drugfirst thing in the morning Inn eye

openerj to steadyyour nen es or get rid ofa hangover?

I Aminor parent included in an adult caretaker relative's TCA application must be

j assessed using the same questions ren tfthe 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
jas pan ofthe 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 Tt

iwc-rv/t  Ip>h rw.-o,



* j Informs all adult and minor parent TCA applicants! and:recipien(s about the FEPes '«
m 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 ), r'
‘ . ' i i o
If the adult orjminor parent TCA customer gives an affirmlati.ve 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 .
| < L . |
Determine if the individual should be referred for work activities. Tlhis must be done
on a case by case basis based on established local department criteria. Ifthe
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.

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 |
parents whose screen suggests a substance abuse problem or who selfdisclose 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 wvithin 3Q days of the application and authorize Medical Assistance (MA). Forward
the copsent fcrp/s to the MCO through the local department MCO Liaigon.

Forwarding Forms 10 the MCO

i *

¢ | Each local department has designated or.e person to act as a liaison between the MCOs in theit
jjurisdictioji and that local department The MCO liaison (or hik or her designee) is responsible
I for kecepirig controls on the consent forms and forwarding information to the MCOs. The MCO
I'liaison or designee lis also responsible for tracking information on compliance after a customer

Jenrolls in a treatment program.

¢ | 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
| and other Jropies to the MCO liaison or designee.
| | o o * :
¢ jThe MCO.liaison oj designee checks MMIS 1l to determine if the customer is enrolled in an
MCO. Ifenrolled, the MCO liaison or designee writes the name of the MCO on the consent

ice." .



forms anjd forwards them to the appropriate VICO. Effective [June 1997, the MM IS Il reflects.-
MCO enrollment information. DHMH updates this informatioih dailv.
| s te

¢! Ifthe customer has not enrolled in an MCO. the MCO liaison or designee keeps theiconsent r ;

form? in atickler file and reviews MMIS Il each week until the customer enrolls. Opcethc

individual enrolls and the MCO information is available on NIMIS II. the MCO liaison;

fdrv ardsithe original and copies of the consent forms to the ajpropriatc MfZO inthe e

jurisdiction. ]

; _ i
] s .

The VICO liaison or designee batches and forwards these forms to the MCO weeklvi A list of;
thlt_a State\ivide MCO liaisons is attached (Anachment I11).

j -
PHASE n. ; DHMH/MCO - SCREENING, TREATMENTIREFERRALS

New MCQ Enrollecs:
! I : 1 ' !
¢! Once the|DSS authorizes MA. DHMH issues the MA card ané'provides the enrollm(lent broker
J whh a list of new TCA customers daily. Within five days of notification, the enroliment broker
‘s 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
] foster care or kinship care who have 30 days from the date of mailing. Ifa choice ishot made
I within the specified time frame. DHMH assigns the customer tjaan 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 IL.

*

¢ 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 MCQO’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 thc MCOjare screened for substance abuse by the primary carc provider (PCP) as pan
lof that initial health screen

Ifthe 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 xR A/] o IOw+ ImM go 7/



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

! o1

» 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 M 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
alternatlves The PCP forwards the original of this form tlo the substance abuse. treatment:
prowder Thé PEP also forwards, alons with the re!ferrai to the substance aBuse treatment
provider, a page ofthe enrollcc’s carbonized MCO Consent for the Release of
ConfidenttaI'AJcoholfnd Drug Treatment Information form. .

9
The PCP (or designee) forwards the second copy of the Subsrance Abuse Identification
and Treatment Notification form to the DSS MCO liais on within 30 davs of the date he

or she refers the individual to treatment services.

*
If the ind>i)vidual has a positive substance abuse screen at the ir|1itial health scfeening 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 | - 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.

If the PCP completes an initial health screen before receivir%g 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 o the appropriate treatment
service. Upon 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 TCA 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 treatmenr. they shall notify the DSS 25
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 11 - s
Compliance Notification ofthe Substance Abuse Identification and Treatment Jl
Notification forrn to notify the DSS within 30 days if the individual:

|
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 *J
first lavailable; appointment. !
Is awaiting ah available vacancy.

| -i Iseryolled in the treatment program. 2 1 i
Tsnot maintaining active attendance/participation, or
Has successfully completed the treatment program.
PIHASE m !t DSS wCOMPLIANCE Fi
J » }
* When the DSS receives a Substance Abuse Identification aud Treatment Notification :
1

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

I 1
fiagsithe case to expect the treatment provider copy of the form in 30 days. Ii !
P .

Upon receipt of the treatment provider copy of the form, he case manager reviews Part 1l
- Compliance Notification ofthe form to decide if the individual meets FIP substance |1

abuse treatment provisions. [ ,

Ifthd>individual identified in need of substance abuse treatlment 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 1

compliance if he or she; !

Is awaiting availability of a treatment vacancy,
* Is actiyelv enrolled in an Alcohol and Drug Abuse Administration (ADAA) denned
i treatment program, or

Has successfully completed the treatment program

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 fo[ verification of the customer's compliance with FIP substance abuse treatment



provisions. | there is no verification in the case record, t te case manacer and local
department MCO liaison must secure it. Verification requires that the individual's case
record include the Substance Abuse Identification and Treatment Notification form m
(Part 11 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

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:

-

Fails tb keep initial health screen appointment at the MCO (afte? June 30. 1598)

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 ADAAIto maintain active enrollment in
j the treatment program.

l ‘
If 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 meet eligibility for the program

For FS purposes, phantom income rules apply

>
%

I 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.

*IMS.PROCEDURES:
'‘Alien the Substance Abuse ldentification 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.

* ; “O8* - when the individual has successfully completed the treatment program

. *‘04* when the individual fails to enroll ;n appropriate and available substance

abuse treatment
»  ?"05" e 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 frgm the TCA strant as follows:

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 |m

I the time specified by DHMH regulations (NOT APPLICABLE UNTIL AFTER
1 e m 17 [ V4

* i 5/30/98) " A .
* : 095 - when an individual fails to enroll in appropri te and available substance abuse

| treatment 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. Onthe 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.

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).

' o« 7
Tlllc sanctioned indivi]dual remains eligible for medical coverage pr(I)vided he or she continues to
meet eligibility for the program.
k * °
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 1

CARES PROCEDURES:

4'en the Suhstnncc Abuse ldentification 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:
“SAI" -when the individual is enrolled in the treatment program!



