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Substance abuse is
an added stress for
families and a risk
factor in almost
every area.

There's no question: if you are a child
welfare social worker, you work with
people who use drugs. And all the rel-
evant research shows that substance
abuse is an added stress for families,
another obstacle for social workers
and clients, and a risk factor in almost
every area, from child abuse, domes-
tic violence, and mental illness to em-
ployment, family reunification, and
cognitive and emotional development
(Ray & Ksir,1993).

Every child welfare practitioner
should know about and understand sub-
stance abuse. Receiving professional
training, taking a class, attending an in-
service workshop, speaking with col-
leagues and supervisors, and reading
books and journals can help you learn
about this extremely complex behavior.

As a supplement to such training, this
article provides you with some of the
fundamentals of drug and alcohol abuse
and dependence, their effect on indi-
viduals and families, how abuse and de-
pendence may be recognized, and their
implications for child welfare practice.

WHO USES DRUGS?
According to the Alcohol and Drug
Council of North Carolina, there are
nearly 700,000 people addicted to
drugs in North Carolina. Another
700,000 have a problem with alcohol
(Alcohol/Drug Council of NC, 1998).

Among them are parents and chil-
dren, athletes and actors, homeless men
and women, and lonely adolescents.

Some just drink alco-
hol, others smoke pot
and sniff cocaine.
People abuse prescrip-
tion drugs like valium,
codeine, and dilaudid,
and people sniff gaso-
line. They inject heroin
(“smack, dope”) and
amphetamines (“crank,
speed, meth”) and they
smoke crack-cocaine
(“rock”), speed, and
marijuana (“pot, grass, weed”).

People who abuse drugs can be lov-
ing parents, hard workers, next-door-
neighbors, bank tellers, janitors, stu-
dents, lawyers, nurses. Only one thing
is certain—no matter what role a per-
son who abuses drugs may play, sub-
stance abuse and dependence always
add complications and obstacles to
successful interventions (Smyth,1995).

USE, ABUSE, & DEPENDENCE
It is important to understand the dif-
ference between use, abuse, and de-
pendence (also called “addiction”).
UseUseUseUseUse simply means drinking, smoking,
inhaling, injecting, or swallowing a
chemical substance. If one drinks a
beer with dinner, one is using alcohol,
but not necessarily abusing it. Some
professionals consider any illegal drug
use to be “abuse,” while others use the
stricter definition provided by the Diag-
nostic and Statistical Manual of Mental
Disorders (DSM-IV), the in-
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strument most professionals use to as-
sess substance abuse.

According to the DSM-IV, abuse abuse abuse abuse abuse is
“a maladaptive pattern of substance
use leading to clinically significant im-
pairment or distress.” In other words,
if the use of a drug or alcohol causes
serious problems—at work, in school,
within the family, with the law, or with
physical or mental health—then it is
probably substance abuse. Abuse can
occur over a period of hours, days,
months, or years.

Abuse is not dependence. Depen-Depen-Depen-Depen-Depen-
dencedencedencedencedence, or addictionaddictionaddictionaddictionaddiction, according to the
DSM-IV, has two main characteristics:
tolerance and withdrawal. TTTTToleranceoleranceoleranceoleranceolerance
means that larger and larger amounts
of the substance are needed to
achieve the same level of intoxication,
or “high.” Tolerance can be very dan-
gerous because as more and more of

a drug is taken, the risk of overdoseoverdoseoverdoseoverdoseoverdose—
that is, illness or death from toxic lev-
els of the drug—increases. An experi-
enced user may not feel “high” but may
still be close to overdose.

