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01 Introduction 

Substance misuse is defined as:  
 

 

Not all families affected by drug and/or alcohol use will experience difficulties, 
although research indicates that parental drug and/or alcohol use can have 
significant, damaging, and long lasting consequences for children1. The children of 
such parents are entitled to help, support and protection within their own families 
wherever possible. 

Parental drug and/or alcohol use, per se, should not be taken as an indication of the 
need for action under child protection procedures. Neither should it prevent them 
from seeking advice and support from appropriate services through fear of 
unwarranted intrusion from child protection agencies. 

Drug and/or alcohol using parents are entitled to expect that they will be treated in 
just the same way as other parents whose personal circumstances lead them to 
seek help. However, such parents need professionals to take responsibility for their 
children’s welfare when they are no longer in a position to care for them adequately. 
This may mean intervening against their wishes - see Appendix B at the back of this 
procedure with guidance on sharing information and gaining consent. 

The individual requirements of children, parents, and families should be considered 
and addressed through the provision of accessible, flexible, non-judgemental and 
appropriate services. 

Assessments must focus on the needs of children and their parents’ and carers’ 
ability to provide for them. Each family should be assessed individually. 

Multi -agency communication and co-ordination is essential in protecting children 
from harm and consultation between staff from specialist drug and/or alcohol and 
child protection services should routinely occur as part of good practice. 

 

 

                                                           
1
 Throughout this document a child is defined as anyone who has not yet reached their 18

th
 birthday. Children 

therefore mean children and young people throughout.   

“Intoxication by or regular excessive consumption of and/or dependence on 

psychoactive substances, leading to social, psychological, physical or legal 

problems. It includes problematic use of both legal and illegal drugs 

(including alcohol when used in combination with other substances)” 

Source: Nice 2007 
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02 The Policy and Procedure 
 
The following policy and procedure is for professionals working with drug and/or 
alcohol using parents, their children, and their families. It by no means aims to 
become a substitute for professionals who are well prepared and knowledgeable 
about a child and/or family and who are articulate and confident in their professional 
judgement2.  

This document acknowledges the need to contribute to a healthier society by 
reducing the harm caused by alcohol and all other drugs. However, it does not set 
out that a parent or carer of children should abstain from the use of drug and/or 
alcohol in order to parent children. It encourages them to seek help, support, and 
treatment to address their drug and/or alcohol use problem to reduce the harm it 
causes to the individual, family, and society. 

This policy and procedure applies whenever there are concerns about the well-being 
or safety of children whose parents or carers have drug and/or alcohol problems, 
specifically where these difficulties are impacting, or are likely to impact, on their 
ability to meet the needs of their children. It also applies to pregnant women who 
have drug and/or alcohol problems, where their partners are known to have drug 
and/or alcohol problems or where someone with drug and/or alcohol problems is 
living in a household where children are present. 

Parents and carers include those with parental responsibility, those with significant 
responsibility for the care of a child, or other members of the household. 
 
 

03 Aims of the procedure 
 

 To ensure the provision of co-ordinated services to families in which there 
are dependent children of parents, carers or pregnant women with drug 
and/or alcohol problems. 

 To ensure good co-operation and collaborative decision-making between 
services. 

 To increase understanding of the impact of an adult’s drug and/or alcohol 
problems on children’s lives. 

 To ensure that universal3, targeted and specialist services4 improve the 
early identification of children in need.  

 

  

                                                           
2
 The Munro Review of Child Protection: Interim Report. The Child’s Journey. 

http://www.thewhocarestrust.org.uk/data/files/Munrointerimreport.pdf 
3
 Includes schools, early years settings such as nurseries and childminders as well as Children Centres 

4
 As defined in Staffordshire’s threshold document ‘Accessing the Right Help at the Right Time’ and  Stoke-on-

Trent Threshold Criteria for the Guide to Levels of Need  
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04 Principles 

All those who come into contact with children, their parents and families in their 
everyday work, including practitioners who do not have a specific role in relation to 
child protection, have a duty to safeguard and promote the welfare of the child5. 

It is vital that every individual working with children and families is aware of the role 
that they have to play and the role of other professionals. This then allows 
organisations and practitioners to collaborate effectively.  

Professionals working with children and families have a responsibility to identify the 
symptoms and triggers of abuse and neglect, to share information and work together 
to provide children and young people the help they need. Professionals need to 
continue to develop their knowledge and skills in this area. They should have access 
to training6 to identify and respond early to abuse and neglect, and to the latest 
research showing what types of interventions are the most effective. This should be 
reflected in the analysis of any risk or need faced by the child and recorded in case 
files.  
 
Parents, carers, and pregnant women7 with drug and/or alcohol problems have the 
right to be supported in fulfilling their parental roles and responsibilities.  

While many parents, carers, and pregnant women with drug and/or alcohol problems 
safeguard their children’s well-being, children’s life chances may be limited or 
threatened as a result of those factors, and hence all professionals need to consider 
this possibility when working with adults who are pregnant and/or have children. 
 
