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· [bookmark: _Toc220940554]Activity 4.1 Understanding Substance Use 

Definitions 
According to the American Society of Addiction Medicine (n.d):
Addiction is a treatable, chronic medical disease involving complex interactions among brain circuits, genetics, the environment, and an individual’s life experiences. People with addiction use substances or engage in behaviors that become compulsive and often continue despite harmful consequences. 
Prevention efforts and treatment approaches for addiction are generally as successful as those for other chronic diseases (para 1 & 2).
Addiction, also called substance use disorder, involves the following:
•	Persistent pattern of repeated substance use resulting in a strong 	internal drive to continue use
•	Development of increasing tolerance to the substance
•	Withdrawal symptoms when the drug use is reduced or stopped
•	Continued use despite significant substance related problems 
(APA, 2023, para 1)

Causes 
There are different theories about how substance use disorders start and what causes them. According to the American Society of Addiction Medicine, substance-related disorders are biopsychosocial, meaning they are caused by a combination of biological, psychological, and social factors. 
It is important to remember that people suffering from substance use disorders are not choosing to be in the situation they are in. Try to see those who are impacted by addiction as separate from their disease. In other words, they should be seen as “sick and trying to get well,” not as “bad people who need to improve themselves.” This will help you remember to be compassionate and nonjudgmental in your approach.


Treatment
Addiction treatment looks at the whole person—not just the substance use. It should be tailored to each individual’s needs, based on a full understanding of their life and family situation.

Treatment can include different types of support, depending on how serious the addiction is. This might range from a simple referral to a 12-step program, to outpatient counseling, day-treatment programs, or even residential treatment.
Treatment programs often include:
· Assessments
· Individual, group, and family counseling
· Educational sessions
· Aftercare and continuing support
· Referrals to 12-step or recovery groups
· Medication-assisted treatment (MAT)

Harm Reduction
Definition: “Harm reduction incorporates a spectrum of strategies that includes safer use, managed use, abstinence, meeting people who use drugs where they’re at, and addressing conditions of use along with the use itself" (National Harm Reduction Coalition).
Recovery is a journey—and setbacks can be part of it.

It’s helpful to understand the difference between a lapse and a relapse:
· A lapse is a brief return to substance use, followed by quickly getting back on track.
· For example, an individual who has been triggered and turns to substance use to cope, but quickly begins implementing the skills they learned through their recovery process
· A relapse is when an individual returns to using substances at the same frequency and usage as they had prior to treatment.

Prevalence
“Parental addiction is a significant factor in child abuse and neglect cases, with studies suggesting 60% to 80% of families in the child welfare system are affected by addiction (National Center on Substance Abuse and Child Welfare, 2023).”
It is helpful to remember that children of parents living with substance use issues still love their parents, even though the parents may have abused or neglected them.  


Substance Use Disorders

· In 2022, 48.7 million people aged 12 or older (or 17.3%) had a substance use disorder (SUD) in the past year, including 29.5 million who had an alcohol use disorder (AUD), 27.2 million who had a drug use disorder (DUD), and 8.0 million people who had both an AUD and a DUD. 
· Among the 29.5 million people aged 12 or older in 2022 with a past year AUD, most (59.1%) had a mild disorder compared with about 1 in 5 (20.7%) who had a severe disorder. 
· Among the 19.0 million people aged 12 or older in 2022 with a past year marijuana use disorder, most (55.1%) had a mild disorder compared with only 17.3% who had a severe disorder. 
· [bookmark: _Toc220940555]Activity 4.2 Risk Factors of Parental Substance Use
It is important to remember, in Dependency cases, when a parent is involved with drugs or alcohol, the criteria for safety relates to the parent’s ability to parent effectively, not the fact that they are using substances. 
For example:
· A parent may be emotionally and physically unavailable to the child due to their substance use - may “disappear” for hours or days, leaving the child alone or with someone unable to meet the child’s basic needs.
· A parent’s mental functioning, judgment, inhibitions and/or protective capacity may be seriously impaired by alcohol or drug use, placing the child at increased risk of all forms of abuse and neglect.
· A parent may also spend the family’s income on alcohol and/or other drugs, then be unable to provide the child with adequate food, clothing, housing, and healthcare - often leads to unstable housing, which results in frequent school changes, loss of friends and belongings and an inability to maintain important support systems (religious communities, sports teams, neighbors).
· A child’s health and safety may be seriously jeopardized by criminal activity associated with the use, manufacture, and distribution of illicit drugs in the home.
· Sometimes, a parent’s substance use may lead to criminal behavior and periods of incarceration, depriving the child of parental care.
· Prenatal exposure to alcohol or other drugs may impact a child’s development.
[image: ]Refer to worksheet and answer the question.       

· [bookmark: _Toc220940556]Activity 4.3 Stages of Change
 
 [image: ]
The stages of change recognize that change is difficult. It is not easy to get from first recognizing that there is a problem to the point of maintaining behavior change. The stages of change also recognize that the motivation to change is not stagnate and that the journey of behavior change is often not linear.
When people consider making a life change, they often spend time in the early stages of change, which requires patience from those supporting them. Difficult changes—such as addressing a substance use disorder—can include setbacks like lapses or relapses. After a relapse, a person may return to an earlier stage of change, such as contemplation, and need support that matches where they are. Providers play an important role by helping resolve ambivalence and encouraging progress. While motivation to change comes from within, providers can help individuals move closer to taking the steps they want to make in their own lives.

[bookmark: _Hlk206061752]Think it Over:
Take some time to think about a behavioral change you have made in your own life (e.g.: cutting out sugar from your diet, quitting smoking, starting an exercise routine, spending less time scrolling).  Think about the stages of change you went through in order to make that change.  
· Did it take you a long time to realize something needed to change?  
· How much time did you spend thinking about it or planning for the change before you took any action?  
· Once you made the change, was it easy to maintain that or did you experience any relapse?  
Understanding the difficulty and time involved in making these changes can give us compassion for parents in dependency cases that are asked to make a lot of behavioral changes in a short amount of time.  

· [bookmark: _Toc220940557]Activity 4.4 Stigma

[bookmark: _Toc220940558]Part 1: Read the following document regarding stigma.
📂 How to open the document: 
· Double-click the PDF icon labeled “Disrupting-Stigma-Brief” 
· If it doesn’t open, right-click the icon, choose ‘Object’ from the menu, then click ‘Open’
· If it still isn’t working, click on this link Homework to access it through the website.  




[bookmark: _Toc193275607][bookmark: _Toc220940559]Part 2:  Read the document Birth Parents with Trauma Histories in the Child Welfare System – A Guide for Court-Based Child Advocates below.
📂 How to open the document: 
· Double-click the PDF icon labeled “Birth Parents with Trauma Histories...” 
· If it doesn’t open, right-click the icon, choose ‘Object’ from the menu, then click ‘Open’
· If it still isn’t working, click on this link Homework to access it through the website.  




[image: ]Refer to worksheet and answer the question.       

· [bookmark: _Toc220940560]Activity 4.5 Newborns Exposed to Substances: Hearing Mothers Voices

Read the following quotes from mothers who gave birth to newborns exposed to substances below:
Mother #1

Alice: “My third child, I had no prenatal care.”

Interviewer: “For what reason?”

Alice: “Because I was taking drugs, well, not drugs-drugs; I was down there smoking on marijuana and drinking liquor. And they told me if they see THC or something like that in my system, then protective services would get involved. So I didn’t go to no care for her, none.”

Mother #2
“I found out that I was pregnant in the middle of a relapse, and I thought I could not keep the baby. I did not feel motivated to keep the baby. I also felt shame and mortified in trying to get prenatal or drug treatment help—I knew they would judge me. They would also judge me if I lost the pregnancy. There was no way out. The thought of walking into a hospital and saying I am using was terrifying. To tell somebody what you have been doing is scary and the hardest thing to do because you don’t know how they are going to react.” 
Mother #3
One woman was pregnant, using heroin, and incarcerated in her third trimester. A nurse in the jail said to the woman that she was a junkie and does not deserve to be a mother due to the damage she was doing to the unborn child. The woman said to the nurse, “Lady, there is nothing you can’t say to me worse than what I have already said to myself. Are you going to judge me or help me get help?”
From “Your Words Matter- Language Showing Compassion and Care for Women, Infants, Families and Communities Impacted by Substance Use Disorder” published by the National Institute on Drug Abuse November 17, 2023.
[image: ]Refer to worksheet and answer the question.      
· [bookmark: _Toc220940561]Activity 4.6 Working with Families
[bookmark: _Toc191477507][bookmark: _Toc212472322][bookmark: _Toc212472564][bookmark: _Toc220940562]Part 1: Read the document Shannon’s Story below and consider key factors in deciding recommendations for reunification or termination (severance) of parental rights. We will be discussing this in class, so if you’d like to keep notes, this story is also in your manual under Module 4.
 
📂 How to open the document: 
· Double-click the PDF icon labeled “Shannon's Story” 
· If it doesn’t open, right-click the icon, choose ‘Object’ from the menu, then click ‘Open’
· If it still isn’t working, click on this link Homework to access it through the website.  


[image: ]Refer to worksheet and answer the question.         
· [bookmark: _Toc220940563]Activity 4.7 What is Culture? 
Culture refers to the shared customs, beliefs, and behaviors that people learn and pass on through common symbols and meanings. It can be understood as a set of learned responses and practical solutions that help individuals navigate daily life. Culture isn’t limited to race or ethnicity—professional groups, workplaces, and communities can all develop their own distinct cultures, complete with their own language, norms, and ways of operating. Ultimately, culture shapes how we act, how we think, and how we communicate.
There are many analogies that help us understand culture. One is that culture is like an iceberg: There are parts we can see and parts we can’t see but know are there.  The part above the waterline makes up only about 10 percent of an iceberg’s entirety. The visible parts of culture might include dress, music, food and games. Those that we can’t see but know are there include unwritten rules guiding patterns of speech, concepts of time and the meanings of body language. 
Review the Iceberg Concept of Culture Image below.   
[image: ]
[image: ]Refer to worksheet and answer the question.        