Withdrawal Withdrawal Withdrawal Withdrawal Withdrawal is the syndrome caused
when a dependent person stops tak-
ing the drug to which he or she is ad-
dicted. Certain drugs—especially al-
cohol, amphetamines, cocaine, and
opiates (e.g., heroin, morphine)—cre-
ate a physical dependence  so severe
as to cause a risk of severe pain, ill-
ness, mental disturbance, and even
death if the dependent person quits
using or is unable to obtain enough of
the drug to get intoxicated. Alcohol-
ics who go for even a few hours with-
out drinking may experience delirium,
black-outs, tremors, nausea, seizures,
and hallucinations. Heroin users who
stop taking heroin often experience

intense muscular pains, uncontrollable
shaking, diarrhea, and high fever. For
people struggling with substance de-
pendence, quitting without treatment
can be as risky as continuing to use.

Nicotine and caffeine may be the two
drugs that cause the most dependence.
However, because they do not cause
severe intoxication and are not linked
with violent or anti-social behavior in the
way that alcohol and other drugs are,
we will not focus on them here.
ADDICTION IS AN ILLNESS
An important point to understand is
that regardless of the substance in-
volved, addiction is a mental illness
just like depression, schizophrenia, or
an anxiety disorder. These conditions
are diseases, not so different from can-
cer or diabetes.

People who abuse substances are
suffering from a debilitating illness, not
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The effects and dangers of different drugs vary
so much that it would be impossible to describe
here all the signs and symptoms of even the
most common drugs.

Many drugs, such as marijuana and LSD,
cause the user’s pupils to dilate. Heroin, on the
other hand, may cause the pupils to contract.
Alcohol intoxication can be very obvious when
the drinker is stumbling and slurring her speech,
but less obvious when she simply seems tired.
Longtime alcoholics may become very skilled
at hiding their drinking, and even the keenest
observer may miss it.

People who abuse prescription drugs may
act more strangely when they are unable to
obtain their drugs of choice than when they are
intoxicated, and taking the drug may return
them to an apparent state of “normalcy.” They
may swallow pills quite openly, saying they have
a prescription and need the medicine to sleep,
stay calm, or stop smoking. And all this may
be true without changing the fact that they are
substance-dependent.

Finally, because everyone knows that
certain drugs are illegal, users of narcotics and
other “street drugs” are likely to go to great
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lengths to keep their addiction secret
(Weil & Rosen, 1993).

What all this means is that
substance abuse is easy to miss. It is
also easily confused with other
phenomena, including brain injury and
stroke, the effects of crying or
insomnia or too much sleep, mental
illnesses, or simply having an unusual
personality (DSM-IV, 1996).

Sometimes substance abuse may
seem quite obvious. Yet delirium, total
irrationality, extremely red eyes that can
barely stay open, constant dozing off,
unpredictable outbursts and extreme
agitation, confused speech, and other
strange behaviors can all be signs of
many things, not just substance
abuse. But when one or more of these
behaviors shows up in someone who has
previously not exhibited them, drugs are likely
involved.

However, it is impossible to know that drugs
are being used unless you observe them being
ingested, smoked, injected and so forth, which
is unlikely, or a person admits to using, or you

receive reliable reports—as
opposed to gossip and
rumors—that a person
uses.

But in the end, for a child
protective worker, it is okay
to be uncertain. While it is
helpful to have as much
information as possible, the
fact that a caretaker uses
drugs is not, in itself, of
fundamental significance.
What matters is the
caretaker’s ability to care for
his children (Mason, 1996).

This is not to say that
there is no appropriate
response to finding out that
there is substance abuse

going on in a family. You will want to ascertain
whether children are being put at risk, whether
they are being exposed to dangerous
activities, and whether they themselves are
using. Finding the answers to these questions
is what matters (Mason, 1996).

It is hard to know for
sure that someone is
using unless you see
them abusing drugs or
alcohol yourself, they
admit their use to
you, or you receive a
report from a reliable
source.
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from a flaw in their character or a
moral shortcoming. This does not mean
they are not responsible for their ac-
tions. But it does mean that they are
entitled to the same respect, the same
services, and the same treatment as
anyone else.