 
 
 
 
 
 
 
 
 
 

  

                                                           
5
 Section 11 of the Children Act 2004. For a full list of those organisations who have a duty under S11 to ensure 

their functions, and any services that they contract out to others, are discharged having regard to the need to 
safeguard and promote the welfare of children, including those with specific duties please refer to Working 
Together 2013, Chapter 2: Organisational Responsibilities 
6
 Further Information with regard to training can be found on the Staffordshire and Stoke-on-Trent Safeguarding 

Children Board web sites 
7
 Under these circumstances, agencies must refer to Staffordshire Section 4C: Responding to Concerns 

about Unborn Children or Stoke-on-Trent Responding to Concerns about Unborn Children D10.  

The purpose of this procedure is to provide all contributing agencies with clear expectations as to how to respond 
to concerns when a risk is posed to an unborn child. 

Points to Consider: 

A multi-agency approach to assessment and service provision is in the best 
interests of children and their parent and/or carers as: 

 risk is reduced when information is shared effectively across agencies 
 risk to children is reduced through effective multi-agency and multi-

disciplinary working. 

It is not a requirement for a parent, carer, or a person within the household to 
abstain from alcohol or drug taking, but there is a requirement on all agencies 
(either individually or collectively) to properly assess the impact of such 
substance use on the care and development of their children. 

http://www.staffsscb.org.uk/NR/rdonlyres/E0E5D3C3-BC3E-44E6-AB0E-331D484AEC48/167787/Section4CRespondingtoConcernsaboutUnbornChildren.pdf
http://www.staffsscb.org.uk/NR/rdonlyres/E0E5D3C3-BC3E-44E6-AB0E-331D484AEC48/167787/Section4CRespondingtoConcernsaboutUnbornChildren.pdf
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05 Parental substance misuse 
 
The Advisory Council for the Misuse of Drugs (ACMD) estimated that between 
200,000 and 300,000 children in England and Wales were affected by parental 
problem drug use (one or both parents); based on data on numbers accessing 
treatment, the proportion of these adults who were parents, and the average number 
of children per adult. The ACMD’s scope was limited to illegal drugs: as defined 
under the Misuse of Drugs Act. Whilst the Alcohol Harm Reduction Strategy for 
England states that there are between 780,000 and 1.3M children in the UK affected 
by parental alcohol problems. 

The ACMD identified three key characteristics of parental problem drug use: 
 the high level of poly-drug8 use, 
 the prevalence of intravenous use, and 
 the existence of other factors affecting parenting capacity [domestic 

abuse, poverty, social exclusion, mental health problems, learning 
difficulties and environment]. 

The report also identified that heavy dependent drug use often results in chaotic and 
unpredictable behaviour, which can be as damaging as the drug use itself. 

Harm to children from parents/carers who are heavy and problem drinkers is wide 
ranging, from physical effects such as damage to the foetus, sexual and physical 
abuse, to complex psychological and social problems9. Please refer to the 
guidance at the back of this procedure for further information on the impact of 
substance misuse on children and young people 

Research collated in Alcohol Concern’s fact sheet Young People’s drinking shows 
that: 

 Children of heavy/problems drinking parents have higher rates of anxiety, 
depression, and relationship problems. In households where there is conflict 
and disruption, they are more likely to develop risky drinking habits 
themselves. Children may become young carers for problem drinking 
parents and may experience isolation. 

 By age 15, young people with problem drinking parent/s have between 2.2 
and 3.9 times higher rates of psychiatric disorder as well as higher rates of 
social dysfunction. 

 Heavy parental drinking has been identified as a factor in more than half of 
child protection case conferences; in addition, alcohol is a factor in family 
problems related to social exclusion 

                                                           

8
 Polydrug use is the use of more than one drug, often with the intention of enhancing or countering 

the effects of another drug. Polydrug use may however simply occur because the user's preferred 
drug is unavailable (or too expensive) at the time.  

 

9
 Silent Voices – Supporting children and young people affected by parental alcohol misuse 

http://www.childrenscommissioner.gov.uk/content/press_release/content_479 

http://www.homeoffice.gov.uk/drugs/
http://www.homeoffice.gov.uk/drugs/
http://www.bmj.com/content/328/7445/905.extract
http://www.bmj.com/content/328/7445/905.extract
http://www.alcoholconcern.org.uk/publications/factsheets/factsheet-young-people
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 Heavy drinking is a common factor in family breakup, and marriages where 
one or both partners have an alcohol problem are twice as likely to end in 
divorce as marriages where alcohol problems are absent. 

 
Dual Diagnosis  
When parents have both a substance abuse problem and a mental health issue such 
as depression, bipolar disorder, or anxiety, it is called a co-occurring disorder or dual 
diagnosis. Dealing with substance abuse, alcoholism, or drug addiction is never 
easy, and it’s even more difficult when parents are also struggling with mental health 
problems.  
 
In a dual diagnosis, both the mental health issue and the drug or alcohol addiction 
have their own unique symptoms that may get in the way of a persons ability to 
function, handle life’s difficulties, and relate to others. To make the situation more 
complicated, the co-occurring disorders also affect each other and interact. When a 
mental health problem goes untreated, the substance abuse problem usually gets 
worse as well. And when alcohol or drug abuse increases, mental health problems 
usually increase too. 
 