· [bookmark: _Toc220940564] Activity 4.8 Stereotyping vs Cultural Awareness, Responsiveness & Humility

Stereotypes vs. Cultural Humility
What are stereotypes?
· Rigid and inflexible beliefs about groups of people
· Remain even when evidence proves them wrong
· Harmful because they:
· Limit people’s potential
· Spread myths
· Generalize unfairly
· Even “positive” stereotypes (e.g., “they are industrious”) are harmful because they are still limiting and generalized
What is cultural humility?
· A mindset that encourages us to:
· Learn from the people we interact with
· Reserve judgment
· Bridge cultural differences
· Promote well-being and quality of life
· Requires self-reflection:
· Recognize your own biases
· Understand that biases come from your life experience, not from truth about others
· Everyone has biases and stereotypes sometimes
· Developing cultural humility means:
· Thinking flexibly
· Practicing a beginner’s mindset (being open to learning continuously)
Child-rearing practices across cultures
· Practices in the U.S. that may seem harmful to others:
· Children sleeping alone in separate rooms
· Making children wait for food
· Painful dental braces
· Long hours sitting in classrooms
· Similarly, there are practices from other cultures that may be misunderstood in the U.S. One example:
· Coin rubbing (Southeast Asia): heated coins rubbed on a child’s body to reduce fever, chills, or headaches
· Leaves red streaks or bruises
· Can be mistaken for child abuse if the cultural meaning is not understood

Checklist for Volunteers: Examining Personal Bias

As a CASA volunteer, ask yourself:
1. Have I made assumptions about this family’s cultural identity, gender roles, or background?
2. Do I truly understand this family’s unique culture and circumstances?
3. Are my recommendations tailored specifically to this child and family?
4. What evidence supports my conclusions? Have I challenged any assumptions that lack support?
5. Have reasonable efforts (or active efforts in ICWA cases) been made to meet the family’s needs in an individualized way?
6. Have relatives been fully considered as preferred placement options, provided they can protect the child and support permanency?
7. Are there family members or other important people who should be contacted but haven’t been?
8. What services are being offered to keep the child at home or reunify the family? Are these services culturally appropriate and connected to the safety concerns?
9. Is this child and family receiving the same level and tailoring of services as others?

Practicing cultural awareness in advocacy
Respect and Learn About Other Cultures
· Respect cultural norms, values, traditions, and parenting styles.
· Accept differences and learn from families’ perspectives.
· Ask respectful questions and practice curiosity.
· Show genuine interest in families’ needs.
· Follow appropriate protocol: show respect based on others’ values.
· Families are usually open once they see you are sincere and respectful.
Build Connections
· Meet families where they are; don’t force them to fit your standards.
· Use collaborative networks (faith groups, community organizations, natural supports).
· Recognize relationships are reciprocal—give something back.
Keep Growing
· Understand that learning across cultures can be challenging—allow mistakes and apologize when needed.
· See cultural humility as a lifelong journey.
· Be courageous: speak up when you hear biased thinking.
· Expand your circle to include people of different races, cultures, values, and beliefs.
Remember: Each child and family is unique, shaped by culture, family, and personal traits.

Adapted from materials developed by CASA for Children, Inc., Portland, Oregon. 
[image: ]Refer to worksheet and answer the question.        

· [bookmark: _Toc220940565]Activity 4.9 Educational Challenges for Children in the Child Welfare System

Most children have parents who monitor their academic progress, attend parent-teacher conferences, enroll them in appropriate classes and generally ensure they receive a high-quality education. When these children do not receive appropriate educational opportunities, their parents speak up on their behalf. Foster youth frequently lack such educational advocates. As a consequence, they often fail to receive the educational opportunities they need to succeed in school and, as a result, fall behind their peers academically. As a CASA volunteer, you can help advocate for a child’s educational needs.
Teachers who see the child every day have a wealth of knowledge about the child’s behavior, attitude, likes and dislikes, and about the best ways to communicate with that child. As you inquire about a child’s progress in school, you may discover that the child has special educational needs and should be referred for an evaluation. In some areas, an abundance of resources may be available for special-needs children; in other areas, you may have to advocate for the creation of needed resources.
It is important to realistically assess the school difﬁculties of a child and determine how the educational system, as well as the child’s particular school setting, may be creating or sustaining those problems.

· [bookmark: _Toc220940566] Activity 4.10 Rosa Case
Rosa Case:
Up to this point, you’ve reviewed the Dependency Petition, the initial DCS report to the court, and CASA contact logs. 
Now, you will read:
· The DCS Progress Report submitted before the upcoming Review Hearing
· The Minute Entry dismissing the case as to Israel
· Additional updated case documents included in the PDF
Timeline Recap:
Children removed → January 2024
Initial hearings → January 2024
First Review Hearing → June 2024
Next Review Hearing scheduled → September 2024
Instructions:
Click the PDF below to read the most recent Rosa case documents. As you review the materials, take notes on key details. In upcoming classes, you’ll work in groups to consider:
· What information belongs in the assessment section of the CASA court report (for the Sept 2024 Review Hearing)
· What to include in the opinions & concerns section
· What recommendations you may ultimately make for this case

📂 How to open the document: 
· Double-click the PDF icon labeled “Module 4 – Rosa HW Documents” 
· If it doesn’t open, right-click the icon, choose ‘Object’ from the menu, then click ‘Open’
· If it still isn’t working, click on this link Homework to access it through the website.  


[image: ]Refer to worksheet and answer the question.    

· [bookmark: _Toc220940567] Activity 4.11 Assessment Section Rewriting Practice
 
Read each of the following statements from the assessment section of a court report, then indicate how you would re-word the statement. Remember the assessment section should only contain fact-based statements without personal opinions or interpretations.   

1. “Ms. Rosa screwed up and smoked smack.”   
2. “Mr. Alvarez has never been a father to Israel”    
3. “Mr. Lopez seems to not care about the case.” 
4. “Jimena appears to be depressed.” 

[image: ]Refer to worksheet to complete this section.          
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DISRUPTING STIGMA: 
How Understanding, Empathy, and Connection Can Improve Outcomes 


for Families Affected by Substance Use and Mental Disorders
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STIGMA ATTACHED TO SUBSTANCE USE 
AND MENTAL DISORDERS CAN DRIVE 
AWAY THE VERY PARENTS AND FAMILIES 
WE SEEK TO SERVE. 


Stigma specifically related to child abuse, 
neglect, and prenatal substance exposure 
affects the attitudes of healthcare and 
treatment professionals; child welfare 
and court professionals; social service 
agencies and workers; as well as family, 
friends, and most notably, the person with 
the substance use and/or mental disorder. 


Not only can negative attitudes create 
barriers for parents seeking help, but they 
can also exacerbate existing disparities 


in treatment services and outcomes for Black, Indigenous, and People of Color (BIPOC), the 
LGBTQ community, individuals living in poverty, and other underserved groups. If left uncorrected, 
misperceptions and misinformation about substance use disorders (SUDs) can also lead to 
discrimination. Disrupting stigma requires practitioners to understand: 1) the factors that create 
and perpetuate it; 2) the history of stigma related to individuals affected by SUDs; and 3) stigma’s 
detrimental effects on children, parents, and family members. 


The National Center on Substance Abuse and Child Welfare (NCSACW) prepared this brief to 
support cross-system collaborative teams in their work to reduce stigma in interactions, expectations, 
and policies affecting families. This brief provides several strategies, including how to intentionally 
use language to: 1) fight stigma and 2) facilitate engagement with parents and family members 
affected by SUDs. Information contained here stems from best practices in the field—gleaned from 
experience working with relevant partners across the country—and a thorough review of literature 
and materials cited from expert sources, such as the Substance Abuse and Mental Health Services 
Administration (SAMHSA), Administration for Children and Families (ACF), Office of Juvenile Justice 
and Delinquency Prevention (OJJDP), National Association of Drug Court Professionals (NADCP), 
and the Recovery Research Institute. For more information, see the bolded terms throughout the 
brief that include links to tools and resources that delve deeper into each topic.


DISRUPTING STIGMA
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WHAT IS 
STIGMA? 
STIGMA IS DEFINED 


AS THE RELATIONSHIP 


BETWEEN AN ATTRIBUTE 


— SUCH AS DRUG USE — 


AND A STEREOTYPE THAT 


ASSIGNS UNDESIRABLE 


LABELS, QUALITIES, 


AND BEHAVIORS TO A 


PERSON EXHIBITING 


THE ATTRIBUTE. 


Stigma exists on three different levels.1,2,3,4,5,6,7,8 


STRUCTURAL STIGMA
Also known as institutional stigma, structural stigma includes laws, 
policies, or regulations that can both intentionally and unintentionally 
result in discrimination. This type of stigma can limit the opportunities, 
resources, and well-being of the stigmatized group. An example of 
structural stigma is a program policy prohibiting individuals from using 
particular forms of prescribed medication for addiction treatment. It is 
important to note that restrictive medication-assisted treatment (MAT) 
policies could violate federal disability rights protections under the 
Americans with Disabilities Act. 


PUBLIC STIGMA 
Public stigma refers to attitudes, beliefs, and behaviors of individuals 
and groups. This happens when stereotypes produce an emotional 
reaction or prejudice that results in discrimination. In the case of 
substance use, stereotypes often portray individuals as choosing to 
use alcohol or other drugs—and therefore deserving blame for their 
substance use or addiction—rather than being affected by a chronic 
health condition.