SUBSTANCE ABUSE AND
CHILD MALTREATMENT
The evidence linking alcohol and drug
abuse to child maltreatment makes it
clear that there is an increased risk
of neglect and abuse in families where
substance abuse occurs.

Several studies have indicated that
a quarter of all child welfare cases
involve families where substance
abuse is occurring (Kropenske &
Howard, 1994); one study placed the
number closer to 40 percent (National
Committee to Prevent Child Abuse,
1997). Several studies conducted in
Boston found that, of the most severe
instances of child maltreatment, as
many as nine out of ten caretakers
abused drugs or alcohol (Murphy, et
al., 1991; Kowal, 1990).

Drugs, Alcohol & TPRDrugs, Alcohol & TPRDrugs, Alcohol & TPRDrugs, Alcohol & TPRDrugs, Alcohol & TPR. One of these
studies showed that of the parents re-
ferred to CPS who abused “hard” drugs,
such as cocaine and heroin, 90 percent
eventually had parental rights termi-
nated. Those who abused alcohol had
parental rights terminated only 60 per-
cent of the time (Murphy, et al.). These
findings demonstrate the key role sub-
stance abuse can play in child welfare.

However, they may also demon-
strate a bias among social workers
against illegal drugs as opposed to
alcohol, which, despite being legal, is
still extremely dangerous. One study
found that children of mothers char-
acterized as “problem drinkers” had
more than double the risk of serious
injury (Bijur, et al., 1992).

• Know the symptoms of drug and alcoholKnow the symptoms of drug and alcoholKnow the symptoms of drug and alcoholKnow the symptoms of drug and alcoholKnow the symptoms of drug and alcohol
use. use. use. use. use. When one or more of these behaviors
shows up in someone who has previously
not exhibited them, it’s likely drugs are
involved.

••••• Don’t jump to the gunDon’t jump to the gunDon’t jump to the gunDon’t jump to the gunDon’t jump to the gun. Make sure reports
of substance abuse are reliable or rely on
your own observation. Substance use is hard
to identify with certainty; its symptoms may
be identical to those caused by other factors.

PRPRPRPRPRAAAAACTICTICTICTICTICCCCCE IME IME IME IME IMPPPPPLLLLLIIIIICACACACACATITITITITIOOOOONNNNNSSSSS

• Stay focusedStay focusedStay focusedStay focusedStay focused. In CPS investigations, the
well-being of  the child is the primary concern,
not the presence of drug abuse.

• Guard against personal biasGuard against personal biasGuard against personal biasGuard against personal biasGuard against personal bias. Although
substance abuse is a factor in many child
welfare cases, the majority of people who
use or abuse substances do not abuse or
neglect children.

• Understand confidentiality as it relatesUnderstand confidentiality as it relatesUnderstand confidentiality as it relatesUnderstand confidentiality as it relatesUnderstand confidentiality as it relates
to substance abuseto substance abuseto substance abuseto substance abuseto substance abuse. (see p. 4).

Effects on ChildrenEffects on ChildrenEffects on ChildrenEffects on ChildrenEffects on Children. Children living
in homes where a caregiver abuses sub-
stances suffer from a variety of physi-
cal, mental, and emotional health prob-
lems at a greater rate than the general
population  (Prevent Child Abuse, 1996).
For example, as a group, children of
alcoholics tend to experience feelings
of low self-esteem and failure and
struggle with depression and anxiety
(Children of Alcoholics, 1992).

Later on, many of these children suc-
cumb to the same patterns exhibited by
their parents; they are more likely to
abuse substances, and, if they were
abused, they are more likely to abuse
their kids (Prevent Child Abuse, 1996).

TTTTTrrrrreatment is Criticaleatment is Criticaleatment is Criticaleatment is Criticaleatment is Critical. When fami-
lies are struggling with substance
abuse and child maltreatment, both
problems must be addressed to en-
sure the safety of children. Ending the
drug dependency will not automatically
end child maltreatment, but parenting
skills will improve little until this step
is taken  (Prevent Child Abuse, 1996).
For more about treatment, see page 4.