"SAZ27 - when the individual is awairins an availaglc vacancy. $ ,
“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. L
“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
SANCTIONING 18 NOT 2PPLICABLE UNTIL AHFER 6/30/38)." |

When a customer does not comply with the substance abuse treatment provisions, remove the
individual from the TCA grant as follows:

4 Enter on the non-compliant individual’s UINC screen the amount of the sanction (the
difference between the amount of the grant for the household size uiththe individual and
without) as: I ;

» 1 “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 | ] 1! .
» : "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.; !

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()(b)"
For SA5 - “<rNDI\TDUAL*S NAME> F.AILED (TO MAINTAIN ACTIVE
ENROLLMENT IN APPROPRIATE AND AVAILABLE SUBSTANCE .ABUSE
TREATMENT. COMARO07.03.03.15E(I)(c).”™ |
For SA6 - “"INDIVIDUAL'S NAME> FAILED TO COMPLETE THE;INITIAL
| MCO HEALTH SCREENING WITHIN THE TttjfE SPECIFIED BY DHMH
| REGULATION. COMAR 07.03 03 15E(l)(a)." (NOT APPLI'CABLEjUNTTL
] AFTER 6/30"8.)

ol 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 “P1" and issue an EBT card to that person
* .
| 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



ijie sanctioned customer remains eligible for medical coverage piOYided he OI she conn iucs {0
rrjeet eligibiltty.for the program.

NARRATE ALL CASE ACTIVITY.
t"QOTRIES/FEEDBACK/StIGGESTIQNS:

Call or write: Phvliss J. .Arrington. FIA Policy Specialist
» Office of Policy and Research
; 311 W. Saratoga Street
; Room ~6-12
 Baltimjore. MD 21201
: (410) 767-7079

C ill Joyce Westhrook on (410) 767-8735 for CARES / AIMS incuirics

Cl:  =DHRIiExecutive Staff
DHMH Executive Staif
FIA Management Staff
FIA Trainers
Constituent Services
OIM Help Desk



ATTACHMENT I
CONSENT FOR THE REI EASE OEj

CONFIDENTIAL ALCOHOL AND DRUG TREATMENT INFORMATION 1 I

i by,'Managed Care Organizations to Departments of Social Service* t.],t l
. W <

DSS Otllcc.. . i

iA (¢ * '
! ' [authorize the managed care

tPrlnt name of adult or minor parent TCA applicant or recipient! 1

. |
organization that | ant or wiil be enrolled in t'the MCO*- a provider chosen brthe MCO. alldan Prowderthatlmaybe referee tqfor- <

<ubsty.ee abijse assessment or treatment, to report to the Department of Social Services (" C]SS ftee named above tne miomuuon lisjed .
. o 11

below ifit ha#th|f|n|orm|t|0n aboutme ,

That lfailed to apoeartcr an|n|t|al appomtmentscheduled b mv MCO within 90 patsof enroIImeht Thlsprlowsion elegtlvefatter
oW 30 [19985 { r { J _.
ThaJ my Jnitiol substance abuse terwen, follow- -Up diagnostic testing or treatment by the MCO or ooe of ts prowders shows ihef E
t have asubstance abuse problem: I j . oo

Thoj 1 did not keep an appointment for a comprehensive substance abuse assessmeht ordered by thé MCO or dne of its proideTs:
That.I acomorehenstve jubstar.ee abuse assessment indicates that | am not in need t)t. substance abusfe treatment.

fhaf'the MCO or one ot its p'roviders has reterred me for substance abuse treatment

Tharté >ubstance abuse treatment pro'ider has received mv consent formar.J referral for treatmentfrom the MCO or one of |t*
pioihecTs, ;

» . Thai Idid not schedule or appear for my first appointment for subsunce abuse treatment because I:1 I
« | did not schedule the first agpomtment within 1J days of referral; or
« ' did not. within 15 days of the trussed appointment, make ar.ew appotntmd it: cr
* i did not appear for an appointment 1made to make up for the missed appointment.
o« That1m waltlne for there to be room forme in the kind of substance abuse treatmentErooxn | was referred to: >

+ That | an enrolled in a subistance abuse treatment program that | was referred to by mv MCO;

« That| atn r.oi ‘actively enrolled* in a substance abuse treatment program (because | have not come to the projram i sessions or

appomtments on areqular ba3|s) and |
| ; !

o That!l chceroruIIvcompIeted the substance abuse treatment that | was referred to -~ J

This re.ease i» necessary to' comﬁly with Staté law which requires that this information has th be reported alocr local DSS orttee it you ere
" come to receive Temporary Cash Assistance (TCA) benefits.

I understand tllat my records arc protected under the federal regulations governing Confldentlallty of 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 atbay tune, trot the cancellation will nat apply to the past acts of someone who was covered by this consent at die time
and refied on It if Edo cancel this convent. | could lose mv TCA benefits In invcace. this consent svil automaticalll b* canceled when my

TCA bencitsjem)

t ‘
pated | . . y .
(Signature of adult or minor parent TCA applicim: or recipient)
| I
| ‘ ’ EROHIBITION OFKIDHt LOStRC [ !
etrignmtjonfui hscnenelewj!s»c*« o w LUIX) aarCidmtnl.w a un! i 1« e.Ktsswrotuz
i f‘?n Ut o&bé opl pumingi o vvmurﬁ R&depc ! Ja?v?ﬂibﬁns*w s<|<'<g§t TR Fpmg AT HO¥ i
< TWUISI «» rtlul*rm firnumi |Ud| I<nvVigk 1 |pU W tv Jt&lt | ruin fftsoo IV uic » |r|efmS|*«n P, rer]nSU imm'jui aa> sl.shilweruf
» - outrun I%JI [n | N .



ATTACHMENT Q

DEPARTMJENT OF SOCLAL SERVICES

CONSENT TO RELEASE CONFIDENTIAL ALCOHOL AND DRUG
SCREENING INFORMATION TO CoSIPLY WITH [
THE WELFARE INNOVATION ACJ OF 1997 -

CUSTOMER NAME blA CASE *1
Managed Care Organization
authorize
J: (Print name of aduJt or minor parent TCA appl cant or recipient)

tie Department of Social Services (DSS) to disclose to the Managed Care Organization specified
above, in which | am enrolled, the following information:

' * »

Q The results of substance abuse screening performed dunne the employability assessment at the

DSS oiuce are positive.