SELF-STIGMA
Also known as shame, self-stigma results from individuals internalizing 
negative stereotypes. It is also possible that the very people (including 
family members and agency professionals) meant to help only add to 
the shame. For example, the use of terms such as “clean” and “dirty” 
when referring to drug test results can perpetuate stigma. Shame, 
for individuals affected by SUDs, leads to feeling flawed: unworthy of 
love, belonging, and connection. Shame may also deter a person from 
seeking help.


DISRUPTING STIGMA



https://youtu.be/ghk3euwrpXA
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HOW DOES 
STIGMA 
DEVELOP?


 


 


 
 


 


 


 THOUGHTS & BELIEFS


EMOTIONS & FEELINGS


BEHAVIORS & ACTIONS


MEDIA PORTRAYALS CAN EITHER CREATE AND PERPETUATE 
STIGMA OR WORK TO ELIMINATE IT. 


The media can shape a person’s understanding of substance use 
and mental disorders while attempting to explain how these 
conditions affect individuals and family systems. Unfortunately, 
many mainstream media accounts of those affected by SUDs 
perpetuate negative stereotypes—painting misperceptions and 
fueling the spread of misinformation.9,10,11 Professionals lacking 
adequate training and education, along with family members and 
friends, and even the affected individuals themselves can reinforce 
these inaccuracies. 


A lack of personal or direct experience with individuals affected 
by SUDs can perpetuate stigma further. This lack of experience 
can create a narrative about all members in a group; for example, 
seeing others as a subgroup and people like us as individuals. The act 
of “othering” commonly occurs when individuals say or think “those 
people” rather than understanding that substance use and mental 
disorders are quite common.12 An estimated one in four individuals 
in the U.S. will experience mental health or substance use problems 
during their lifetime.13 Roughly 51.5 million U.S. adults reported a 
mental illness in 2019, while approximately 19 million people ages 18
and older reported having a SUD.14


Two additional factors that contribute to stigma placed on a particular 
disease or disorder include perceived control over the condition and 
perceived fault in acquiring the condition.15 Regarding stigma and 
SUDs, a common misconception is that drug dependence is a choice, 
which assumes the person has control over the condition and is to 
blame. Yet research shows that complex interactions of the body and 
mind—particularly when introduced and exacerbated by stress and 
trauma, inherited traits, adverse childhood experiences, and social 
environments—all combine to increase the likelihood of developing 
a chronic health condition—whether a SUD, obesity, or high blood 
pressure.16 The combination of these factors contributes to an 
individual’s thoughts and beliefs about SUDs, which affect emotions, 
feelings, and in turn, behaviors and actions.


DISRUPTING STIGMA
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HISTORY OF 
SUBSTANCE 
USE STIGMA 
IN U.S. DRUG 
POLICIES
ONE CAN GENERALLY 


CATEGORIZE AMERICA’S 


DRUG POLICIES ALONG 


TWO DIFFERENT TRACKS—


EITHER CRIMINAL JUSTICE 


(E.G., PREDOMINANTLY 


PUNITIVE LAWS AND 


INCARCERATION) OR 


MEDICAL CARE (E.G., 


MEDICATION ASSISTED 


TREATMENT). 


Responses to multiple drug epidemics throughout history reflect 
these policies. For example, in the 1970s drug abuse was referred to 
as “America’s public enemy.” This contributed to a policy approach 
referred to as a “War on Drugs” with increased penalties for 
possession and sales of drugs, disproportionately affecting low-
income communities and people of color—particularly the Black/
African American population. The policies had devastating effects 
on these families and communities lasting for generations.17  The 
negative views of substance use continued to steer other anti-
drug campaigns such as “Just Say No” in the 1980s and influenced 
responses to the crack cocaine epidemic that spawned increased 
penalties, policing, and imprisonment.18 Negative media portrayals 
were common during this time—for example, incorrectly labeling 
infants exposed to substances as “addicted” and referring to them as 
“victims”—which further perpetuated damaging stereotypes, stigma, 
and discrimination. 


The Affordable Care Act that requires substance use disorder 
and mental health treatment as essential benefits in health plans 
contributed to promoting a health care response to the current 
opioid crisis. The health care system’s response to persons with 
opioid use disorders has also been driven by the availability of 
medications for opioid use disorders that are provided in health 
care settings.19 Despite progress in reducing stigma, policymakers, 
practitioners, the media and public all have a role to play to reduce 
harmful effects of stigma on families who are affected by substance
use and mental disorders.


 


DISRUPTING STIGMA



https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-05-02-001_508%20Final.pdf
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HARMFUL 
EFFECTS OF 
STIGMA


SUBSTANCE USE, MENTAL HEALTH DISORDERS, AND CHILD 
ABUSE AND NEGLECT ARE THREE OF THE MOST HIGHLY 
STIGMATIZED CONDITIONS IN SOCIETY.20 


Stigma and shame associated with substance use and mental disorders 
as well as child welfare involvement 1) result in a reduced chance 
that the individual will seek treatment; 2) influence the kinds of 
treatment people are willing to accept; and 3) affect treatment 
retention as well as the individual’s ability to maintain a recovery-
oriented lifestyle. 


Stigma can specifically


◆ Exacerbate trauma common among people with SUDs, as well as
historical trauma experienced by BIPOC


◆ Create fears of having children placed in out-of-home care if
parents admit to having a SUD, which is compounded for BIPOC
who may have experienced disproportionate surveillance, legal
consequences, and child welfare involvement


◆ Contribute to disparities accessing and completing treatment for
BIPOC, LGBTQ, and other underserved groups21,22,23 


In addition, stigma reduces the likelihood that children and other 
family members will have access to services and supports. For 
example, stigma can


◆ Disrupt infant bonding and parent-child attachment


◆ Interfere with supporting birth parents to care for their infant if
there are concerns about substance use


◆ Discourage school-aged children from reaching out for support


◆ Lead children to blame themselves for a parent’s SUD


◆ Contribute to children’s ongoing mental health, educational, and
attachment challenges


◆ Affect how adolescents and young adults view their parent’s
SUD which can, in turn, influence their own development of
a SUD24,25,26,27,28 


Practitioners and services providers have many opportunities to 
reduce the stigma families experience.


DISRUPTING STIGMA



https://ncsacw.acf.hhs.gov/files/working-with-adolescents.pdf
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RETHINKING 
RESPONSES 
AND 
APPROACHES 


INDIVIDUALS’ BELIEFS AFFECT BEHAVIOR, SO WHAT IS BELIEVED 
ABOUT FAMILIES AFFECTED BY SUDs INFLUENCES RESPONSES 
TO THEIR NEEDS. 


Professionals’ beliefs, experiences and expectations affect the way parents 
progress in treatment and recovery, ultimately influencing family well-
being. These thoughts also affect how administrators structure programs 
and policies for families. Thus, providing education on these topics is 
critical, specifically on the brain science of SUDs and the relationship 
between trauma and SUDs. Understanding the stages of change also 
helps professionals learn how to adjust their expectations and tailor 
interventions to families’ needs.29,30 Techniques such as Motivational 
Interviewing support successful SUD treatment and recovery by 
helping parents resolve ambivalence and strengthen their commitment 
to change.31 


The language practitioners use and how they talk to parents and 
families affect the ability to engage them into treatment services. 
Using person-first, strengths-based language helps reduce the 
stigma and bias associated with substance use (see Spotlight 
Strategy: Language Does Matter on page 10). 


Additionally, responding to parents with empathy and connection can 
help them engage in the work of recovery and reconnection to their 
children, support systems, and community. Empathy begins by examining 
and acknowledging one’s own attitudes and biases. It is critical for 
practitioners to examine their own biases about parenting, substance 
use and mental health recovery, the roles of mothers and fathers, the 
cultures of people from different races and ethnicities, poverty, and any 
number of other potentially stigmatized attributes.32,33,34


THE STAGES OF CHANGE


Precontemplation Contemplation Preparation Action Maintenance


The parent is 
not considering 
change, is aware 
of few negative 
consequences, 


and is unlikely to 
act soon.


The parent is 
aware of some 


pros and cons of 
substance use but 
feels ambivalent 


about change. The 
parent has not yet 
decided to commit 


to change.


The parent 
has decided to 


change and begins 
to plan steps 


toward recovery.


The parent tries 
new behaviors, 


but these are not 
yet stable.


The parent 
establishes new 
behaviors on a 


long-term basis.


SOURCES: Center for Substance Abuse Treatment, 1999; Prochaska & DiClemente, 1984
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https://ncsacw.acf.hhs.gov/files/toolkitpackage/mod2/module-2-treatment-guide-508.pdf

https://ncsacw.acf.hhs.gov/files/toolkitpackage/mod1/module-1-families-guide-508.pdf

https://www.ncbi.nlm.nih.gov/books/NBK64947/pdf/Bookshelf_NBK64947.pdf

https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-02-02-014.pdf

https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-02-02-014.pdf
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Working with peer supports, such as recovery support specialists, 
who are experienced and trained in recovery also helps professionals 
better understand the unique needs of families affected by substance 
use and mental disorders. Peer supports help facilitate connection—a 
critical part of recovery—instill a message of hope, and convey the 
healing message that parents are not alone.35 Another primary 
strength of peer supports is their ability to communicate with 
empathy in their work with families.  