A Final CautionA Final CautionA Final CautionA Final CautionA Final Caution. It is important to
keep in mind that even though a great
number of maltreatment cases involve
substance abuse, most people who
use or abuse drugs do not abuse chil-
dren. One study found that less than
two percent of drugs abusers have

abused or neglected their children
(Egami, et al., 1996). Other studies
have produced similar results.
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SUBSTANCE ABUSE TREATMENT & PREVENTION: WHAT YOU SHOULD KNOW
On the face of it, child welfare workers have
little to do with the prevention and treatment of
substance abuse. Beyond making a referral and
monitoring the situation, there is little else you
can do, right? After all, if attending treatment is
part of what parents must do to hold on to their
kids or get them back, what happens is really
up to them.

Yet as a child welfare worker, you know what
a big issue this is. You may not know the statis-
tics, the ones that say 40 to 80 percent of all
parents investigated for child abuse or neglect
use drugs or alcohol (BHRP, 1998), or that chil-
dren of substance-abusing mothers are more
likely to experience multiple placements and to
stay in foster care longer than other kids (Curtis & McCullough,
1993). But you know from your own experience that drug and
alcohol abuse has a devastating effect on families and kids.
And you want to do something about it.

IDENTIFICATION
A first step is recognizing substance abuse as a problem in
individual families. Sometimes the symptoms can be difficult
to recognize, and many child welfare workers do not ask
about substance use explicitly. As a result these problems go
unacknowledged and untreated.

One way to inquire about alcohol abuse in a nonjudgmental
and open way is the CAGE method, which involves asking:
CCCCC Have you ever felt the need to CCCCCut down on your drinking?
AAAAA Have people AAAAAnnoyed you by criticizing or complaining

about your drinking or drug use?
GGGGG Have you ever felt bad or GGGGGuilty about your drinking?
EEEEE Have you ever had a drink first thing in the morning to

steady your nerves and get rid of a hangover (EEEEEye-opener)?
Getting a “yes” answer on two or more of these questions
suggests that a more thorough assessment should follow.

CONFIDENTIALITY
If it is an open fact that a family member has substance
abuse issues, you can help by offering to refer this person  to
someone who has experience working with substance using
clients. To do this, you need permission from the individual
abusing drugs or alcohol. You cannot simply call the police
or the detoxification center and report the parents of your
clients. To do so would be a gross violation of social work
ethics, no matter what your opinion of substance abuse.

In fact, substance abuse issues are given special status in
matters of confidentiality. Even if a client signs a standard
“release of information” form, revealing the presence of sub-
stance abuse is not permitted. Only when an individual gives

written consent specifically regarding substance
abuse may a practitioner reveal the problem
to other professionals (Burke & Clapp, 1997).
Many agencies have forms solely for the re-
lease of substance abuse information.On the
other hand, if substance abuse by a caretaker
is putting a child at risk, a report can (and must)
be made to CPS (Mason, 1996).

REFERRAL
There are many places to turn to refer someone
for treatment. Some DSS’s in North Carolina now
have a Qualified Substance Abuse Professional
(QSAP) in the agency. This person is available to
provide additional screening and make appro-
priate substance treatment referrals.

In addition, all mental health centers have substance abuse
clinicians—just call the clinic and ask for a substance abuse
counselor. If you can, get to know the substance abuse clini-
cians in your community on a personal level—this will help
bridge the barriers that often exist between agencies.

If you are making the referral directly to the treatment
agency, as much as possible, look for programs that focus
on client strengths and encourage the client to participate in
his or her treatment goal planning. For more on this topic,
see Women Who Abuse Substances, pages 6 and 7.