'« acknowledge that | have a substance abuse problem and reauest a referral for Treatment.
S SO .

'The purpose of the disclosure authorized herein & to comply witn State Paw requi¥ing

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 | revoke my consent. | 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 O[ recipient)

j Prohibition of Redlidoiure

(] *
THismiornutton has been'disclosed W sou Ixom record* protected t* Feceral oohndcnnah'ry rules (42 CFRpart 2) The
Fade:! rules prohibit sou frctn making any fimher c:idosu« ulihs aucrr.atio.'junless further ducloruxe is express's
pertained by the written consent uf the person to whom it pertain>uf a» ethers'isc permitted by 42CFR pan 2. A general
authorization for the release of medical or other information is NOT «uictfnt fcr this purpose  The Federal rules reitrci
anv  0f the information to criminally investigate ar prstecutc an' alcohol or djug treatment patient
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1l
1 ATTACHMENT IV
, i'l ¥,

S>L_JB.STANCI% AIBUSE IDENTIFICATION AND TREATMENT NOTIEICATION
i r - -

i I!:: P/r'-IFrl'T NAME J&

Local Department of Social Services/Office,.

MA CASE H

*

ENTIFICATION & TREATMENT REFERRAL (To be comp cted bv MCO or PCP)

PART I - ID
| : . " ; .
F - f, |
1. At*«rJunejjO 1998, failed to appear for Initial health screen appointment scheduled b* MCO or
PCP within 90 dav» ofenrollment | |I
i f L . . )
I 2. Substance abuse problem indicated by positive initial screen, follow-up diagnostic testing, or
! ;; treatment ’ !
| f. * 2 .
— 13. Failed to keep appointment for comprehensive substance abuse assessment
! I
J, .:J.  Comprehensive assessment Indicates patient not in need of substance abuse treatment
1 | *
| o
ZI: 5. Patient referred to: | on
Date 1

(substance abuse treatment propam)
(Signature 0i MCO/PCP Dcsio |

PART U -COMPLIANCE NOTIFICATION (To be completed by substancie sbuse treatment provider)
i

Date treatment provider received cuaseot form and referral from MCO/PCP

al L
y 2. Patient faded to schedule or eppear for initial appointment by;
—not scheduling an initial appointment mthin If days of referral'
—not appearing for scheduled initial appointment and thco oot rctthcduling within 15 days of the
missed appointment; or
—not appearing for a rescheduled mined initial appointment
Awaiting available vacancy O 5. Noi mtiAjulnint *cti\c
sttrmJance/participalion
: oo . ,
’: 4. Enrolled iritreatment program 65 SucceiifulN completed program
i v 2

A”musion dots: Ddchar”t date_

Patient able to work? J YES ZINO

) \
(Sieuture of Thuanent Providert Date

g3 Uwd 1439"00 Lee!-SI-Ro

» tia. »C
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eibling* 12nd degree!. greetegrtntJoerenc* Clrd degree!, unci## or
sunta (3rd degree!. nephew# or ruceea Ord degree!, greee‘greet
grandparents (4th degreel. greeteunelet or ounce Uth degree), dire
coueine (4th degree!, greefgreefgreet grandparent# (5th degree),
greet-greet unclee or tunti (5th degree), ar liree caueine once
rewcrved (Slh degree!. (A Ciret cewein once rerwed ie the Child uf

e pereon'e (iret eouein.!

111 An applicant who ie e parent*perton ney apply for PPMdTAWF
benefit# for e chlld(ron) end 111* or hereelC es A needy parent*

petm .

Ol ttofneedy caretaker# and/or parent patron* ahali elno be
eligible to apply for »rw/Ti*) benefit* for the children in
their care.

ii. Ipouaea of any pensni MMTf In the above grosn* *ay be con»idared
mperani-pariMi' even though the marriage re* b«*o terminated by

death or *»»ene#,

lei. Under Mee .ter#fey lee, relative# at percane Who adopt child .<! became
legally related to each edopted children to the aone entent that
they ere rrletcd to natural children of the edcgtina patent.

(ti Corpoeician of the eligible wruj/aa e**ietence unit le a* follow™!

1. The vnu/ea <#m«e<#*mm ualt ehell be carprieeo or ene or rare perron*

13i*cel .*

<a) The following p#>»>>e ehell not be

In aoit ceeee. at etll conaitt of a tingle Udlvidult, !'s peer# at age
or over, or e ram.ple without dependent children. in roam end board or
residential ireaiaaai aiteetiiMi*, each perton Ic an eligible unit of
an* In ell other IUIMtIM™*, the eligible ecdctenca unit ehell

corveae* ofi
I. The applicant/recipientj

ea. The apouae of the eppllc*nt/teclglant who llwee In the heoe unlee#
the apouae ie receiving til ot public aeetetencc (Krw«h another

progreat; or.
Hi. The peraan witn waern the eppllcent/recipient live* e# e uaupl# (but

only If there wj» # pra>Ipji hietorv or current htetory of a.pperti
uni##a aacn per#on i# receiving Hi or public e»»>#»#aee thteugh

Another pro)re*.

Individual* 1neligible for *no 1H*T/OA
end *h#l1 eoc

be concldered in he eaauri ef the WIWITAIT or wftO/CA aaalai#### Mtitei

1.

won-neeoy caretakers, e»c«pt th*t the eligibility at ¢ dependent child
enail not be effected by the income er resources ef e nee-needy

caretakeri
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Supplemental Security Incur* recipients. e.ieapt for the purpooee of

receiving enorgency resistance benefits;

Illegal alianc;

Other aliens who tt« not eligible <li*aa aa defined in M.J.A.C. 10;JO*

3.10;

A poicon ebaant fron tha hon* who la incarcerated In a Federal, state,
county or local correct!** facility or under cne custody of

corrsctiunel authorities;