Acknowledging the unique lived experiences of children, parents, and 
family members plays an important role in this work. For example, it 
remains critical to recognize the identities of individuals, such as race, 
ethnicity, gender, sexual orientation, socioeconomic status, education, 
and disability. Individuals may experience accumulated distress from 
these intersecting, stigmatized attributes that produce trauma and 
shame; this feeling only increases the likelihood of developing a mental 
health or substance use disorder.36,37


It is also important to consider the presence of co-occurring conditions, 
which can exacerbate challenges in access to services and ongoing 
recovery support. Individuals affected by SUDs may also experience 
challenges with trauma, intimate partner violence, and mental health 
such as eating disorders. In their work with families, practitioners need 
to consider how an individual’s unique lived experience contributes to 
outcomes, taking into account their strengths and needs. For example, 
studies of substance use and mental disorders revealed members 
of racial, ethnic, and other groups, such as the LGBTQ community, 
are less likely than their white heteronormative counterparts to 1) 
receive appropriate diagnoses; 2) enter, remain in, and complete 
treatment; 3) receive adequate care; and 4) report satisfaction with 
treatment.38,39,40,41,42


Approaching the work with these key considerations in mind helps 
practitioners respond effectively to the complex needs of individuals 
and places them in a unique position to reduce stigma.
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https://ncsacw.acf.hhs.gov/files/peer19_brief.pdf
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STRATEGIES 
FOR 
DISRUPTING 
STIGMA


OVERCOMING STIGMA IMPROVES OPPORTUNITIES, ACCESS, 
AND RESOURCES FOR FAMILIES AFFECTED BY SUDs. 


Efforts to disrupt stigma can happen at all levels—from administrators 
who structure programs and set policies to frontline staff in their 
interactions with families. There are several ways to move from 
stigma to inclusivity, including strategies for agencies to become more 
trauma informed, family centered, and recovery friendly. 


ORGANIZATIONS CAN
 ◆ Recognize SUDs as a chronic disease and brain disorder, and reflect this understanding 
in language, responses, and policies: It is important to understand that “return to use” 
can be part of having a SUD, and sometimes it happens during the SUD treatment and
recovery process


 
.


 ◆ Debunk common myths: Misconceptions such as “MAT is substituting one drug for another” or 
“parents love their drugs more than their kids” are harmful to families and perpetuate stigma 
and discrimination. 


 ◆ Understand and value data about access, treatment, and recovery: Examples include 
disaggregating data and examining issues related to disproportionality and disparity 
in outcomes.


 ◆ Integrate peers and recovery specialists into their service delivery and work with families: 
Ensuring that peers have sufficient training and support is critical.


 ◆ Provide training, education, and ongoing support to staff and collaborative partners: It is 
essential to also include practice or coaching lessons, such as role play, to help staff master 
new skills and equip them with the tools needed to better support families. As a starting 
point, organizations can use tools like the Collaborative Values Inventory to assess how much a 
collaborative group or partnership shares beliefs and values that underlie its work. 


 ◆ Identify stigma in interactions, expectations, language, and policies: One strategy is to 
confront bias and stigma in discussions with parents, collaborators, partners, and supervisors. 
The Building Collaborative Capacity Series describes ways to create collaborative teams, 
communication protocols, and practice innovations. Another strategy is to examine pictures, 
posters, and written materials in spaces where interactions with families take place to ensure 
that they demonstrate inclusivity. Organizations can conduct a systems walkthrough (a 
systematic review of agency-specific and cross-system practices), or a trauma-responsive 
assessment, such as a trauma walkthrough, to better understand the experience through the 
parents’ eyes.43,44



https://ncsacw.acf.hhs.gov/files/understanding-treatment-508.pdf

https://ncsacw.acf.hhs.gov/files/understanding-treatment-508.pdf

https://www.drugabuse.gov/download/799/understanding-drug-use-addiction-drugfacts.pdf?v=9b2d8525f0ca1b03f816eaf71ece6ef2

https://www.cffutures.org/files/Sustainability_Planning_Toolkit/SPT_Tobelinked_CVI_Overview.pdf

https://ncsacw.acf.hhs.gov/collaborative/building-capacity.aspx

https://www.cffutures.org/files/Sustainability_Planning_Toolkit/SPT_Tobelinked_Systems%20Walkthrough_Overview.pdf

https://ncsacw.acf.hhs.gov/files/Trauma_Walkthrough_Rprt_508.pdf
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PRACTITIONERS CAN
◆ Use a strengths-based perspective and focus on what is going well: Celebrating achievements


as they occur encourages parents to continue making progress in their treatment and recovery.


◆ Listen to clients and remain patient during the process of recovery: Understanding and
responding to parents’ unique needs helps them successfully engage in treatment and achieve
stable recovery.


◆ Understand there are different responses to self-stigma or shame: Responses may include
withdrawing, lashing out, or seeking perfection. Knowing this helps individuals work through
their self-stigma and practitioners cultivate empathy and connection with parents.45


◆ Honor the individual’s role as a parent and the child’s attachment to the parent: Promoting
the value of stronger parenting skills and parent-child relationships helps improve overall
family well-being through a family-centered approach.


◆ Make mindful language choices and recognize that words have power: The shift from 
using identity-first (drug abuser) to person-first (parent with a SUD) language demonstrates 
individuals have a “treatable” problem and their disorder does not define them.


DISRUPTING STIGMA



https://ncsacw.acf.hhs.gov/topics/family-centered-approach/fca-modules.aspx
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SPOTLIGHT STRATEGY: LANGUAGE DOES MATTER


Language is a key mechanism to either uplift and 
empower families or exacerbate their sense of 
hopelessness and stigma. In the case of substance 
use, language changes over time as the field gains 
a better understanding of SUDs and the powerful 
effect of words. Yet even today the use of pejorative 
language persists when describing individuals 
affected by SUDs. This stigmatizing language 
reinforces negative beliefs and stereotypes.46


The language used—and how practitioners 
talk to parents and family members—affects a 
family’s ability to connect with others, engage 
in treatment services, and ultimately achieve 
improved outcomes. The use of person-first, 
strengths-based language, which puts the person 
before any diagnosis and focuses on their innate 
capacities, helps reduce stigma and bias associated 
with substance use. A training resource available 
from SAMHSA’s Center for the Application of 
Prevention Technologies (2017) examines the role 
of language in perpetuating stigma and offers tips 
for avoiding stigmatizing language. The following 
are examples of language choices to reflect the 
understanding of SUD as a disease.47


Instead of… Try…


Addict or drug abuser
Person or parent with a 
substance use disorder


Clean or dirty 
drug screen 


Screen tested positive or 
negative for substances


Former addict Person in recovery


Opioid replacement


Medication-assisted 
treatment or 
medication for opioid 
use disorder


Drug-addicted baby
Infant prenatally 
exposed to substances


Drug of choice Drug of use


Relapse Return to use


“


”


Research shows 
that the language 
we use to describe 
this disease can 
either perpetuate 
or overcome the 
stereotypes, prejudic
and lack of empathy 
that keep people  
from getting the 
treatment they need.


e, 


- MICHAEL BOTTICELLI, FORMER
DIRECTOR OF THE OFFICE OF
NATIONAL DRUG CONTROL POLICY48


The Recovery Research Institute provides an 
online tool called the Addictionary that has an 
extensive listing of person-first, strengths-based 
language options for individuals and teams.


Being intentional with language is a simple first step. 
Practitioners can begin using appropriate language, 
modeling it for colleagues and partners, and then 
repeating it when faced with inappropriate language. 
Organizations can adopt new ways of talking 
about families, themselves, and their systems; they 
can formalize these changes in written guidance. 
Developing a shared agreement or memorandum 
of understanding with key partners about using 
appropriate language when describing children, 
parents, and families can reduce stigma and improve 
cross-systems collaboration.


SPOTLIGHT STRATEGY: LANGUAGE DOES MATTER



https://facesandvoicesofrecovery.org/wp-content/uploads/2019/06/Words-Matter-How-Language-Choice-Can-Reduce-Stigma.pdf

https://facesandvoicesofrecovery.org/wp-content/uploads/2019/06/Words-Matter-How-Language-Choice-Can-Reduce-Stigma.pdf

https://www.recoveryanswers.org/addiction-ary/
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ADDITIONAL 
RESOURCES 
FOR 
DISRUPTING 
STIGMA


Practitioners and community partners can use the following 
resources to support their efforts to disrupt stigma:


◆ The NCSACW Online Training Tutorials help professionals increase
their knowledge and skills to work with families affected by SUDs
while also building cross-systems collaboration across the various
agencies serving them.


◆ Putting the Pieces Together: Disrupting Stigma to Support
Meaningful Change for Families in Family Treatment Court is a
course for family treatment court teams and practitioners; it
provides information on stigma related to parenting and SUDs,
and a framework for dismantling practices that do not benefit
all families.


◆ Language Matters: Disrupting Stigma to Support Meaningful Change for
Families, recorded during the 22nd National Conference on Child
Abuse and Neglect in 2021, teaches child welfare agencies and
community providers to identify and disrupt stigma in interactions,
expectations, language, and policies affecting families.


CONTACT US EMAIL NCSACW AT 
NCSACW@CFFUTURES.ORG


VISIT THE WEBSITE AT 
HTTPS://NCSACW.ACF.HHS.GOV/


CALL TOLL-FREE AT 
(866) 493-2758


ACKNOWLEDGEMENTS: This resource is supported by contract number HHSS270201700001C from the Substance Abuse and 


Mental Health Services Administration (SAMHSA), co-funded by Children’s Bureau (CB), Administration on Children, Youth 


and Families (ACYF). The views, opinions, and content of this resource are those of the authors and do not necessarily reflect 


the views, opinions, or policies of SAMHSA, ACYF or the U.S. Department of Health and Human Services (HHS).



https://ncsacw.acf.hhs.gov/training/default.aspx

https://www.cffutures.org/ftc-practice-academy/disrupting-stigma-to-support-meaningful-change/?portfolioCats=120

https://vimeo.com/586393249/db3ab0d00a

https://vimeo.com/586393249/db3ab0d00a

mailto:NCSACW@CFFUTURES.ORG

HTTPS://NCSACW.ACF.HHS.GOV/
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This project was funded by the Substance Abuse and Mental Health Services Administration (SAMHSA), US Department of Health and Human Services (HHS).