TREATMENT STRATEGIES
Although as a child welfare worker your role in substance
abuse treatment will be limited, it is important to know about
the different types of treatment out there. Unfortunately, many
communities do not have a broad continuum of treatment
options. As a result, clients sometimes end up in whatever
treatment program is available, rather than in one that meets
their individual needs. This can hurt a person’s chance of
quitting successfully.

Treatment options include detoxification, inpatient and resi-
dential settings, and outpatient treatment. An individual’s treat-
ment generally depends on the severity of the problem.

Detoxification Detoxification Detoxification Detoxification Detoxification is a 5 to 30+ day treatment intended to
wean the user from his or her substance. This can be done in
a hospital-like setting or in a community-based program. In-In-In-In-In-
patientpatientpatientpatientpatient and residential settings (halfway houses, recovery
homes) usually treat clients for 14 to 28 days.

OutpatientOutpatientOutpatientOutpatientOutpatient. Frequently addiction is treated in an outpa-
tient setting. Some people receive care in day treatment
programs, where they attend treatment for part of the day
but spend the night at home. Self-help groups are another
form of outpatient treatment. Twelve-step programs are avail-
able nationwide and are run by group members. The best

You know substance

abuse hurts families.

Learn how you can

help.
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known of these are Alcoholics Anonymous
(AA) and Narcotics Anonymous (NA).

Group treatmentGroup treatmentGroup treatmentGroup treatmentGroup treatment has been identified by
substance-abuse clinicians as the treatment
of choice. This method tends to be effec-
tive because it uses peer feedback, mod-
eling, confrontation, and support. Group
treatment can also be used to teach cop-
ing and interpersonal skills.

Biological treatmentBiological treatmentBiological treatmentBiological treatmentBiological treatment, a form of outpa-
tient treatment, involves using drugs (e.g.,
antabuse, methadone) to reduce a person’s
physical need for substances.

Family treatmentFamily treatmentFamily treatmentFamily treatmentFamily treatment (e.g., couples coun-
seling, multifamily therapy, single-family
therapy)  focuses on stabilizing the family
and helping them set boundaries with the
substance user.

Outpatient counseling/therapyOutpatient counseling/therapyOutpatient counseling/therapyOutpatient counseling/therapyOutpatient counseling/therapy can be
used in inpatient treatment programs or in
the community. The goal is to help clients
gain insight into their substance-using be-
haviors, to address problem behaviors,
teach social skills, and provide support.

WITHDRAWAL, RELAPSE, & RISK
An effective treatment program will help
most people deal with the physical and psy-
chological challenges of quitting and stay-
ing off drugs. However, as a child welfare
worker, it is important for you to remem-
ber “that the withdrawal experienced by
parents who cease using alcohol or other
drugs presents specific risks. The effects
of withdrawal often cause a parent to ex-
perience intense emotions, which may in-
crease the likelihood of child maltreatment
(Zuskin & DePanfilis, 1987). During this time,
lasting as long as two years, it is espe-
cially important that resources be available
to the family” (Prevent Child Abuse, 1996).

RelapseRelapseRelapseRelapseRelapse. From your work with fami-
lies, you probably know that people at-
tempting to quit drugs or alcohol often
backslide. Relapse should be viewed as
a normal and natural part of the recov-
ery process for many clients. Recovery
from drugs and alcohol is the process of
learning how to live a meaningful and com-

fortable life without the need for alcohol
or drugs. Abstaining from drugs or alco-
hol alone does not mean a full recovery
has occurred.

PREVENTION
Your role as a child welfare worker may give
you an opportunity to help prevent substance
abuse from occurring at all. To do this it will
be helpful to know two things: the factors
that reduce the likelihood of substance abuse
(“protective factors”) and the resources in
your community that help people develop
these protective traits.

Protective FactorsProtective FactorsProtective FactorsProtective FactorsProtective Factors. Research tells us
that there are a number of factors that
can protect individuals against substance
abuse. On an environmental level they in-
clude adequate housing and income, stable
employment, low neighborhood crime and
drug use, good health care, access to ad-
equate social services, and good schools.
On the family level they include marital har-
mony, close relationships with siblings, fam-
ily rituals and traditions, and the presence
of an extended family.