Furthermore, when someone has substance misuse problems on top of a mental 
health problem there can be increased risks, such as involvement with the criminal 
justice system. 
 
Therefore, it’s important that mental health and substance misuse services work 
together to make sure people with a dual diagnosis get adequate treatment and 
support. 
 
Guidance published by Turning Point, a charity for people with complex needs, 
advises the following: 

 Assessments of people with dual diagnosis should take into account all of 
their needs and be carried out by a number of people working in different 
fields and employed by different agencies. 

 Assessment should include a full history of someone’s mental health and 
substance use. 

 A risk assessment should be carried out to see whether someone is a danger 
to themselves or to others which includes children. 

 Treatment should be focused on engaging with a person, trying to motivate 
them to change their habits, preventing relapse and providing access to a 
range of treatments and helpful agencies. 

 
 

06 The Impact on Children and Families 

A child’s growth and development depends on a variety of interacting social and 
biological factors, which can be broadly grouped into three categories: conception 
and pregnancy, parenting, and the wider family and environment. 
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Empirical research referenced throughout this policy and procedure outlines the way 
in which problem drug use can impact on the development of children in affected 
families. 

Throughout their lives children may need the services of various professionals. 
Positive interventions at different stages of their growth and development can 
contribute to children and young people reaching their full potential. Effective 
collaboration, good joint working and a sharp focus on the family as a whole are 
essential if children of substance misusing parents are to receive appropriate care 
and support10. 

It is recognised that there may be barriers to agencies working together; however, 
these must be addressed to ensure that all agencies act together appropriately and 
at the right time in accordance with the needs of children and young people. All 
agencies have a part to play in helping to identify problems at an early stage. Basic 
information should be gathered about the family and household circumstances of 
those who misuse substances.(see below) 

 

 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

                                                           
10

 National Treatment Agency Media Release (2009) Moves to provide greater protection to children living with 

drug addicts 

Seven Golden Rules 

 

1. Problem substance users normally want to be good parents. 

2. Problem substance users should be treated in the same way as 

other parents whose personal difficulties interfere with their 

ability to provide good parenting. 

3. Base your judgements on evidence, not optimism. 

4. There will be many aspects of the child‘s life that are nothing to 

do with drugs or alcohol and may be equally or more important. 

5. Recognise that the parents are likely to be anxious. They may be 

worried that they could lose their children. Children, especially 

older ones, may also share similar anxieties. 

6. Do not assume that abstinence will always improve parenting 

skills. 

7. The family situation will not remain static, assessment should 

be revisited at least every six months or whenever new 

concerns arise; whichever is sooner. 
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07  Confidentiality and Information Sharing 
 
As in all situations of actual or possible harm to children the right to share 
information overrides the individual’s right to confidentiality: refer to the Joint 
Staffordshire and Stoke-on-Trent inter agency document: Section 1J Staffordshire / 
AO7 Stoke-on-Trent Information Sharing Guidance.  
 
Further guidance on information sharing can be found at the back of this 
procedure 
 
 

 08 Principles for working jointly with families where there are 
parents/ carers who misuse substances 

 
The following principles of joint working specifically relate to families who have or 
require support from children’s social care services11 and adult substance misuse 
services. 
 
Wherever possible joint assessments12 should be conducted to ensure the specific 
needs of the child, including those who do not normally live with their parents – i.e. 
step children and the specific needs of the parent/carer can be identified and to 
ensure there is a clear assessment of risk based on information from both parties.  
Where it is not possible to carry out joint assessments, professionals must 
communicate with agencies currently involved with the child and/or family in order to 
avoid duplication as well as putting children and families in a situation where they 
having to answer the same questions. Historical evidence is equally important and 
every effort should be made to evidence in case files previous information that will 
assist the assessment and therefore provide a thorough analysis of the risks and 
needs.  
 
Working Together 2013 states that 
“Every assessment should draw together relevant information gathered from the 
child and their family and from relevant professionals”13 
Services should maintain regular contact (as agreed within the Early Help (EH) Plan, 
Child in Need (CIN) Plan or Child Protection (CP) Plan, particularly where the child is 
considered at high risk. In addition every effort should be made by both parties to 
invite and attend all meetings which may include child protection conferences, case 
strategy meetings and care plan reviews14.  
 
Both parties should also provide timely written updates on activity and progress to 
date, to be kept on respective case records. Decisions where possible should be 
taken jointly to ensure the needs of both the parent/carer and the child continue to be 
met. Major decisions such as withdrawing services or closing cases should be made 
in consultation with the other service unless immediate action is required. 

                                                           
11

 Children’s Social Care Staffordshire/Stoke-on-Trent, includes social work teams, locality services and Local 
Support Teams 
12

 This may be in the form of  EH, which will inform the  statutory assessment carried out by a social worker 
13

 Working Together 2013: Chapter 1: Assessing and Providing Help, pt40, pg 21 
14

 Further information on child protection conferences, case strategy meetings and care plan reviews can be 
found on the Staffordshire and Stoke-on-Trent Safeguarding Children Board web pages 

http://www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-children/professionals-folder/procedure-manuals/f-vulnerable-cyp.en
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Where substance misuse services are working jointly with parenting or preventative 
services the principles of sharing appropriate information, attending joint review 
meetings, providing timely updates and maintaining regular contact should also 
apply. 
Where substance misuse services and children’s social care are providing services 
to a family the following information should be shared: 
 
 
                                                                                  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Information about the parent/carers 

substance misuse: 

 An assessment of the parent’s 

motivation to change and any 

history of previous 

engagement with substance 

misuse services. 