1 �In many states’ child welfare systems, Court-Appointed Special Advocates (CASAs) and/or Guardians ad Litem (GALs) are available to advocate for 
children’s interests in court. These people, who often are volunteers and may have received different levels of legal or social work training depend-
ing on their state’s court system, work closely with children who have experienced abuse, neglect, and other trauma. In other states, GALs are 
attorneys who, in spite of their professional training, may lack valuable information about the effect of adverse or traumatic experiences on children 
or their families.


2 �Katz, L.F., Lederman, C.S., & Osofsky, J.D. (2011). Child Centered Practices for the Courtroom & Community: A Guide to Working Effectively with 
Young Children & Their Families in the Child Welfare System, Brooks Publishing.


Today’s court hearing is the first time that Sylvia, the Court-Appointed Special Advocate1 assigned 


to work with Crystal, age 6, and Jonathan, age 3, has met their mother Karen. Sylvia feels the  


palpable tension between Karen and her caseworker, Linda. Linda says she has given Karen  


numerous referrals, but Karen has not followed through on them, nor has she participated in 


therapy with Crystal. Karen complains that she is not getting the help she needs and that the  


system keeps making up new reasons why her kids can’t come home. During the hearing, Karen 


sits passively and looks as if she’s not listening. Sylvia knows that Crystal and Jonathan have been 


in foster care for months and have asked her when they will go home. Sylvia doesn’t know what to 


tell them. She thought things were progressing, but is now concerned that Karen’s seeming lack of 


motivation is going to impact the court case.


Birth Parents with Trauma Histories  
in the Child Welfare System


A Guide for Court-Based Child Advocates


The frequency and impact of child trauma is becoming more recognized by child welfare, mental 
health, and court systems; less recognized is that the parents of children who have experienced 


abuse and neglect often have their own histories of childhood and/or adult trauma. For example,  
research indicates that 30-60% of maltreated children have caretakers who have experienced domestic 
violence themselves2. Past or present experiences of trauma can affect parents’ confidence and ability 
to keep their children safe, work effectively with child welfare staff, and respond to the requirements  
of the courts. Fortunately, trauma-informed services are increasingly available for parents and children 
who need them. Trauma-informed services include, but are not limited to, mental health services offered 
by trained professionals that address specific reactions to traumatic events. Although CASAs and  
Guardians ad Litem represent the best interests of the child, if they also have an understanding of a 
parent’s traumatic experiences and resulting behavior, they can help the entire family achieve its goals.







3 �Osofsky, J.D., Putnam, F.W.,& Lederman, C.S. “How to Maintain Emotional Health when Working with Trauma,” Juvenile and Family Court Journal, 
59, (4), Fall 2008.


  What are signs that trauma may be present? 


Posttraumatic reactions can result whenever children or adults are exposed to threatening events that 
overwhelm their ability to cope. Posttraumatic reactions may include the following: 


	 n  �Avoidance (especially of things that remind the person of the traumatic event) 


	 n  �Emotional numbing or disengagement 


	 n  �Hyper-arousal, anger, or other emotional or behavioral agitation 


	 n  �Re-experiencing of traumatic events (e.g., nightmares, intrusive memories, responding 
to reminders) 


	 n  �Feeling powerless and/or helpless 


	 n  �Hyper-vigilance (e.g., being watchful, alert, on edge, sleepless) 


For many parents, having a child removed from home and dealing with the child welfare system are, 
in themselves, traumatic events. Frequently, the court setting or legal process will trigger feelings of 
helplessness or loss of control in parents, which may be exacerbated by their past trauma and its 
reminders. CASAs and GALs may observe parents who exhibit posttraumatic reactions in court or when 
interacting with their children or caseworkers. In such situations, it may be appropriate to recommend 
an evaluation to determine whether posttraumatic stress is present. 


  How can trauma affect parents? 


Trauma does not affect every parent in the same way, and not all parents will develop posttraumatic 
reactions after a traumatic event. However, trauma reminders and recurrent posttraumatic reactions 
may interfere with parents’ abilities to:


	 n  �Respond to a child’s behavior in a calm and thoughtful manner, rather than reacting impulsively


	 n  �Make appropriate safety judgments, resulting either in overprotection or an inability to recognize 
dangerous situations


	 n  �Meet their children’s emotional needs or support their children’s counseling


	 n  �Form trusting relationships with their children and/or with court personnel and service providers


	 n  �Moderate or control their emotions


	 n  �Make decisions, follow through with service plans, or plan for the future


	 n  �Manage other life stressors, such as poverty, racism, substance abuse, and lack of social support


  Can trauma also affect child advocates?


Court-based child advocates often hear about others’ traumatic experiences, which can cause  
secondary or vicarious traumatic stress (also known as compassion fatigue), and result in similar 
symptoms to those of their clients who suffered primary exposure to trauma3. CASAs and GALs may 
also get frustrated when parents react negatively or do not follow through with their case plans, knowing 







4 �For more information on adult trauma treatments and interventions, go to: National Center for PTSD at http://www.ptsd.va.gov; 
Sidran Institute at http://www.sidran.org; California Evidence-based Clearinghouse for Child Welfare at http://www.cebc4cw.org; 
National Registry of Evidence-Based Programs and Practices at http://www.nrepp.samhsa.gov.


5 �Najavitz, Lisa M., Seeking Safety: A Treatment Manual for PTSD and Substance Abuse, Guilford Press, 2002. 


that such responses may affect the children for whom they are advocating. It can be helpful to remem-
ber that parents’ actions may be a result of the trauma they have experienced, rather than a lack of 
caring for their children. In addition, professionals and volunteers working with difficult cases involving 
traumatic events may benefit from additional support or, in some cases, their own treatment. 


  How can child advocates use a trauma-informed approach when working with birth parents? 


Child advocates should consider the needs of both children and parents affected by trauma. It is  
important to: 


	 n  �Empower parents by asking them what services they think might be helpful, recognizing that they 
may not know what services are available. Encourage parents to talk with their caseworker about 
what help they need. Services and supports—such as writing groups or peer-to-peer programs— 
can be “trauma-informed” even if they are not formal, clinical interventions. 


	 n  �Identify any mental health services, especially trauma-informed services, the parent has already 
received, and how the parent responded. 


	 n  �Do not assume that a general mental health evaluation includes a trauma assessment. 
An appropriate trauma-informed assessment would include the following information: 


		  • �The parent’s past or current traumas that may affect his or her current functioning 


		  • �The parent’s strengths in coping and problem-solving and his/her social supports  


		  • �Self-report measures and clinical interviews assessing the parent’s mental health status 


		  • �Observations of the parent-child interaction 


		  • �The presence or absence of posttraumatic reactions 


		  • �Recommendations for treatment and additional assessment for trauma and non-trauma 
related services


	 n  �Do not assume that a traditional parenting program will work with a parent who has experienced 
trauma. In fact, generic interventions—such as parenting classes, anger management classes, 
counseling, or substance abuse groups that do not take into account parents’ underlying trauma 
issues—may not be effective. 


	 n  �Work with local professionals to create a list of evidence-based treatment practices available for 
parents in your community or region. 


	 n  �Familiarize the court with the process and scope of evidence-based trauma treatment for adults, 
including the range of treatments available4. 


	 n  �Watch for the co-occurrence of trauma and substance abuse, which is especially common 
among women. People sometimes mistakenly consider substance use to be “willful” or a moral 
issue, especially when it has contributed to a child’s maltreatment or is interfering with reunification. 
However, substance use can be a kind of self-medication to cope with the overwhelming  
emotional pain of trauma. Research also shows that posttraumatic symptoms can trigger  
substance use, which, in turn, can heighten trauma symptoms5. 



http://www.ptsd.va.gov

http://www.sidran.org

http://www.cebc4cw.org

http://www.nrepp.samhsa.gov





Established by Congress in 2000, the National Child Traumatic Stress Network (NCTSN) is a unique collaboration of academic and community-based service centers whose 
mission is to raise the standard of care and increase access to services for traumatized children and their families across the United States. Combining knowledge of child 
development, expertise in the full range of child traumatic experiences, and attention to cultural perspectives, the NCTSN serves as a national resource for developing and 


disseminating evidence-based interventions, trauma-informed services, and public and professional education. 


The views, policies, and opinions expressed are those of the authors and do not necessarily reflect those of SAMHSA or HHS.


	 n  �Keep in mind that parents who are adolescents or new immigrants, or have experienced adversities 
including disability, poverty, domestic/community violence or homelessness, may be at higher 
risk for experiencing trauma; they also may have more difficulty in accessing resources. 


	 n  �Remember that the court experience itself can be confusing, intimidating, disempowering, and—
at times—re-traumatizing to parents. When parents seem numb or disengaged due to reminders,  
knowing that a CASA or GAL is looking out for their child(ren)’s best interests can be helpful.


	 n  Build on parents’ strengths and their desires to be effective. 


By working together, judges, attorneys, caseworkers, CASAs and GALs, and parents can give children in 
the child welfare system the care and support they need. This will be more easily achieved if parents’ 
needs, including the need for trauma assessment and trauma-focused treatment, are identified. In 
some areas, legal professionals now have resources available to refer parents for treatment of their 
own trauma. With appropriate help, parents will feel more empowered and supported by the child  
welfare system, and in turn they will be better able to support their children.