Protective personal factors include posi-
tive self-esteem, flexibility, creativity, the abil-
ity to make friends, independence, a sense
of humor, and good problem-solving skills
(OSAP, 1990; McCullough et al., 1993).

At first glance, these protective factors
may read like a laundry list of the things
that many clients of social services lack.
But rather than despairing for the families
you work with, look to their strengths. In-
deed, since identifying family strengths is
already part of what you do to help families
address the issues that brought them to the
attention of DSS, spend some time talking
with them about how their strengths can be
enhanced to ensure family members don’t
run into trouble with drugs or alcohol.

It will help if you can refer families to the
programs in your community aimed at help-
ing individuals improve on their protective
qualities. Because so many resources fall
into this category, from job training to family
therapy, it is not feasible to list

MOMOMOMOMORRRRREEEEE
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Adult Children of Alcoholics
Central Service Board, P.O. Box 3216
Torrance, CA 90510, 310/534-1815

Alcoholics Anonymous (AA)
P.O. Box 459, Grand Central Station
New York, NY 10163, 212/870-3400

Al-Anon Family Group Headquarters
P.O. Box 862, Midtown Station
New York, NY 10018-0862,
212/302-7240

For Family and Friends Involved
with an Alcoholic
Institute on Black Chemical Abuse
2616 Nicollet Avenue South
Minneapolis, MN 55408
612/871-7878

Narcotics Anonymous World Service
Office
P.O. Box 9999, Van Nuys, CA 91409
818/780-3951

Nar-Anon Family Group Headquarters
World Service Office, P.O. Box 2562
Palos Verdes Peninsula, CA 90274
310/547-5800

National Association for Native American
Children of Alcoholics
1402 Third Avenue, Suite 1110
Seattle, WA 98101, 206/467-7686

National Clearinghouse for Alcohol and
Drug Information (NCADI), P.O. Box
2345, Rockville, MD 20847-2345
301/468-2600 or 800/729-6686

National Coalition of Hispanic Health and
Human Service Organizations (COSSMHO)
1501 16th Street, NW
Washington, DC 20036, 202/387-5000

National Institute on Drug Abuse
(NIDA) Hotline, 800/662-HELP

Parents Without Partners
8807 Colesville Road,
Silver Springs, MD 20910
800/637-7974 or 800/352-0386

Women for Sobriety, Inc.
P.O. Box 618
Quakertown, PA 18951-0618
215/536-8026

The NC Dept. of Human Resources does not dis-
criminate on the basis of race, color, national ori-
gin, sex, religion, age, or disability in employment
or the provision of services. 3,000 copies printed
at a cost of $1,743 or $0.58 per copy.cont. page 8cont. page 8cont. page 8cont. page 8cont. page 8
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WOMEN WHO ABUSE SUBSTANCES MAY BENEFIT FROM A DIFFERENT
APPROACH TO TREATMENT

treatment of women needs to have a great deal of focus on
building healthy relationships if it is to succeed. Healthy women
have positive relationships with themselves that include self-
care and self-empathy, relationships with other people, spiri-
tuality, and some sort of job identification (Byington, 1997).

Addicted women may also tend to have unhealthy rela-
tionships with themselves, which include shame-filled and
negative self-images. “Relationships with drugs are initially
seductive and less stressful than interpersonal relation-
ships, which may be troubled. Unfortunately, as the drug
relationship becomes addictive, the initial pleasant con-
nections become more difficult to attain and more effort
goes into regaining them” (p. 37).

RELATIONSHIPS KEY TO RECOVERY
Although a woman’s need for relationships can be at the
basis of her addiction, it is also a tremendous strength
she can use in her recovery. In particular, focusing on
important relationships (such as children) can be a strong
motivation for recovery. Also, women-only support groups
can provide a way for women to form healthy relation-
ships with others. Byington states that, “since many women
have been sexually or physically abused by men, women-
only groups can provide a safe haven to explore their
experiences away from potential abusers” (p. 42).