. A porcon who is fluting to avoid prosecution. cuetody or ccnflncMnc
undai tha law* of tna juriedlreion (ro* wnleh the
paraon haa fled, for a erira or an attarpt to c* »it a crlma wruch la a
falony or a high nladanaanor under the lawa of tha juritdlictlon freo
which tho pereon has fled; or la violating a condition of probation or
parol# irrpoecd under fadaral or State law;

after conviction,

i. Under the lava of tha State of Paw Jeraer. a crl*e it aarinad et
N.J.s.A. 3cCil*s(el aa *an indictable offcnea.. .for wnlgh e acr.ter.cc

of tneriamtent in eaceea of f nootno la authoriaed.*

A peraon convicted on or aftor Auruac 31. 1JSC wadar raOaral or Stata
law 0t Any offcsaa which la classified aa a falony. high aUdincumr or
crloe, under the lava of the Jurisdiction Involved and which haa aa on
altaaat tha dlatnbutliui. poaaaraloa. er -ita cf a controlled eubstsncr
at doflnad In section 131 Ul of th« faderal eCeairolled Swbatsnces I

Act* 131 O.S.C. Section ao> i«M.
I

1. Under the Inwa of thw atata of Paw Jcraey. a crine le defined *c
N.J.s.A. 3cil*efal aa *en indictable offanaw ... fCr wnich a

sentence 0f Lmpritcnnent IN asccaa 0f <«*nha la authorised.*

It. A pereer. convicted cn or areor Awquat 13. 1SJS or any ouch offcnae
which hel ea an eleeer.t the poaaaanon at u»« only ot Such a
controlled avbetanca —iy be eligible tor honefita 1C the pcrtoo has
m.ciifulljr lorpleteC a (rug s%uee anaant Prtgrit rticeniad try
tha Steta of *e» Jareey oapertnent 0t Wealth and Senior Services
iPHSSI. at tha conclusion of winch tho perron ie certified drug free

by an authorilad orogtcn representative.

]/ 111 eligibility for brneflti snail coonance upon successful
collation of 11a tintl.i'wd ragwtraoenta of the Dnll licenses

eLrue traatoent rrogitn

completion Of the drug
teaiiMFi progrtn or at the tioe of application or cese
eedeier»lrtat lon, it mti Ua eacamlneO, vie teetin? Cy tn entity
designated fey On. that the person la free ot say ron-preiClibad
controlled euaitsnee. I the pereon is detemlned net to tv
free of any ceetrolled aubtrance during, or st the COQCIUtiCh
«f, tha (O day period, the pureon a eligibility for benefits
shall be tcr«iMi*tf t*h>nuialy.

0o

<
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/ ia) Benefit* cannot be granted nr reinstated until tha person
complete* another dny treatment program, and remain* drug
free COI a minimum of «o day* and ie determined via casting
to be free of any noo-prsccrlbed controlled substance.

1. A pereon found, on or afttr August 22. 11J«, to have willfully and
Knowingly fraudulently mlsrtpressotsd hie or her residence in order to
obtain leeaaeteeted, public aeaiatanca benefice in two or more states
or jurledietiena. ehell be ineligible tor benefits roz a period or 10
years from the data of conviction IN a federal or state court.

j. A person who, after July 1. 1197 and provided that the person has
received written notice Infoming then of the m o disqualification
penalties, intentionally nates a faloe or alslsaaing etatament or
eUsrepieeaate, conceals ef withholds facta far tho purpoeo of receiving
benefit# ehell be ineligible for benefits for a period or elx month*
for tha firat violation. 12 month* for the eecond violation, and

permanently far tho third violation.

10. m addition to 1 through 1 above, pereonf found eligible tor or «*o ar*
recipient* of vrhJ/TAhf. or who have been found ineligible for aucn
program* due to voluntary refusal to comply with prograo requiramenca
ehell et bo eligible for VIMJQA eeeleveect.

Ib) wrvj bonefit* eholl not be payable for any eonth In which any individual
in tha aeaiatanca unit ie participating in 4 etrlte. The individual who
la *trite is ineligible for benefits/ hovever. other senders of tho

asalecamre uni* remain eligible for benefit*.

1. The ter* 'eeriko* iaclude* any etrlte or Other concerted acoppsge of
work by .«g»lojm«* (including a stoppage by rceecn or eepiration of *
collactive bargaining agreenent) end any concerted interruption of

operation* by oegili/yee*.

I. The term ’'periltlpetmg in e etrite* mcana an actual reruaal. in
contort with others, to provide eervlee* to one'e tiglo/tra.

1. tian)l«i ef non-etribers whoere eligible to perticipet* *n the program
liiclude, but aro not lim.tod to:

1. employees vim* werkplece te cieee.1 >f an mgieyar in nrdll rn
resist th* danandt of arployoa* ifor esamplo, Jnikoutl.

11. Bigiloyeoo unsoio to wort as a rssult of etsibing wylwyiei (for
eeiepl*. truce drlvorc who ar* sot working herewee etrihing priiamn

provsnt newspapers trv being printed)t os,

ill. Srpltfsei who sro not part of it* bargaining unit on strike who do
not want CO croea the ploet line Owe to fear of personal injury.

10itC’'l.f Oarioltlon of oAploytDio/wneapicyaAie p*r*<v>* in vrpj/QA

(al Definition of employable/unemployable person* for detarelnation 0i payment
lovoi,
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SUBCHAPTER 2 NON-FINANCIAL ELIGIBILITY REQUIREMENTS

10:90*2.8 INDIVIDUALS INELIGIBLE FOR WFNJ TANF/0A
10:90-2.8(a)7 Drug Felons

Cross-references: DFD Instruction No0.97-1-10
DFD Instruction No.97-3-8

Cath assistance Will b« denied to any person convictod on or oftor August 22. 1666 of
an offense which has as an element tho distribution, possession or use of a controlled
subsiance as defined In section 102(6) ol the Federal ‘Controlled Substances Acl® and

the conviction was:

s. In tho case of a conviction or convictions under me lews or me State ot New
Jersey, of an offense defined es a crime under N.J.S.A 2C:i-s(a) (in general, for
New Jersoy, a erne Is defined as un offense tnat is indictable and that carries
tu> potential for a sentence of imprisonment in excess of six months); or

b. in tho case of a conviction o' conviction* under Federal lew or me tews of
anolher State, of an offense classified as a felony or crime, as appropriate, In tne