This fact sheet is one in a series of factsheets discussing parent trauma in the child welfare system.  
To view others, go to http://www.nctsnet.org/resources/topics/child-welfare-system


Suggested citation: National Child Traumatic Stress Network, Child Welfare Committee. (2013). 
Birth parents with trauma histories and the child welfare system: A guide for court-based child  
advocates. Los Angeles, CA, and Durham, NC: National Center for Child Traumatic Stress.



http://www.nctsnet.org/resources/topics/child-welfare-system
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Shannon’s Story 
 
Shannon is the fourth child born to Caterina. Shannon’s oldest half-siblings, two 
sisters, who are each more than ten years older than Shannon, are in the 
custody of their father in another state. The remaining half-sibling, a boy, lives 
locally with his father and spends weekends with Caterina as outlined in their 
joint custody agreement. 
 
Shannon was removed from Caterina’s custody when she was one and a half 
years old because Caterina was arrested for driving while intoxicated with 
Shannon in the car. Shannon was placed in foster care with Nathan and Marie, a 
couple with no other children. 
 
Shannon remained in foster care with Nathan and Marie for ten months while 
Caterina engaged in treatment for alcohol use disorder. During this time Caterina 
successfully completed treatment at a facility and at a halfway house. Upon 
leaving the halfway house, she secured a centrally located two-bedroom 
apartment and reported consistent attendance at 12-step meetings. She 
engaged in therapy, secured a mentor through a women’s mentoring program 
and attended training in medical records management and was able to secure 
employment. 
   
Communication with Nathan and Marie was frequent and supportive. Nathan and 
Marie rallied their church to help furnish Caterina’s apartment and, with the 
permission of Shannon’s caseworker, often picked Caterina up on Sundays so 
that she could attend church with them and Shannon. Visits with Shannon, at first 
brief and supervised, increased to unsupervised overnight and weekend visits. 
When she was almost two and a half years old, Shannon was returned to 
Caterina’s custody. 
 
In the year that followed, Caterina enrolled Shannon in preschool and continued 
to report regular attendance at 12-step meetings. Caterina maintained a 
relationship with Nathan and Marie. Shannon often spent Sundays with them and 
even joined them on an out-of-state vacation to visit Marie’s family. 
 
After almost a year and a half, Caterina relapsed binge drinking at her apartment 
with a friend while Shannon was present. Caterina's friend called 911 and 
Caterina was transported to the emergency room for alcohol poisoning. Caterina 
called Nathan and Marie from the hospital. They picked up Shannon. 
 







Shannon was placed with Nathan and Marie once again. In the six months that 
followed, Caterina struggled to find employment after losing her job during her 
relapse. She continues to live in the same apartment as she searches for new 
employment. Supervised visits with Shannon started almost immediately after 
her return to Nathan and Marie’s home and have continued. Communication 
between Caterina and Nathan and Marie is more limited and guarded. 
 
Shannon is now four years old. Nathan and Marie are willing to adopt. The case 
plan goal for Shannon remains return to parent/family reunification, but all 
involved are unsure as to how to proceed and what is in Shannon’s best interest. 
Should she return to Caterina or should Caterina’s parental rights be terminated 
so that Nathan and Marie can adopt? What do you think? 
 
A dilemma that often arises is the conflict between the legal mandate (and the 
child’s need) for permanence which guide the legal timeframes for dependency 
cases (ASFA) and the long-term treatment (including inpatient treatment) that 
parents with substance use disorders may need.  
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Like an iceberg, the majority of culture is below the surface.
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FILED 
REBECCA PADILLAi 


CT04400 (7/19) 
CLERK - SUPERIOR COURT


□arePROGRESS REPORT TO THE JUVENILE COURT T1�e. Ort]! : 8-19-2024 0 


 
 


By. 
:SMH l 


Court Case Number: JD- 20240000 Date of Report: 08/15/2024 


Case Name: JOSEFINA MARIA ROSA Case ID: •• CS00208000 


A. Name and date of birth for each child subject to this court case number.


I Child Name Date of Birth 
JIMENA MARIA ROSA 10/07/2008 
ISRAEL JOSE ALVAREZ 12/04/2019 
MIGUEL LUIS LOPEZ ROSA 12/28/2023 


B. �Child or children subject to this report if different from above.


None


C. Family composition.


1 • Careidver Name Relationship 


Mother 


' 


Father - deceased 


Father 


JOSEFINA MARIA 
ROSA 


ERIC ANDERSON


SEAN ALVAREZ


JAIME JAVIER LOPEZ


Child Name(s) 


JIMENA MARIA ROSA, 
ISRAEL JOSE 
ALVAREZ, MIGUEL LUIS 
LOPEZ ROSA


JIMENA MARIA ROSA
' '


ISRAEL JOSE ALVAREZ ! : 
'


!I


D. If the family has or may have American Indian tribal affiliation, efforts to identify and
,contact the child's tribe and confirm the child's membership status or eligibility for


• membership.


Child Name Tribe Affiliation Tribe Status 


CONFORMED COPY FURt-USHED


I 


I 


Father MIGUEL LUIS LOPEZ ROSA
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I. REASON FOR DCS INVOLVEMENT


A. Description of the dangerous condition(s) currently occurring within the family that require 
Department involvement; including how the parent, guardian, or custodian's behaviors 
cause the child to be unsafe or at substantial risk of harm and, if applicable, why the 
child(ren) are removed from the parent, guardian or custodian's custody.
The Department received a report on 12/30/2023 reporting that baby boy Rosa was born exposed 


to substances. Upon visiting the home, Ms. Rosa and Mr. Lopez's home was found to not have 


adequate food. There are additional concerns that Ms. Rosa did not protect the children from 


being physically abused by Mr. Lopez.


Ms. Rosa states she and Mr. Lopez broke up and Mr. Lopez moved out of the home. The 
Department has been unable to reach Mr. Lopez in his new residence.


II. SAFETY PLANNING


A. If applicable, efforts to locate missing parent(s).


NA


B. The current safety plan, including whether it is an in-home plan or out-of-home plan, the 
actions that are necessary to control the dangerous condition(s), when those actions are 
needed, the adults responsible for carrying out the actions, and any supportive resources to 
support the safety actions.


The current safety plan is an out of home safety plan. The children are placed in a kinship 
placement and in licensed foster homes. Placement caregivers are to provide the basic needs of 
the children and are responsible for ensuring the children have access to food, clothing, shelter, 
and medical care. 


' 


I '


C. Efforts to implement the least intrusive plan, that is sufficient to control the dangerous i ,
conditions, including explanation of why the safety threats can or cannot be managed iri
th� home; and for American Indian children, the active efforts to provide services designed
to prevent the breakup of the Indian family and the outcome of these efforts. If applicable,
the conditions for return as described in the safety plan.


In Home Safety Analysis 
Criteria Conditions for Return 


XO There is a combination of safety actions 
and supportive resources capable of 
sufficiently controlling the identified 
danger threats, and there are sufficient 
resources within the family network or 
community to control the identified threats. 


Ms. Rosa will identify a responsible 
adult that is able and willing to reside 
with the family and provide 24/7 
supervision of the children. This 
responsible adult will be able to ensure 
the children are not being left home 
alone, being physically disciplined, and 
providing for the basic needs of the 
children. 
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XO 


x□ 


□ 


x□ 


The parents, guardians, or custodians are 
willing for an in-home or combination 
safety plan to be implemente·d and have 
demonstrated that they will cooperate with 
the identified responsible adult(s), safety 
actions, and supportive resources identified 
in the Safety Plan. 


The home environment is calm and 
consistent enough for an in-home safety 
plan to be implemented and for responsible 
adults to be in the home safely. 


An in-home safety plan and the use of in­
home safety actions can sufficiently control 
impending danger without the results of 
outside professional evaluations. 


The parents, guardians, or custodians have 
a suitable place to reside where an in-home 
or combination safety plan can be 
implemented. 


Ms. Rosa and Mr. Lopez will 
demonstrate that they are able and 
willing to cooperate with the 
Department. Ms. Rosa and Mr. Lopez 
will cooperate with DCS, service 
providers, and the identified 
responsible adult. 


Ms. Rosa and Mr. Lopez will 
provide a calm and consistent home 
environment for the children to reside 
in. This includes creating a routine 
to ensure the children practice 
appropriate hygiene� have access to 
regular medical and dental care, 
access to food and the children have 
adequate sleeping arrangements. 
Ms. Rosa and Mr. Lopez will ensure 
the children have 


I: 
appropriate care 


when ·they are at work. i 


ii 


Ms. Rosa and Mr. Lopez will 
demonstrate: thei rr ability to maintain a 
safe, stable, and suitable residence. 
The residence will be free from 
hazards including health hazards. 


ill. IDENTIFICATION, LOCATION, AND ENGAGEMENT OF EXTENDED FAMILY 
MEMBERS AND OTHER IMPORTANT CONNECTIONS (only applicable for 
children in out-of-home care) 


A. Description of the efforts made to identify, locate, contact, and engage adult relatives of the
child, including grandparents, great-grandparents, adult siblings, parents, step-parents
who have custody of any siblings, aunts, uncles, first cousins, and persons who have a
significant relationship with the child; and if known, information about each person's
willingness to be a potential out-of-home caregiver for the child.


Jimena is placed with kinship at this time.
Ms. Rosa provided the Department her friend Katie Dru, but due to illness she backed out. Mr.
Joel Rosa father to Ms. Rosa is willing to allow the children in his home. However, Mr. Rosa
states the children would need to sleep in the utility room as he has no room.
No other kinship options have been provided at this time.
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B. 