In their work Gender-Specific Substance Abuse Treat-
ment (1997), Finkelstein, Kennedy, Thomas, and Kerns also
suggest that to help women recover from abuse substance
programs should:

• Provide a setting in which women can role-play and/or
practice healthy relationship skills;

• Help them to visualize life without the drug;
• Encourage women to examine their relationships with

themselves; provide them with information about
feminism as a basis of identifying women’s strengths;

• Help women to cultivate their spirituality;
• Avoid a confrontational approach;
• Offer a safe, nurturing and supportive environment;
• Address women’s relationship issues, especially love

relationships with partners, mothers, and children; and
• Arrange treatment hours that can accommodate working

women and mothers of school age children, hours that
coincide with local transportation service (p. 21).

To help end a woman’s relationship with a drug, Byington
suggests encouraging  women to give the drug a name
and talk to it so that they can separate themselves from the

Pretend for a moment that you are working with a family
headed by a 22-year-old single mother who abuses alco-
hol. Through your work with her, you find out she herself
was sexually abused as a child, and started using alcohol
at the age of 15. Her current level of use prevents her
from keeping a job and being able to afford transporta-
tion and child care, so if she continues to use alcohol you
will have to place her children out of the home.

She genuinely wants to overcome her addiction, but
has not had success doing it on her own. Given the situa-

tion and the fact that she cannot afford
private treatment, what referral might you
make to her?

Many social workers would probably
connect her to the local chapter of Alco-
holics Anonymous (AA). The group is free
and has a long history of success with in-
dividuals working to overcome their ad-
diction to alcohol.

But AA may not be the best solution for
everyone, especially women. Research sug-
gests that because women are socialized
differently then men, a different approach
to treatment is more effective. Programs
that work successfully with substance-abus-
ing women recognize that women are more
likely to define themselves through relation-
ships with others than men. For that reason,

successful treatment focuses on developing healthy connec-
tions with others (Byington, 1997).

RELATIONAL THEORY
This type of approach, known as rrrrrelational theorelational theorelational theorelational theorelational theoryyyyy, is based
on the assumption that women value relationships differently
than men. Because women thrive when they are well-con-
nected to others (moreso than men) they are more vulner-
able to substance abuse problems when they are without
significant relationships or in unhealthy relationships
(Byington,1997). Byington argues that in such situations,
women develop “relationships” with a substance or sub-
stances: “Addiction develops when a relationship with a drug,
including alcohol, food, gambling, or another person . . . is
considered to be at least as important as relationships with
other people” (p. 36).

Relational theory holds that because substance abuse
in women may be closely linked to relationship problems,

She genuinely wants

to overcome her

addiction, but has

not had success

doing it on her own.

What referral might

you make to her?
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GENDER AND ALCOHOL ADDICTION
Some differences between males and females with alcohol addictions include:

1. Family/Genetic Factors.  Women with alcohol problems are more likely to have an alcoholic
role model in their nuclear families and to have alcoholic spouses than are alcoholic men.

2. Onset.  Women usually have drinking problems at later ages.

3. Consumption Patterns.  Women typically consume less alcohol than men and are less likely
to drink daily, to drink continuously, or to engage in binges.

4. Course of Illness.  Women progress rapidly from onset of drinking through later stages of
alcoholism (known as “telescoping”).

5. Attribution of Etiology.  Women often attribute their drinking to a traumatic event or stress.

6. Co-existing Mental Disorders.  Women with alcohol problems tend to have affective disorders
(mood disorders such as depression, mania, and bipolar disorder), whereas alcoholic men
are more likely to have antisocial personality disorder.

7. Societal Response.  Women experience more social disapproval for alcohol use, and women
with alcoholism are more stigmatized.