jurisdiction involved

A person eonvicted 0nly of possession OFU99 of a controlled substance MeV be
determined eligible for benefits if he/she successfully completes a drug
treatmentpn>aramMccnscd hr the He* Jersey Departments!H M th nnd Senior
Sorvieoe (NJDHSS). (A tisting of NJDHSS txxnsed drug treatment programs follows
ihis section). However such recp.-ent must test drug frr*j during the following 60-day
ponod after completion of me program or pub«c ess.stance benenis will be termlneteo
If the redpieni does not lest drug free and is terminated from WFNJ, in order to reoppiy
and be determined eligible, ne client must complete another icensec drug treatment
program and leal drug free for a perod of sixty days before eligibility for
WFENJ/TANfVGA can be established Thoroforo.in 0rdor to begm or continue receiving
WENJ benefits, tho individual must submit to drug  testing by a ~ DFD approved

that must certify that the individual is drug frre

Benefits may be issued during the first £0 days after completion of the drug treatment
prcgrom or at the time of application or redeiermmohcn as appropriate rt the drug
treatment program has olreody been completed by the individual, but it must be
determined through testng that the individual is drug free Fa-turg cf tne drug test wifi
rosuit m termination Or WENJ benefits

vrttdy

OFD does nor yef neve a drug totting entity a;place. Therefore, In tne interim,
applicants and recipients who nave completed a NJDHSS licensed drug
treatment program who are otherwise eligible may be granted WFNJ benefits.

20(a)7 .1
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Pending the establishment of the drug testing procedures, county/municipal
agencles should maintain e listing of all such individuals, so that when the
feting procedure le Inplace, such individuals can be referred for drug testing.

The applicant/recipient must be given the Work First Now Jersey Druo Treatment
Report Form to teke to the NJDHSS licenced center whore he/she is completing or nos
completed lhe drug treatment program for documentation and verification. This

competed form Is to DC retained In the case reccrd file.

An Affidavit of Work First New Jersey Non-Criminality must be completod by the
assistance unit applicanl(s)/rccjpienis(s) at time of application end redelerminat>on.
This self-declarelion form must bo attached to the applicatlon/redeterminetion form and

retained In tne case record

If tho applicant/recipient <s unsure of his/her or any assistance unit memper § Status
with respect to the statements on the affidavit, the worker should, alter tho
appiicant/nac>pient signs the form, have the chcnt note the uncertainty of their status on
the form. The agency shall forward a copy of this type of completed affidavit to their

DFD fiotd representative for follow jp.

Ploflso note tnet for Food Stomp purposes cnly. Questions regarding tha ODOve
provisions are olrcod/ indudod m the PA-1J end ths "A-1JfA). These forms will be
modified in the II’fu . Ic reflect the applicability of tnoso provisions to both WFNJ and

tha Food Stamp Program.

Ineligibility for cash assistance ava resufl cf tha groy.stpns retatod 1o dreg conv,rt.ont
Wii.i not ndversely affect the individual's M.ad-C*d e * b -iifr.

SW1r[VA*cIM

20(a)7-2
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VANLIO
(NOW 7-17)

WORK FIRST NEW JERSEY DRUG TREATMENT REPORT FORM

agency

CASE NUMOER

- - SSNUMBER-===——-

CLIENTNAME
Certification by Drug Treatment Facility

NAMF. OF TREATMENT
CENTER

STATE OF NF.WJERSEY I ir.FNsSet) REGISTRATION NUMfIPft

ADDRESS

TELEPHONE NO. CONTACT PERSON,

uaic mDMiwcNi ccvwi
TACATMCNT PROORAM COMPLETED?
OATE TREATMENT CONCLUQED
TYPE Or DRUG PROSCCM

YES NO

SUBSEQUENT TESTING DATE
RESULTS? POSITIVE

SUOSEOUENT TESTING OATE
RESULTST + POSITIVE

AUufHORIMFD agency hefhgsgntativf. signature
| (MI INi kae>» it tin* MCtf'tU

DATF.
w'an

INPROGRESS

NEGATIVE

NEGATIVE
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jurisdiction from which the person has fled; or is violating a condition
of probation or parole imposed under federal or State law;

(7) a person convicted on or after August 22, 1996 under federal
or State law of any offense which is classified as a felony 1or crime.
as appropriate.1 under the laws of the jurisdiction involved and which
has as an element (he possession, use. or distribution ofa controlled
substance as defined in section 102(6) of the federal "Controlled
Substances Act" (21 U.S.C.8802 (6))l:_cxccpuhni a person convicted
of anv such offense which has as an element the possession or use only
of such a controlled substance mav be eligible for benefits if the person
has successfully completed a drug, treatment program approved bv the
commissioner. Eligibility for benefits shall commence tmon
completion of the drug treatment program, except that during the first
60 davs after comDlctign_of _thc drug_lLea.tmeal_orograni. the
sgmmiasiopcr ShaLLarfiMidg-ffli-Lgiting.Qf.ihs ccuon ip determine if the
personlJsirce_pl.anvLCOntrollcd substgpce Jf the person is.detcrmincri
to nc_t_belfec.pfanv_cgntrglled,3ubstance d.mtLthe”O-dev period.
li.e person’s eligibility for benefits pursuant to this paragraph shall be
terminated. The commissioner, in consultation with ~.Commissioner
of Health and Senior Services, shall adort regulations to cany out the
provisions of this paragraph, which shall include the criteria for
determining completion of. a drug treatment programl:

(8) a person found to have fraudulently misrepresented his
residence in order to obtain nieans*tested, '[federally funded]' public
benefits in two or more states 'or jurisdictions', who shall be ineligible
for benefits for a period of 10 years from the date of conviction in a
federal or State court; or

(9) a person who intentionally makes a false or misleading
statement or misrepresents, conceals or withholds facts for the
purpose of receiving benefits, who shall be ineligible for benefits for
a period of six months for the firs: violation. 12 months for the second
violation, and permanently for the third violation.

c. A person who makes a false statement with the intent to qualify
for benefits and by reason thereof receives benefits for which the
person is not eligible is guilty of a crime of the fourth degree.

6. (New section) a. The signing of an application for benefits
under the NVork First New Jersey program shall constitute an

assignment of any child support rights pursuant to ' [45 CFR 232.11]
TiiU tvrn1 UUcdf mf »90> inv »e
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2.

3.

4.

5.

6 .

7.

Supplemental Security Income recipience, except for tha purposes ot
receiving emergency assistance benefice;

Il1legal aliens;

Other aliens who are not eligible aliens as defined iIn N.J.A.C. 10:90-
2.10;

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; .

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, acrime 1is defined at
N.J.S.A. 2C:1%4(a) as *on Indictable offense...for which a sentence

of imprisonment in excess of 6 months is authorized.”