 Information surrounding the 

family’s ‘typical day’ 

 Community connections such 

as other family members, 

friends and local support 

services  

 Information about the extent 

and nature of the substance 

misuse  

 Information about any other 

factors affecting the parent 

and family. This may include 

things like a change in partner. 

 Copies of care plans where 

there is likely to be an impact 

on the child (for example, 

where plans include home 

prescribing or residential 

treatment) 

 Storage of medication and 

how this is managed. 

Information about the impact & 

action relating to the child: 

 Information on the concerns/ 

identified risk and impact of the 

substance misuse on the child/ 

young person.  

 Consideration to other children 

who do not reside within the 

family home such as step 

children or even close friends 

who often stay over 

 Copies of historical CAF/EH 

action plans, child protection 

plans or statutory interventions 

where appropriate. 

 Details of the anticipated 

response should the parent fail 

to engage or drop out of 

treatment. 

 Information about other 

agencies supporting the family 

 Historical information which 

may include any previous 

concerns 
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09 Assessing parental substance misuse 
 
Agencies working with substance misusing parents should recognise that children 
are not necessarily at risk just because a parent uses substances. Many children of 
substance misusing parents receive good parenting, stability and have all their 
needs fully met. However, agencies should be alert to the possibility that substance 
misuse by a parent may lead to a child being considered as a child in need, and may 
prevent a child from receiving the level and quality of care that they need.  
 
Equally, there is a reasonable basis in research to suggest that a child whose parent 
is misusing substances’ is at increased risk. Substance misuse can demand a 
significant proportion of a parent’s time, money and energy, which will unavoidably 
reduce resources available to the child. Substance misuse may also put the child at 
an increased risk of neglect and emotional, physical or sexual abuse15, either by the 
parent or because the child becomes more vulnerable to abuse by others.  
 
The ability to parent adequately will vary depending on the amount of substance use, 
treatment undertaken, withdrawal from substances and other circumstances. It 
should not be assumed that parents who stop using substances, or stabilise their 
use would be better or safer parents.   
 
It is important to note that some parents who misuse substances do have poor 
parenting skills for reasons other than their substance use. Withdrawal can increase 
parental stress and anxiety and decrease the ability of parents to care for children. In 
addition, other sources of stress may combine to increase difficulties with parenting 
e.g. domestic violence, mental health issues – (when these behaviours co-exist with 
substance misuse it is known as the toxic trio16)  
 
Assessment needs to be on-going and respond to changes in substance use that 
may be frequent. Any changes in parental substance use will require a re-
assessment of the impact of the change on children.  
 
Agencies must look at the parent’s problem substance misuse from the perspective 
of the child to understand the impact that it has on the child’s well-being and 
development (for further information please refer to the guidance at the back of 
this procedure that aims to assist you with your assessment when determining 
the impact on children and young people – Appendix C Questions to ask). 
Each child’s needs should be assessed separately. It is important to include 
members of the family in the assessment and not exclude fathers, other relevant 
male figures who are not resident in the family home and relevant extended family 
members. It is crucial that agencies involved with a child and their family work 
closely together; to share information and agree analysis.  
  

                                                           
15

 A feature in many serious case reviews both nationally and locally 
16

 The term 'Toxic Trio' has been used to describe the issues of domestic violence, mental ill-health and 

substance misuse which have been identified as common features of families where harm to children has 
occurred. They are viewed as indicators of increased risk of harm to children and young people. 
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10 What to do if a child is at risk of significant harm and needs to 
be protected 

 
Where children and young people are considered to be at risk of significant harm17 
practitioners must make a referral to the following teams: 
 
For further information on the subsequent steps following a referral please read: 
Staffordshire: Section 3A Making Referrals 
www.staffsscb.org.uk/professionals/procedures/managingcases/ 
 
Stoke-on-Trent: Section C01 Referrals 
www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-
children/professionals-folder/procedure-manuals/c---man-individual-cases.en 

                                                           
17

 Please refer to the documents listed in point 11 for further guidance 

Staffordshire: 

First Response service based at the MASH (Multi Agency Safeguarding 
Hub): 

Free phone 0800 1313 126 

Email: firstr@staffordshire.gov.uk 

In an emergency, outside office hours, please call 0845 6042886 

Stoke-on-Trent: 

Advice and Referral Team (ART) 01782 235100 (office hours 0830 to 

1700) 

Emergency Duty Team 01782 234234 (outside office hours 1700 to 0830) 

Where there is imminent risk to a child or young person, in an 
emergency, contact the police on 999 

All professionals must confirm the details of telephone referrals confidentially 
by post to the First Response Service in the M.A.S.H / Advice and Referral 
Team within 48 hours of making their call. The Multi-Agency Referral Form 
(MARF) can be downloaded from the following links below: 