Description of the child's important connections, including information provided by the 
child, parents, and/or guardians; and efforts to maintain these connections. 


The children's important connections are to each other and their parents. The kids are 
provided sibling visits to maintain contact with each other, supervised visits with their mom, 
and recently Israel was granted an extended visit with his dad in Missouri. 


�' C. Description of contact between the child and the child's relatives, friends, former foster 
parents and any connections the child identifies; and if contact is restricted, the reasons 
why. 


The children are able to maintain connections by phone and as requested. 


, D. Efforts to maintain cultural connections, including opportunities for the child to build . 
cultural awareness, identity, and involvement. 


Placement for  Israel is very supportive of the children's involvement in extra-curricular 
activities such as swimming, children camps, and sports like T-ball. 
Jimena's kinship placement takes her to tourist spots to grow her awareness. 
Miguel's placement transports Miguel to all family visits.


IV. CIDLD FUNCTIONING, SERVICES, AND LIVING ARRANGEMENT


A. Th'e child's physical, developmental, and emotional functioning; including the child's
medical, dental, behavioral health, and developmental needs and services.


Israel Alvarez is a four-year -old male child. Israel is very active, he likes to talk with his hands 
and he talks fast. Israel received speech therapy and his speech has improved.  Israel 
likes his foster family and does well with following directions. Israel took swim lessons and 
loved it. Israel is up-to-date with his medical and dental health.  Israel maintained regular 
phone contact with his dad in Missouri and recently went on an extended visit to his dad's 
in Missouri.


, .. 
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Jimena Rosa is a fifteen -year -old female child. Jimena is a hard worker and a team leader. 
Jimena; s • social life is very limited since she has to budget her time between her studies and  all 
the schedules she has with appointments. Jimena participates in individual therapy regularly. 
Monthly CFTs have started. Jimena   can advocate for herself               and  knows what she wants. 
Jimena has expressed her desire to have Guardianship with her current placement.. 


Miguel Lopez Rosa is a seven-month-old baby boy. Miguel experienced withdrawal 
symptoms after being released from the hospital, but his foster family attended extensive 
training to learn to help Miguel with his symptoms. Miguel has been monitored by doctors 
and specialist and continues to appear developmentally on target. Miguel is a happy baby that 
smiles and laughs often. Miguel visits with his mom and dad regularly as well as his siblings.  


B. The child's academic status and social development, including the child's needs and
services, and efforts to ensure the child's educational stability.
Israel attended developmental preschool and received speech therapy there. Israel reported
enjoying his school and making lots of friends. Israel's speech has improved since attending
speech therapy.


Jimena completed 10th grade. Jimena received passing grades last school year but did 
poorly in math. Jimena wants to own her own business someday.
1 I


C. History ofliving arrangements (placements), including the length of time the child has
been in out-of-home care.


I Child Placement Tvne Date 
Foster home 12/06/2019 JIMENA MARIA ROSA


ISRAEL JOSE ALVAREZ Foster Home 12/06/2019 


I 
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D. (If applicable) The type and dates of each living arrangement.


See above.


I 


E. Description of the child's current living arrangement, including the type; whether this I i
living arrangement is consistent with the Department's placement preferences; and if the
child is in out-of-home care and not living in the home of a grandparent, other relative, or
person who has a significant relationship with the child, the reasons why such placement
has not been identified or is contrary to the child's best interest. ! [


I I Child Placement Type Date I I
Unlicensed Kinship placement 12/30/2023JIMENA MARIA ROSA


ISRAEL JOSE ALVAREZ Foster Home 12/30/2023 
Foster Home 12/30/2023 MIGUEL LUIS LOPEZ 


ROSA


;. 


Jimena is placed with kinship and Israel and Miguel are placed in separate foster homes. 
The children's current placement is the least restrictive out of home foster care. There is no 
available family relative that can house them together. 


F. If the child is an Indian child, efforts to place the child according to ICWA placement
preferences and active efforts to provide culturally appropriate services.


Not Applicable.


;. G, If the child has a sibling in out-of-home care, efforts to place siblings together; and if not . 
placed together, the specific reasons why this did not occur or reasons why this would be 
contrary to the child's or sibling's safety or well-being. 


The three children are placed separately. Jimena wanted to remain in her previous kinship 
placement. All 3 placements are the least restrictive out of home foster care. There is no 
available family relative that can house them altogether. 


H. If placement with sibling(s) is not .possible, efforts to facilitate frequent visitation or
co�tact with siblings; and if frequent visitation or contact with siblings is not


I 
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., ' I. 


recommended, the reasons why this would be contrary to the child's or a sibling's safety or 
well-being. 


All three children have regular sibling visit provided by their CASA. Jimena's placement 
expresses willingness to drive Jiimena to visit her younger siblings upon her request. 


If out-of-state placement is appropriate and in the best interest of the child, the reasons 
why (include ICPC and/or out-of-state visitation status). 


ICPC for Israel's dad in Missouri is in process. 


J. Description of any assistance or services provided to the caregiver(s) to enhance their


"' J K. 


capacity to address the child's needs and provide appropriate care and supervision.


The placements are provided Mercy Care DCS CHP Insurance to cover the children's dental,
medical and behavioral health needs. Placement is also provided financial assistance to help
pr�vide for the children's basic needs, case management support from the Department, and
referrals to resources as needed.


Description of the Department's and out-of-home caregiver's efforts to implement 
reasonable and prudent parent standards to allow the child to participate in age and 
developmentally appropriate extracurricular, enrichment, cultural, and social activities. 


Foster parents for Israel signed him up for different youth children's activities such as 
swimming, bike riding, and camps. 
Jimena has her own group in her clubs, and other sphere of influence to enrich social and 
cultural growth guided by her placement. Her placement takes her to different tourist spots 
where her experience is broadened. 
Miguel's placement ensures he has access to enrichment activities appropriate for his age in 
their home. 


V. PARENT FUNCTIONING AND CASE PLANNING


A. The behavioral changes necessary in order for the parent, guardian, or custodian to
demonstrate enhanced caregiver protective capacity and eliminate the safety threats (as
described in the case plan).


Care iver Name 
JOSEFINA MARIA ROSA


Behavior Chan e Goal Needs 
Ms. Rosa is self- aware as a parent demonstrated by 
understanding how not treating her mental health can 
continue to put her children at risk for harm. She can judge 
the quality of her thoughts, emotions and behaviors. Her 
struggles will not result in the children being maltreated or 
being in dangerous situations. Ms. Rosa consistently self­
checks on whether her emotions are drawing her children 
away or closer to her. By doing so, she is able to adjust to 
ensure her emotional needs are not affecting her relationship 
with her children and their feelin s of safet 
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JOSEFINA MARIA ROSA 


JOSEFINA MARA ROSA 


JAIME JAVIER LOPEZ 


JOSEFINA MARJA ROSA
JAIME JAVIER LOPEZ 


Ms. Rosa sets asides and regulates her needs, related to her 
relationship, so that she is routinely and promptly available to 
supervise her children and ensure their safety. She prioritized 
her children's safety and supervision over her relationship. 
Ms. Rosa demonstrates a reliable, steady temperament; 
positively expresses her attitudes about taldng care of her 
children; reasonably relates to the children's feelings and 
needs separate from her own; experiences feeling fulfilled in 
her caregiving responsibilities; describes her satisfaction 
when comparing her oersonal life and her caregiver duties. 
Mr Lopez  understands how exposing his child to threats and 
danger can negatively impact them. Mr. Lopez understands 
and practices emotional regulation when responding to the 
stress of parenting. Mr. Lopez is able to explain his 
responsibility to protect his children and always acts on his 
children's behalf to protect them and ensure their safety. 


Ms. Rosa and Mr. Lopez plan that their children will have 
appropriate supervision, and explains how the plan(s) will be 
arranged and will work; who will provide care; under what 
circumstances plans will be applied and ensures that plans 
will be carried out as planned. They implement these plans to 
ensure that their children are always appropriately supervised, 
either by being present when at home, or by arranging for 
appropriate caregivers who will protect their children and not 
use physical discipline. They understand, and follows 
through on, necessary steps to ensure the caregivers for their 
children are safe, responsible and trustworthy substitute 
caregivers. 


Mr. Sean Alvarez will continue exercising his protective role to Israel, ensure Israel's basic 
needs are met and keeping him safe all the time. 


: I 
i' 


B. Each parent's, guardian's, or custodian's progress, or lack of progress, toward achieving
necessary behavioral changes (including changes in caregiver protective capacities or
family protective factors).


Ms. Rosa has been proactive in asking for services to work toward reunification. Ms. Rosa
reported she broke up with her boyfriend to prioritize her children.


Mr. Alvarez will continue exercising his protective role to Israel, ensure Israel's basic needs
are met and keeping him safe all the time
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C. Services and supports provided to assist in achievement of the behavioral changes
identified in the case plan; and the participation in, and outcome of services and supports.


!start End Person Provider Type 


01/06/2024 06/06/2024 JOSEFINA AGAPE Supervised 
MARIA ADOPTION Visits  
ROSA AGENCY OF 


AZIN 
02/02/2024 05/02/2024 JOSEFINA DANIEL Psychological 


MARIA JULIANO Evaluation 
ROSA 


04/11/2024 09/11/2024 JOSEFINA PINNACLE Nurturing 
MARIA EMPLOYMEN Parenting 
ROSA T SVCSLLC Program 


09/06/2024 


The referral for SVO was assigned to Agape on 1/06/2024. Visits began as four hours weekly. 
All three children were visiting with both Ms. Rosa and Mr. Lopez until recently as Mr. Lopez 
has moved out of the home and has not responded to attempted contact from the Department.  
An updated referral was submitted and approved on 5/26/2024, per court order, to add on 
additional two hours to weekly visits. Ms. Rosa continues to visit with all three children 
weekly, however, Israel recently went to Missouri on an extended visit with Mr. Alvarez. The 
visit supervisor reports mom is able to soothe Miguel and address his crying during visits. 
Mom comes prepared with activities, attempts to engage Jimena by asking about school and 
expressing love for her, however, Jimena continues to be distant and non-responsive to mom. 
A referral for family counseling was submitted on 8/15/24.