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 () of the federal -Controlled Subatancec
gct~31 U.S.C. Section 802 (6))-

i. Under the 1aw* of the State of New Jersey, acrime is defined at
N.J.S.A. 2C:1-4(a) as*an indictable offense ... for which a
sentence of iImprisonment iIn excess of 6 months is authorized.*

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 K of Hew Jersey Department of Health and Senior Services
(DHSSJ, dl 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.

(@ 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. IT 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.

11



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 (6th degree),
great-great uncles or aunts (6th degree), or first cousins once
removed (6th degrae) . (A first cousin onci removed is the chill of
a person®s first cousin.)

@) 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.

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.

Under New 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.

() 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 rocaiving 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 1is receiving SSI or public aoGi6tar.ce through

another program.

10:50.2.8 Individuals ineligible for WFNJ TANF/GA

(@ 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;



(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 programrequirements
shall not be eligible for WFNJ/GA assistance.

() 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 eetriko* 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 1in 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,

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
(@ 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 Cut Broad Street, Columbus. Ohio 026S-0123

To: Interested Parties
om: William T. Ryani,[D2gutyy [Direestor
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 | 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 ofyou 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.

| 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
A\DC and Healthy Stan women and their infants arc healthy and drug-free

attachments
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CONSENT FOR RELEASE OF INFORMATION

I fnamc nfenrolled authorize fPMSP) to release
the following information and records held by fPMSP) to (AOC)
for the purpose of assessment by the fAODiI as to whether |

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. | 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:

| 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



bent by: ODHS COMMUNICATIONS 614 466 0292; 09/02/97 5:23PM\Jetfbx #620;Page 4/9

ODHS 3501 (10/74)

STATEMENT OF ATTENDANCE AT AOD ASSESSMENT/TREATMENT

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 inan 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. Ifit 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. Enrolice's Medicaid Billing NumbcT

TO BE COMPLETED BY THE PMSP (Prenatal Medical Service Provider):
3. PV.SP's Ntrec 8 P.MSP't Signature i

« Addrss
9. Scheduled dx* of the AOD assessment / /

5. Today's due 6. Fax No. 10. Dace the Statice.it of A~r.da.iec wo given to earollee

1. Phe.ic No.
11 The enroUet has signed a release of in-"arrnaiicn Coms that permits ihe PMSP» litre irdornsaiioii regarding her seed Coroieoiant Content Yu
form is aosched. (Ch«Je one.) Ne

TO 3E COMPLETED 3 Y THE AOD PROVIDER WHO PERFORMED THE ASSESSMENT:
12. AOD Provider's Narae IS. AOD Provider's Sigaaaac

13. Address
19. AOD Provider's CentfieKkrvlloetue No.

14. Today's da* )). fax no.
16. Phane no. 20. Qutcome:

No folloumip required. , , ,
FoUo«vtip required and earollee will return to this ﬁractlce for treatment.

17 Enrolit* Aoandafiea: Follo*y-up reqijired andatreferral his hern made Cothe provider linrd belo-

(| Enrollec did not eccr.d asscumc.it. (Dsu) (Time)
21. T><anrellee has signed a release o finfSKmauon form Sus permits tha AOD provider U share mJormasio* regarding her need for treaetvm Yes
Censer.t form is sascvd. (Check ere.) No

TO BE COMPLETED BY THE AOD PROVIDER WHO PERFORMED THE ASSESSMENT:
2J AOD Provider's Suta.ure

22. AOD Provider's Name

23 Adaress _ o .
19 AOD Provider's Cer.ificujotvUe/nie No.
24 Today'sda*  2).Funo
2 Fraon ;O ]oliﬁ ?érliéwuj recpired _ . _
| Patlow-vp required and eruolUt *1L return Utp.it praascc foi ceaCTtni

(| follow-up required and refrrta) hat born made to die provide* litsd oclw

27. Enrcllie Artxndiftu, , on : | al
f ) Errelit/ tS/.id/d aiicatTxni as fotul ima
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INSTRUCTIONS FOR COMPLETION OK
THE STATEMENT OF ATTENDANCE FORM (OMHS 3501)

Tbc completed form mini be reviewed with the enrnllee. Acopy of this form and cducalioual
material explaining the advene affects of alcohol and other drugs on pregnant tvutucu must be

given to the enrollee.

Items 1- 13 and hem 16 are to be completed by the Prenatal Kfediral Servlet Provider.
ltem | Enrollce's name: Enter the enrollee’s name as shown on the HMO card.

Enrollce's medicaid Billing Number: Enter the 12 digit Medicaid billing number. You will find this
number cither on the cnrollee's HMO card or you may get ir from thr. HMO.

Item 2

Item 3 PM SP'j Natnr.. Enter the Prenatal Medical Service Provider's u<unc.

Item 4 Address: Enter the PM SP* street address, city, and etit*.

Item 5 Today's date: Enter today's date.

Item fi  Kax no.: Enter the PMSP*s fax number. |
Item 7 Phuuc UO.. Enter the TM SPs tclcphono number.

Item S

PM SP’c Signature: Enter the signamre of the Prenatal Medical Service Provider (PMSP).

Scheduled date of the AOD assessment: Enter the date the assessment for the iusp«cted abuse of alcohol and
other drugs has bceu scheduled far the enrollee, if needed.

Item 9
Item 10 Date the Statement of Attendance was given to enrollee: Enter the das the Signed Statement of

Attendance given to the enrollee.

Coasent form slauineut: Cheek *'Yes™ if the enroll** haseiped a r*l«are ofinformation form permitting

Item 11
the PMSP to share informotion regarding her need for aitestmenr Checlc “No" if the enrollee has not

signed arelease of information form.

Any itemt not already completed in Items 12 - 21 are W be completed by the AOD provider »ho performed the
auestment

Iltem 12 aOD Provider's Nomet Enter the name €fthe. AOD provider who performed the AOD assessment.

Item 13  Addrecc: Enter the street address, city, and SUte ofthe AODprovidcr who pciformed the AOD

assessment.
Item M  Today's dale: Enter today's date.
Item 15 Fax 00.; Enter the fox r.umbar ofth« AOD provider who performed the AOD assessment.
Item 16 Phoa* no.: Enter the telephone number or the AOD provider who will pcrfoiiu the AOD uxssment.