Staffordshire:  
www.staffsscb.org.uk/professionals/procedures/managingcases/ 

Stoke-on-Trent: www.safeguardingchildren.stoke.gov.uk/ccm/portal/ 

 

http://www.staffsscb.org.uk/professionals/procedures/managingcases/
http://www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-children/professionals-folder/procedure-manuals/c---man-individual-cases.en
http://www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-children/professionals-folder/procedure-manuals/c---man-individual-cases.en
http://www.staffsscb.org.uk/professionals/procedures/managingcases/
http://www.safeguardingchildren.stoke.gov.uk/ccm/portal/
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11  What to do if you are concerned that a child and the family may 
need early help 

Providing early help18 is more effective in promoting the welfare of children than 
reacting later. Early help means providing support as soon as a problem emerges, at 
any point on a child’s life, from the foundation years through to the teenage years.  
 
Effective early help relies upon local agencies working together to: 

 Identify children and families who would benefit from early help; 

 Undertake an assessment of the need for early help; 

 Provide targeted early help services to address the assessed needs of a child 
and their family which focuses on activity to significantly improve the 
outcomes for the child.  

 
All professionals working with children and/or families have a responsibility to identify 
children who are at risk of failing to achieve their potential and to ensure that 
appropriate help and support is provided at an early stage. Academic research is 
consistent in underlining the damage to children from delaying intervention. The 
actions taken by professionals to meet the needs of these children as early as 
possible can be critical to their future.   
 
Where an agency/professional believes there is the need for further support for the 
child and the family, but the concerns are not about a child/ young person being at 
risk of significant harm professionals should refer to the following document(s): 
Staffordshire’s Section 1E:  Threshold Framework ‘Accessing the Right Help at the 
Right Time’.       
 
Stoke-on-Trent: Threshold Criteria for the Guide to levels of need 
 
Both documents provide guidance that all agencies, professionals and volunteers 
can use to consider how best to meet the needs of individual children and young 
people 
 
Early Help 
Staffordshire County Council and Stoke-on-Trent City Council have systems in place 
to offer early help to children and families. In Staffordshire these are known as local 
support teams (LST’s) and in Stoke-on-Trent they are called locality teams.  
 
Further information about the teams and the services they offer can be found at: 
 
Staffordshire: 
http://www.staffordshire.gov.uk/health/childrenandfamilycare/howtogetsupportfromth
efamiliesfirstservice.aspx 
 
  

                                                           
18

 Working Together 2013, Chapter 1: Assessing need and providing help 

http://www.safeguardingchildren.stoke.gov.uk/ccm/navigation/category.jsp?categoryID=667337
http://www.staffordshire.gov.uk/health/childrenandfamilycare/howtogetsupportfromthefamiliesfirstservice.aspx
http://www.staffordshire.gov.uk/health/childrenandfamilycare/howtogetsupportfromthefamiliesfirstservice.aspx
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Stoke-on-Trent:  
 
If you need support for a child or young person – call one of the 
following: 
 
North locality – 01782 236655;  
 
Central locality – 01782 238352;  
 
South locality – 01782 237500 (these three numbers provide the front 
door access to all locality based support services) 
 
If you are looking for information about which services and organisations are 
available for Stoke-on-Trent families - call the Family Information Service Hub on 
01782 232200  
 

A list of services that offer advice, support as well as structured interventions and 
specialist treatment services for adults can be found by accessing the following links: 

Staffordshire: 
http://www.staffordshire.gov.uk/health/substancemisuse/Homepage.aspx 

Stoke-on-Trent: 

http://www.stoke.gov.uk/ccm/navigation/community-and-living/community-safety/ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.staffordshire.gov.uk/health/substancemisuse/Homepage.aspx
http://www.stoke.gov.uk/ccm/navigation/community-and-living/community-safety/
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Appendix A 
  
The Impact of Parental Substance Misuse on Children and Young People 
 
Similar to maltreatment victims, who believe the abuse is their fault, children of those 
with alcohol abuse disorders may feel guilty and responsible for the parent’s drinking 
problem. Children whose parents abuse illicit drugs live with the knowledge that their 
parents’ actions are illegal and that they may have been forced to engage in illegal 
activity on their parents’ behalf. Trust is a key child development issue and can be a 
constant struggle for those from family systems with a member who has a substance 
use disorder (Brooks and Rice 1997). 
 
Most available data on the enduring effects of parental substance abuse on children 
suggest that a parent’s drinking problem often has a detrimental effect on children. 
These data show that a parent’s alcohol problem can have cognitive, behavioural, 
psychosocial, and emotional consequences for children. Among the lifelong 
problems documented are impaired learning capacity; a propensity to develop a 
substance use disorder; adjustment problems, including increased rates of divorce, 
violence, and the need for control in relationships; and other mental disorders such 
as depression, anxiety and low self-esteem (Giglio and Kaufman 1990: Johnson and 
Leff 1999: Sherr 1997) 
 
The children of women who abuse substances during pregnancy are at risk for the 
effects of foetal alcohol syndrome, low birth weight (associated with maternal 
addiction), and sexually transmitted diseases. Latency age children (age 5 to the 
onset of puberty) frequently have school related problems, such as truancy. Older 
children may be forced prematurely to accept adult responsibilities, especially the 
care of younger siblings. In adolescence, drug experimentation may begin. Adult 
children of those with alcohol abuse disorders may exhibit problems such as 
unsatisfactory relationships, inability to manage finances, and an increased risk of 
substance use disorders. 
 