8. Social Consequences.  Disruptions for women are more likely to occur in family life and
more likely to result in separation or divorce.  Disruptions for men tend to occur in the job
arena.

9. Medical Consequences.  Women have more liver cirrhosis than men.

10. Personal Response to Illness.  Women with alcoholism generally feel more guilty, anxious,
or depressed than do men with alcoholism.

Lex, B. (1991). Some gender differences in alcohol and polysubstance users.  Health Psychology, 10(2), 121�132.

substance; writing a eulogy to say good-
bye to the drug may even prove helpful,
since recovering from addiction is very simi-
lar to the grieving process (p. 41).

PRACTICE IMPLICATIONS
As child welfare workers, you will not be
conducting the direct treatment of sub-
stance-abusing women, but you will be
referring them for treatment. Relational
theory suggests that the first and best
place to refer women are women-only
support groups and those treatment fa-
cilities that focus on helping people de-
velop healthy connections with others.

To enhance your practice in this area
and improve outcomes for families, you
should learn all you can about making
referrals (see page 5) and educate your-
self about the substance abuse treatment
programs in your community and across
the state. In North Carolina there are sev-
eral programs that specifically target
women:

• Alcoholics Anonymous has women-only chapters,
• Women for Sobriety is a national women-only group

(215/536-8026),
• The Mary Frances Center (Tarboro) serves women

inmates (252/-641-1111),
• At least eight North Carolina communities also have

programs that serve pregnant and postpartum women
and their families: Step-By-Step (Raleigh); Horizons
(Chapel Hill); CASCADE (Charlotte); Day by Day
(Johnston Co.); Eastern Region Women and Infant’s
Project (Greenville); Family Wellness and Recovery
Services (Chapel Hill); Mary Benson House (Asheville);
and Kelly House (Wilmington).

In addition, consider contacting private nonprofit
women’s support agencies, such as the Women’s Center in
Orange County, which often offer support groups and other
resources for women. For a list of privately-operated sub-
stance abuse treatment facilities, see the Substance Abuse
Treatment Referral Site (maintained by N.C. State Univer-
sity) at <http://sasw.chass.ncsu.edu/s&a/Substanc.htm>.

Substance abuse is a complex issue for women. Even
though each case will need special attention, we can ac-

complish more by understanding the “big picture” issues
women face. Knowing the best services for women with
substance abuse problems is a good foundation for best
practice.
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WANT TO KNOW MORE?
Then you should attend “Substance Abuse in Child Welfare
Services.” Offered by the N.C. Division of Social Services,
Children’s Services Section, this three-day training session
teaches you to analyze the impact of alcohol and drug
problems and chemical dependency on families, provides
you with knowledge about service needs and intervention
strategies, and gives you skills you need help children and
families affected by this serious problem. To register, see
your agency’s copy of the Division’s training calendar.
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them here. If you are lucky enough to
have a choice between different pro-
grams specifically designed to reduce
an individual’s risk of substance abuse,
choose one that uses an approach called
“competency enhancement.” The most ef-
fective substance abuse prevention ap-
proach, competency enhancement fo-
cuses on developing personal and social
skills that help guard against substance
using behaviors, as well as on address-
ing other personal and developmental
issues (Botvin & Botvin, 1992).
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• Learn to recognize the symptoms of
substance abuse and use.

• Incorporate the CAGE or another
screening tool into your initial meetings
with families.

• Understand ethics and confidentiality as
they relate to substance abuse.

• Develop your knowledge of substance
abuse treatment strategies and keep
up to date on the treatment resources
in your community.

• Build a relationship with the QSAP in your
agency and/or a substance abuse
clinician at the nearest mental health
center.

• Learn about the protective factors that
help children and adults avoid becoming
involved with drugs and alcohol.

• Increase your knowledge of the
resources and programs in your
community that help people develop their
resiliency.
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WHAT YOU CAN DO
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