OLTitS )10| SOA InivuatKaidOrM) r M1
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Item 17

Item 18

Item 19

Item 20

Item 21

Enrollee Attendance: Place a check by the appropriate line. Ifenrollee did attend the assessment, enter the
date the assessment was performed.

AOD Provider's Signature: Enter the signature ofthe 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, I/follow-up is requiredand will be provided by an AOD
provider other than the provider giving the assessment, complete the date and time ofthe scheduled

treatment appointment and complete Items 21. 24, end 28.

Consent form statement: Check “Yes" ifthe 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” ifthe enrollee has not signed a release of information form.

I

Lines 22 - JOare to be completed by AOD provider who performs any subsequent treaxment | 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

ltem 23

Item 24
Item 25
Item 26

Item 27

Item 28

Item 29

Item 30

AOD Provider's Name: Enter the name ofthe AOD provider who performed the AOD treatment.

Address: Enter the street address, city, and state ofthe AOD provider who performed the AOD

treatment.

Today's date: Enter today's date.

Fax no.: Enter the AOD provider's fax number

Phone no.: Enter the telephone number ofthe AOD provider who will perform the AOD 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 Provider’s Signature; Enter the signature of the AOD provider who performed the AOD
treatment. 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 Treatment Provider’s Certification/License No.: Enter the certification or license number of the

AOD provider who performed the AOD treatment.

Outcome: Place a check by the appropriate line Ifenrollee required further treatment and referral was
made to a subsequent AOD treatment provider, enter the scheduled date for treatment

0DK5 J501 504 (ruavrjcBi (ICVt) T2
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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 Healthy 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. Ifa 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« e «wee\p) oo
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QKN \rjit
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. |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:

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 prcsr.cn:
If yes* what are you concerned abuui?
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Observation Checklist

The following signs and symptoms may indicate alcohol and other dmg abuse problems in the enrollee
being screened; note if observed:

»  Needle track marks o
SKin abscesses, cigarette bums, or nicotine stains
Tremors (shaking and twitching of hands and eyelids)
Unclear speech: Slurred, incohérent, or too rapid
Runny nose, sniffing |
Unsteady qan: staggerlng,o_ff balance . _
Dilated (enfarged) ~or constricted (pinpoint) pupils
Smell ofalconol or marijuana on breath
"Nodding out™* (dozm? or fallln(r; asleep) .
Bums on the inside of'the lips (from frecbasing coca>e)
Perspiring
3ruising
Scratching
»  Swollen hands orfeet
« [nability to focus |

Irritability, agsution

. Depressed mcod

Referral Made  Y*s No  (circle one)

Enrollee Name:

PMSP Signature:

(PMSP Name-Ttamp. print or type)

Interviewer Signature, (if different from PMSP) _

D ate: _
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Substance Abijsb and rbcbipt of Welfare

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,

e The unresolved 4th Amendment legal issues around search and rcizure, 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
04/22/9*
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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 Sé 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.

Thc.Rolg.pf.SanciiQn?
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. Staffarc
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
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ircatment, with the type of treatment varying in length and intensity. Treatment will be combined
with other sclf-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.

Dimwon 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.

» ATARP 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 plan:
Date of birth: ID number: 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). | expect my family to be able to reach
this goal by . lunderstand that | 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 1 am exempt from this time limit.

Steps Needed to Achiove Self-Sufficiency

Work Activities Education/Training Other activities
1 1Dnploymttt: __ Fulltime __Part tunc N Xib Khool <>plort |1 Life Skill* inarucuon
I 1 hbSttnfi O OE0 ] Pamttwf ikill* workihop
|| VotuMacr Work Eipirwncc 1 ESL || FjUbluh paternity
11 JofcS*mplr, | llctp CSED locdc ilu rt parrot
|| Oo-thc-fob Truiuog 11 Jobtkilu tmrun( "] 0<c t thiUl support enter in pta’c
1 1 JcORcfehnea 1 1 EmpteynMntcounMiu” J- SubcLuxc tinim u an v ri* treatment
n n n
Self-sufficiency activity plan
Stan<tst«  Acfcvtyrtn per Who wtl do *7 hﬁmoggtgndor
ATAP-2 CV/
Paget of 2

0*4*70



Services needed to accomplish the plan

Work requirement status:

I am required to participate in work activities as assigned by DPA or its agent. Work activities to
which | 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 | 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:

lunderstand that 1 must contact my caseworker if | want to make any changes to this plan

| 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 at or by telephone with my caseworker.

| agree to keep to this appointment and participate in the review.

Additional information:

Release of Information: | 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 | 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 |
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:
Participant Signature: A N A Dale:
Date:

CascuorPer Signature

AR W -
P*0* 2 of 2



Family Self-Sufficiency Plan Attachment

Participant Name: Date of plan:

ID number: Case number:

Self-sufficiency activity plan

Startdate  Activity/hr* per week Who will do 1? Milestone and/or
renriewdate

Services necdoc to accomplish the plan

Service Who will arrange for <7 Who will provide <7 Who will pay for 2

ATAP 2<V I
080170



DEPARTMENT OF HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC ASSISTANCE

ALASKA TEMPORARY ASSISTANCE PROGRAM

Employment Planning Information

Instructions: A separate information form must bo completed by lach adult 18 years  older in the household and cacti
minor child who doesn’t have a high school diploma or GED and who Is not attending secondary school. . {

Date Completed:

SSN #: / / Name:

Arcyoua U.S. citizen? Yes O No I If no, Permit Number Expiration Dale
EDUCATION/TRAINING/SKILLS & ABILITIES

. Date last attended school: Circle Highest Grade Completed: 12 3 4 56 78 9 10 11 12 GED

Ifyou have not completed high school ora GED, why did you leave school?

If you have attended college: ~ How many years? Major/subjectarea:
Did you receive a degree? (circleone) AA  BA/BS  MA/MS  Other (sp*xify) What year?