Although, in general, children with parents who abuse substances are at increased 
risk for negative consequences, positive outcomes have also been described. 
Resiliency is one example of a positive outcome (Werner 1986). Some children 
seem better able to cope than others; the same is true of spouses (Hurcom et al. 
2000). Because of their early exposure to the adversity of a family member who 
abuses substances, children develop tools to respond to extreme stress, disruption, 
and change, including mature judgment, capacity to tolerate ambiguity, autonomy, 
willingness to shoulder responsibility, and moral certitude (Wolin and Wolin 1993). 
Nonetheless, substance abuse can lead to inappropriate family subsystems and role 
taking. For instance, in a family in which a mother uses substances, a young 
daughter may be expected to take on the role of mother. When a child assumes 
adult roles and the adult abusing substances plays the role of a child, the boundaries 
essential to family functioning are blurred. The developmentally inappropriate role 
taken on by the child robs her of a childhood, unless there is the intervention by 
healthy, supportive adults. 

 

http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71279
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71673
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71431
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71431
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71679
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The spouse of a person abusing substances is likely to protect the children and 
assume parenting duties that are not fulfilled by the parent abusing substances. If 
both parents abuse alcohol or illicit drugs, the effect on children worsens. Extended 
family members may have to provide care as well as financial and psychological 
support. Grandparents frequently assume a primary care giving role. Friends and 
neighbours may also be involved in caring for the young children. In cultures with a 
community approach to family care, neighbours may step in to provide whatever 
care is needed. Sometimes it is a neighbour who brings a child abuse or neglect 
situation to the attention of child welfare officials. Most of the time, however, these 
situations go unreported and neglected. 

Step Parents/ Family 
Anderson (1992) notes that many people who abuse substances belong to 
stepfamilies. Even under ordinary circumstances, stepfamilies present special 
challenges. Children often live in two households in which different boundaries and 
ambiguous roles can be confusing. Effective co-parenting requires good 
communication and careful attention to possible areas of conflict, not only between 
biological parents, but also with their new partners. Popenoe (1995) believes that the 
difficulty of coordinating boundaries, roles, expectations, and the need for 
cooperation, places children raised in blended households at far greater risk of 
social, emotional, and behavioural problems. Children from stepfamilies may develop 
substance abuse problems to cope with their confusion about family rules and 
boundaries. 

Substance abuse can intensify problems and become an impediment to a 
stepfamily’s integration and stability. When substance abuse is part of the family, 
unique issues can arise. Such issues might include parental authority disputes, 
sexual or physical abuse, and self-esteem problems for children. 

Substance abuse by stepparents may further undermine their authority, lead to 
difficulty in forming bonds, and impair a family’s ability to address problems and 
sensitive issues. If the noncustodial parent abuses drugs or alcohol, visitation may 
have to be supervised. (Even so, visitation is important. If contact stops, children 
often blame themselves or the drug problem for a parent’s absence.) 
If a child or adolescent abuses substances, any household can experience conflict 
and continual crisis. Hoffmann (1995) found that increased adolescent marijuana use 
occurs more frequently when an adolescent living with a divorced parent and 
stepparent becomes less attached to the family. With fewer ties to the family, the 
likelihood increases that the adolescent will form attachments to peers who abuse 
substances. Weaker ties to the family and stronger ones to peers using drugs 
increase the chances of the adolescent starting to use substances or increasing 
substance use. 
 
Stepparents living in a household in which an adolescent abuses substances may 
feel they have gotten more than they bargained for and resent the time and attention 
the adolescent requires from the biological parent. Stepparents may demand that the 
adolescent leave the household and live with the other parent. In fact, a child who is 
acting out and abusing substances is not likely to be welcomed in either household 
(Anderson 1992). 
 

http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71240
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71571
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71421
http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71240
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Clinicians treating substance abuse should know that the family dynamics of blended 
families differ somewhat from those of nuclear families and require some additional 
considerations. Anderson (1992) identifies strategies for addressing substance 
abuse in a stepfamily: 
 

 The use of a genogram, which graphically depicts significant people in the client’s 
life, helps to establish relationships and pinpoint where substance abuse is and 
has been present. 

 Extensive historical work helps family members exchange memories that they 
have not previously shared. 