Ms. Rosa completed a psychological evaluation and was diagnosed with persistent depressive 
disorder and substance use disorder. Relationship issues with significant others were also 
noted. Ms. Rosa is participating in the necessary services and will be referred for family 
counseling when appropriate. The provider reports Ms. Rosa identified a need for individual 
therapy, medication, and family therapy. The provider states Ms. Rosa "is treatment ready", 
has identified problems and did not minimize or deflect responsibility. 


Ms. Rosa regularly submits drug screens and participates in her substance use treatment. It 
was noted in a May report that Ms. Rosa submitted a positive drug screen.  It was 
recommended that Ms. Rosa's Medically Assisted Treatment be adjusted. Ms. Rosa has also 
engaged with her provider to process the relapse and make a plan for prevention of future 
relapses. Since that time, the provider reports indicate Ms. Rosa continues to be engaged in 
treatment services and her durg screens from June have been negative.  


Ms. Rosa has only three weeks left with her Nurturing parenting program to complete it. 
Provider states Ms. Rosa is doing very well communicating and relating with her children 
during every observation. Ms. Rosa is able to articulate a plan of protection for her kids and 
know the importance of her protective capacities to parenting and keeping children safe. 


06/06/2024 


JAIME
JAVIER
LOPEZ 


03/25/24 09/25/24 JOSEFINA
MARIA
ROSA


T E R R O S Substance 
use 
treatment
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VI. PARENTING TIME (VISITATION)


A. The plan for parenting time (visitation) for each parent and child; including the frequency,
length, location, level of supervision, why a less restrictive level of supervision is not
sufficient to ensure child safety, and the plan for progressive parenting time.


Ms. Rosa is now provided six hours of parenting time with the children supervised by an SVO 
case aide. Israel maintained phone communication with Mr. Alvarez prior to an extended visit 
in Missouri. Israel will maintain phone communication with Ms. Rosa while in Missouri.  


B. Attendance at, results of, parenting time (visitation) between child and parent since the
last report to the court.


The visits with Ms Rosa have been going well as reported by the SVO case aide. Jimena does not 
want to attend visits, at times, due to her busy schedule and strained relationship with Ms. Rosa. 
All of the children enjoy having time to visit their siblings and the interactions are positive. 


VII. PERMANENCY GOAL AND CONCURRENT PLANNING


A. Permanency goal and target date (attach case plan).


I Child Permanency Goals 
Family ReunificationJIMENA MARIA 


ROSA 
Family Reunification ISRAEL JOSE 


ALVAREZ
Family Reunification MIGUEL LUIS 


LOPEZ ROSA 


Date 
12/19/2024 


12/19/2024 


12/19/2024 


B. Concurrent goal and target date, including a description of activities initiated to
implement the concurrent plan, if applicable.


I Child Concurrent Goals 


There is no concurrent plan. 


Date 


' C. Recommended permanency goal and target date, if different than the current permanency 
goal. 


The recommended living arrangement for Israel is with his father, Mr. Alvarez 


I 


Mr. Alvarez is enjoying Israel's visit in Missouri, taking him to the park and water park and enjoying time together. Mr. Alvarez 
reports the parenting classes are helping with Israel. Israel has phone visits with Ms. Rosa while in Missouri. Israel continues to 
express wanting to stay in Missouri. 
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The recommended permanent living arrangement for Jimena and Miguel is with Ms. Rosa once 
she is able to make the necessary behavior changes to reunify safely. Jimena has expressed a 
desire to remain with her kinship placement, however, the current plan is reunification with 
Ms. Rosa. 


D. Reason for recommended change in permanency goal, if applicable.


, Jimena has been vocal with her stance to remain with her kinship placement over
family reunification. .


VIII. DCS SPECIALIST'S CONCLUSIONS


The Department respectfully recommends to continue with a permanency goal of family 
reunification as to Jimena, Israel and Miguel; and Jimena and Miguel to remain in their current 
foster home until parents have demonstrated the necessary behavioral changes to protect and 
safely reunify with their children. The Department respectfully requests that Israel be placed in 
Mr. Alvarez' s custody. 


IX. RECOMMENDATIONS


A. Agency


It is respectfully recommended that Jimena, Israel and Miguel _remain a ward(s) of the


court, committed to the care, custody and control of the Arizona Department of Child


Safety.


It is further respectfully recommended that _____ be placed in the physical


custody of _____ with appropriate medical, social, and educational


authorizations.


If the child is in out-of-state placement, it is further respectfully recommended that the


court find that the out-of-state placement continues to be appropriate and in the best


interest of the child.


B. Financial


It is respectfully recommended that beginning _, the parents listed below be assessed the


following amounts on a monthly basis per child as the contribution towards the cost of


foster care:


(Parent Name) be assessed $ (0.00) monthly for each of the following children: (Children


Name(s))


(Parent Name) be assessed$ (0.00) monthly for each of the following children: (Children 


Name(s))


(Parent Name) be assessed $ (0.00) monthly for each of the following children: (Children 


Naine(s))
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(Parent Name) be assessed$ (0.00) monthly for each of the following children: (Children
Name(s)) 


(Parent Name) be assessed $ (0.00) monthly for each of the following children: (Children
Name(s)) 


C. Reasonable Efforts Findings


It is respectfully recommended that the court find that the Arizona Department of Child
Safety has made reasonable efforts to eliminate the need for continued out-of-home
pl�cement and to make it possible for the child to safely return home.


It is further respectfully recommended that the court find that the Arizona Department of
Child Safety has made reasonable efforts to place the child in a timely manner in
accordance with the permanency plan and to finalize the permanent placement of the
child.


It is further respectfully recommended that the court approve the permanent case plan.


Respectfully Submitted: 


Nameffitle: Carrie Butler/ DCS Specialist
DEPARTMENT OF CHILD SAFETY 


JJJBIJei::..· 520-588-8890 


Approved by: 


I Date 


Nameffitle: Sandra Martin/ DCS Program Supervisor
DEPARTMENT OF CHILD SAFETY 


(520) 8 -8876


Case Name: JOSEFINA MARIA ROSA Case ID: CS00208000
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KRIS MAYES 
Attorney General 


ROBERT HOL YA 
Assistant Attorney General 
State Bar No,. 031154 
CFP/PSS 
120 w. 1st Ave., 2nd Floor 
Mesa, AZ 85210 
Telephone: 602.771.4072 
Pinal GilaDuty@azag.gov 


FILED 


REBECCA Pf,DILL!I.


CLERK OF SUPERIOR COURT


2024 AUG 23 AHII: 38 


TMW 


BY--==-;;---­


DEPUTY 


Attorneys for the Department of Child Safety 


IN THE SUPERJOR COURT OF THE STATE OF ARlZONA 


d.o.b. 12/04/2019


Person(s) under 18 years of age. 


- ----------------' 


IN AND FOR THE COUNTY OF PINAL In 


the Matter of: No. JD 202400000 


ISRAEL JOSE ALVAREZ ORDER OF DISMISSAL


Honorable Alexandria Anemone 


Upon oral motion of the Department of Child Safety (DCS or the Department), and 


good cause appearing, 


BLANK DISMISSAL 
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IT IS FURTHER ORDERED that there is no substantial risk of harm to the 


child's mental, physical, or emotional health and safety if returned to Father's care. 


IT IS FURTHER ORDERED that said child be placed in the sole physical 


custody of Sean Alvarez. This placement is the least restrictive consistent with the best 


interests of the child. 


IT IS FURTHER ORDERED authorizing Sean Alvarez to consent to all social 


and educational activities for the child. 


DISMISSING CHILD/REN AND/OR DEPENDENCY: 


IT IS ORDERED: 


cgj Dismissing the above-named child/ren from the dependency action under the 


supervision of this Court and relieving DCS of further responsibility of the child/ren. 


D Effective on the child/ren's 18th birthday: _____ _ _ _ _  _ 


D Effective on the date of child/ren's adoption: ________ _ 


D Effective on the date of child/ren's reunification: _ __ ____ _ 


cgj Other: Effective on: August 1st due to Family Reunification with


Father Sean Alvarez


IT IS FURTHER ORDERED relieving the Foster Care Review Board and all court­


appointed attorneys and guardians ad litem of further responsibility in this case as to the 


above-named child/ren. 


THIS COURT HEREBY NOTIFIES the child/ren that, under A.R.S. § 8-543, you 


are authorized to participate in the sibling information exchange program to facilitate 


contact between former dependent children and any siblings. You can obtain more 


BLANK DISMISSAL 2 


IT IS FURTHER ORDERED dismissing the Court Appointed Special Advocate as to 
the above-named child/ren.
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information on this program by contacting the Arizona Supreme Court at 


www.supreme.state.az.us/CIP/. 


IT IS FURTHER ORDERED relieving all parents from the obligation to pay a 


parental assessment from the date of this order as to the above-named child/ren. 


0 IT IS FURTHER ORDERED vacating the - -- ---------


hearing set for ____________ __ , before the assigned Judge regarding 


this/these child/ren only. 


IT IS FURTHER ORDERED changing the case caption to delete this/these 


child/ren. 


II er ,,,z ,,-c 
DATED# ,1 j IA..'\ � , 20 -Z-4. 


=a� 
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