2. List any training or certificates earned:

Type of Training School or Training Facility City/State Month/Year Ceruficate/License

3. Current student? 3 Yes [ No Where?

4. Do you have avalid Alaska Driver's License? Yes 1 No I lfycs,AQI#:
Driving Limitations?

5. Veteran? Yes [J No 1 DatesofScrace: to Branch of Service:
Type of Discharge: [ Disabled Veteran I Honorable 3 Dishonorable  C General

Do you have a service-connected disability? ~ Yes T3 No O3

6. Dojouluvc any medical problems that limit the types of work you cando? ~ Yestd  No O3
Ifyes. do you have proof from a licensed medical provider? YestO No [

7. List equipment, machinery, end tools you can operate:

8. Doyou have aresume? Yes I No I Ifyes. please attach a copy of your resume.

ATAPJ 06-3871 6/97 Page 10f4



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 of Employment;
Duties and Skills Used:

Reason for Leaving:

Job Title:

Address:

Dates of Employment:
Duucs and Skills Used:

Reason for Leaving:

Job Title:

Address:

Dates of Employment:
Duties and Skills Used:

Reason for Leaving:

Job Tide:

Address:

Dates of Employment;
Duties and Skills Used:

Reason for Leaving:

ATAP 5 06-3871 6/97

Employer:
Phone: ()

Hrs/Wcck: Pay per hour.

Employer:
Phone: ( )

Hrs/Week: Pay per hour:

Employer:
Phone: ()

HrsAVcck: Pay per hour:

Employer
Phone: ()

HrsAVcck: Pay per hour.

Page 2 0f4



PLANNING FOR SELF SUFFICIENCY

1. What plans do you have > get off of public assistance?

2. Arc you now working? Yes I No 1 Ifyes. where? How many hours per week?

3. Ifyou are not working, how long have you been unemployed?

4 How can we help you find ajob. or help you keep the job you have?

5. Ifyou need these things for work or training, Jo you have them?:
Transportation Child Care Clothing Othy:
Yes OO No OJ Yes OO No OJ Yes &0 No O Yes O No OJ

What plans do you have for child care while you work?

Do you have a vehicle? Yes O No I car insurance? Yes 1 No I another way to getaround? Yes 1 No [

Comments:

6. Do you need help with any of these? (Cheek items that apply to you and comment below)

1 Pregnancy/Pre-natal care CIFamily/Child Problems C1Vision Problems
CJFamily Planning 1 Divorce/Child Custody Issues [IDental Care Needs
[IHousing [JGetUng/Paying Child Support [IHearing Problems

1 Drug/Alcohol Problems CLegal Problems [ Trouble with English
[CIMental Health Issues [JHealth Problems U Difficulty Reading/Writing
(1 Other areas where you may need assistance.

Comments:

ATAP 5 06-3871 6/97 Page 3 0f4



7. Arc there other tilings that might keep you from going to work? Yes D No O
Explain:

8. Have you been convicted ofa crime other than a traffic violation? Yes OO No O
Explain:

9. Areyou on probation or parole? Yes O No I If yes, give the name and phone number ofyour probation/parole officer:

10 Is any other agency helping you with work and family problems? Yes 31 No O
If yes, please list the agency, contact person, and phone number

EMPLOYMENT GOALS:

| Ba$ed gn mur work history, what kind of employment arc you seeking? Are you Qualified? Amount of Experience
1st Choice: Yes O No O Months:
2nd Choice: Yes O No O Months:
2. 1fNOT qualified, how can you become qualified?
3. Do you know ofanyjob openings in this line ofwork? Yes OO No O
Where?
4. Areyou willing to move in order to obtain employment? Yes OO No O
5. Areyou willing to acceptemployment in a remote site? Yes OO No O
6. Areyou registered with the Alaska Employment Service? Yes O No O
7. Would your past employers give you a reference? Yes OO No [
Signature Date completed

ATAP 5 06-3871 6/97 Page 4 of4
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National Conference of State Legislatures
Drug Testing and Public Assistance
Dana Reichert January 1997

Changes in federal jqw grant state* considerable tlexibility to dciriuiinc for themselves the tygjen
of to operate. Even Defore federal reforms. states developed diffrrent approaches that mandate
perMinal responsibility in their cffiw tortform welfare One of iiie.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 benetits.

Maryland, Minnesota, KewJmey, New York. Pennsylvania and South Carolina take one <«
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'if their treatment program requires testln?, lo date. Michigan
dors not have Knowledge 0f 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 of eligibility

South Carolina ha* the longest running orug testing program for welraro recipient*. lindex the
South Carolina provision recipients w». 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 pin oftheir ebcibititymaintcnamr  Individuals who give birth machild
determined within 24 Nmr* of birth to be sufferln% from tho effects oi maternal substance abuse
will bo Jemed assistant - unless the individual submits ui drug testing and tregiment proPnun.
Refusal to participate >uoither the drue test or a treatment program will result in removal from

tha cash assistance program.

At the time o application, ease managers *ill hope to identfrv individuals wiro li ve. or arc at
risk nff*n ouuog chemically dependent, ouch a person must unde[?o 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 of t!r tre.Ttnent
;grog_ram 0> |1 declared inelipoic to reccivr. further assistance from She AFDC program

reairoem program fees wilj be paid by ata.ipier.t s Medicaid benefits Uﬁon >uipletion of the
presenl*-J program. a recipient must agice ro undergo random substance ann*r |<_:*un% to
dcoioioiratr that they have remained druj-fux while oa the AFDC program Failure to
participate in the raidcm testrnc will rr<uli in cancellation from the program

If ateopicnt reels that <k:cti"in;uicn of a substance obusc problem, or pretcubcd treatment is
incorrect, or snodd be re-evaluated, ihey may undergo the pro*** of apf)eal by requesting a four
heanng. Particulars of the Ou Lraring process arc set forth by tlic giiuVimes of the AFD
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program, While undergoing ibc appeal process. Ltic recipient will not be subjcct to cancellation
of benefits for rctusal to pailidpatc In p.esenbed programs.

South Carolina implemented Its program on October 1.1996 and ha? only referred *ery small
numbers of 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 s verv preliminary. Sntnli Carolina has increased its rfforts to
successfully scieen and detect individuals who might benefit from treatment, flic %t-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 tor injpicnts who Pamupate
in a ireatment program if testing is pail of the proq[am, 10 date. Pciuisylv.inifl has not been
activity pursum(t; enforcement of this ﬁMlucuIar policy, teeln% it moic important io concentrate
on iir<jimg substance abuse problems lather than testing tor them.
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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 Ol 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 for 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
twenty-foui t ttt of birth, is ineligible for AFDC assistance unless the
recipient submits to random drug tests and/or pgncipta in an alcohol or
drug treatment program approved by the Departmexa of 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 jr Forensic Urine Drag Testing
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