 Education can provide a realistic expectation of what family life can be like. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

http://www.ncbi.nlm.nih.gov/books/n/tip39/A71229/#A71240
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Appendix B 
 
Sharing Information Sharing and gaining consent 
 

 
Information sharing is crucial and barriers that prevent this from happening can have 
a tremendous impact on the welfare and safety of children and young people. Such 
professional disagreements must be resolved quickly and further guidance can be 
obtained by clicking on the link to the following:  
 
Staffordshire: Section 7B Escalation Procedure. Stoke-on-Trent: Section G02 
Resolving Inter-agency Disagreements Protocol (also known as the Escalation 
Policy) 
Further guidance on information sharing with regard to safeguarding children is 
contained in Working together to Safeguard Children (HM Government, 2013) and 
Staffordshire and Stoke-on-Trent Safeguarding Children Board’s Inter Agency 
Guidance on Information Sharing 
 
Staffordshire: www.staffsscb.org.uk/procedures 
 
Stoke-on-Trent: 
www.safeguardingchildren.stoke.gov.uk/ccm/navigation/professionals/procedure-
manuals/ 
 

National guidance about sharing information is available on the Department for 
Education’s website: 
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/a0
072915/information-sharing 
 
Further guidance is available in relation to the following: 
 
How to identify rules that apply 
 
Information Sharing: How to judge capacity to give consent 
 
How to record decisions 
 
How to seek consent 
 
How to share information securely 
 
 
 
 
 

A recurring factor in serious case reviews has been a failure to understand 
the legislation and guidance surrounding information sharing and a failure 

to share information effectively. 

http://www.staffsscb.org.uk/NR/rdonlyres/49756C30-0AF1-4BE7-A14D-385AB7D1C6D0/167800/Section7BEscalationProcedure.pdf
http://www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-children/professionals-folder/procedure-manuals/g-appeals-and-disagreements.en
http://www.safeguardingchildren.stoke.gov.uk/ccm/content/safeguarding-children/professionals-folder/procedure-manuals/g-appeals-and-disagreements.en
http://www.staffsscb.org.uk/procedures
http://www.safeguardingchildren.stoke.gov.uk/ccm/navigation/professionals/procedure-manuals/
http://www.safeguardingchildren.stoke.gov.uk/ccm/navigation/professionals/procedure-manuals/
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/a0072915/information-sharing
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/a0072915/information-sharing
http://media.education.gov.uk/assets/files/pdf/h/how%20to%20identify%20which%20rules%20apply.pdf
http://media.education.gov.uk/assets/files/pdf/h/how%20to%20judge%20capacity%20to%20give%20consent.pdf
http://media.education.gov.uk/assets/files/pdf/h/how%20to%20record%20decisions.pdf
http://media.education.gov.uk/assets/files/pdf/h/how%20to%20seek%20consent.pdf
http://media.education.gov.uk/assets/files/pdf/h/how%20to%20share%20information%20securely.pdf
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Appendix C 
Checklist of information 
 
Working Together 2013 includes guidance on effective assessment of the need for 
early help and states that; 
 
‘Children and families may need support from a wide range of local agencies. Where 
a child and family would benefit from coordinated support from more than one 
agency (e.g. education, health, housing, police) there should be an inter-agency 
assessment. These Early Help Assessments, such as the use of the Common 
Assessment Framework (CAF), should identify what help the child and family require 
to prevent needs escalating to a point where intervention would be needed via a 
statutory assessment under the Children Act 1989 (paragraph 26)’.  
  
Furthermore, any services delivered to the parents should always be evaluated to 
demonstrate the impact they are having on the outcomes for the child (Working 
Together 2013 paragraph 13) 
 
It is by no way expected that professionals working in adult services begin to carry 
out assessments on those children living with/ or visiting parents who have 
substance misuse problems. What is expected is for all agencies working with the 
family to share information that will support any assessment of the risks and needs 
to the child.  
 
The following information provides a checklist of questions that can be used to 
inform your assessment based on the needs of the child and/ or the parenting 
capacity of the parent(s)/ carers.  
 
1. Parental substance misuse 
 
When assessing parental substance misuse the following questions can be used to 
enhance the assessment. To ensure good multi agency working and information 
sharing, this assessment must be included in an offer of Early Help (EH), in line with 
local guidance, with the outcome shared and understood between professionals from 
both adults and children’s services; 
 
All staff should be able to answer the following questions: 
 

 Are children usually present during home visits, clinic or office appointments 
during normal school or nursery hours? 

 What reason has been given for the child being absent from school? 

 Is the child attending school/nursery regularly? 

 Is the child punctual for school/nursery? 

 Do parents think that their child knows about their drug use? 

 How do they know? 

 What arrangements have been made for the children when the parent goes to 
get illegal drugs or attends for supervised dispensing of prescription drugs? 

 How much money does the family spend on drug use? What % of the weekly 
income does this come to? 
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 Is the income from sources presently sufficient to feed, clothe and provide for 
children in addition to obtaining substances? 

 Who will look after the children if the parent is arrested or is unable to care for 
them? 

 What arrangements are made for storing any drugs or prescription medication? 

 Is the mother pregnant and attending ante natal care? 
 

2. When deciding whether a child may need help, agencies should consider 
the following questions: 
 
 Are there any factors which make the children particularly vulnerable, e.g. very 

young child, other special needs such as physical illness, behavioural and 
emotional problems, psychological illness or learning difficulty, threatened or 
actual loss of accommodation? 

 Consider the needs of the unborn child 
 Are there any protective factors that may reduce risk to the child? (It may be 

necessary to consult with specialist children’s service workers to determine this) 
 How does the child’s health and development compare to that of other children 

of the same age and in similar situations? 
 What kind of help do you think the child needs? 
 Do the parents perceive any difficulties and how willing are they to accept help 

and work with professionals? 
 What do you think might happen to the child? What would make it more or less 

likely? 
 Is there suspicion of neglect, injury or abuse, now or in the past? What 

happened? What effect did/does that have on the child? Is it likely to recur? 
 Is the concern the result of a single incident, a series of incidents or a 

culmination of concerns over a period of time? 
 What does the child think? What do other family members think? 
 How do you know? 
 
3. Children in the Family? Provision of Good Basic Care 
 
 How many children are in this family? 
 What are their names and ages (wherever possible, include dates of birth)? 
 Are there any children living outside the family home and, if so, where? why? 

and with whom? 
 Do the parents see any of the children as being particularly demanding 
 Are there any other special circumstances such as illness, disability which need 

to be considered 
 
For each child: 
 
 Is there adequate food, clothing and warmth for the child?  
 Are height and weight normal for the child’s age and stage of development? 
 Is the child receiving appropriate nutrition and exercise? 
 Is the child’s health and development consistent with their age and stage of 

development? Has the child received necessary immunisations? Is the child 
registered with a GP and a dentist? Do the parents seek health care for the 
child appropriately? 
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 Does the child attend nursery or school regularly? If not, why not? Is s/he 
achieving appropriate academic attainment? 

 Does the child present any behavioural or emotional problems? Does the 
parent manage the child’s distress or challenging behaviour appropriately? 

 Who normally looks after the child? 
 Is the child engaged in age-appropriate activities? 
 Are there any indications that any of the children are taking on a parenting role 

within the family (e.g. caring for other children, excessive household 
responsibilities, etc)? 

 Is the care for the child consistent and reliable? Are the child’s emotional needs 
being adequately met? 

 Is there a risk of repeated separation for example because of periods of 
imprisonment (e.g. short custodial sentences for fine default)? 

 How does the child relate to unfamiliar adults? 
 Are there non-substance using adults in the family readily accessible to the 

child who can provide appropriate care and support when necessary? 
 Does the child know about his/her parents substance use? 
 Is there evidence of drug/alcohol use by the child? 
 
4. Describing Parental Substance Use  
 
(Identify sources of information, including conflicting reports, give consideration to 
negative impact on the child). 

 Specify drug of choice and how this is used, e.g. method, frequency quantity. 

 Is the drug use by parent: 

 Experimental? i.e. only used on a few occasions maybe number of different 
drugs. 

 Recreational? i.e. not using every day may be at weekends only on pay day or 
on nights out. (Some agencies are getting away from using this term, gives a 
feel of safety) 

 Chaotic? i.e. usually variety of substances and in varying amounts frequent 
periods of intoxication and withdrawal. 

 Dependent? i.e. using substance or substances every day. Experiences 
withdrawal when not using however may be controlled and not chaotic use  

 Identify whether the drug used is illicit or prescribed and whether use is 
regularly supplemented / ‘topping up’ 

 Does the user move between these types of drug use at different times? 

 Does the parent misuse alcohol? 

 What patterns of drinking does the parent have? 

 Is the parent a binge drinker with periods of sobriety? Are there patterns to their 
bingeing? i.e. weekends or at times of stress 

 Is the parent a daily heavy drinker? 

 Does the parent use alcohol concurrently with other drugs? 

 How reliable is current information about the parent’s drug use? 

 Is there a drug-free parent/non-problematic drinker, supportive partner or 
relative? 

 Is the quality of parenting or childcare different when a parent is using drugs 
and when not using? 
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 Does the parent have any mental health problems alongside substance use? If 
so, how are mental health problems affected by the parent’s substance use? 
Are mental health problems directly related to substance use? 

 Is there any history of self-harm 

 Is there any history of sexual abuse 

 Is there any history of domestic abuse 

 Are there known learning difficulties 
 
5. Accommodation and Home Environment 
 
 Is the family’s living accommodation suitable for children? Is it adequately 

equipped and furnished? Are there appropriate sleeping arrangements for each 
child, for example does each child have a bed or cot, with sufficient bedding? 

 Are rent and bills paid? Does the family have any arrears or significant debts? 
 How long have the family lived in their current home/current area? Does the 

family move frequently? If so, why? Are there problems with neighbours, 
landlords or dealers? 

 Is the household at risk of losing their accommodation? If yes, what action has 
been taken by the landlord? 

 Do other drug users / problem drinkers share or use the accommodation? If so, 
are relationships with them harmonious, or is there conflict? 

 Is the family living in a drug-using / heavy drinking community? 
 If parents are using drugs, do children witness the taking of the drugs, or other 

substances? 
 Have the parent/s ever overdosed intentionally or accidentally? 
 Have any of the children witnessed their parents or other users having 

“overdosed”? 
 Are children exposed to intoxicated behaviour/group drinking? 
 Could other aspects of drug use constitute a risk to children (e.g. conflict with or 

between dealers, exposure to criminal activities related to drug use)? 
 
6. Procurement of drugs 
 
 Where are the children when their parents are procuring drugs or getting 

supervised methadone? Are they left alone? Are they taken to unsuitable 
places where they might be at risk such as street meeting places, flats, needle 
exchanges, adult clinics? 

 How much do the parents spend on drugs (per day? per week?) How is the 
money obtained? 

 Is this causing financial problems? 
 Do the parents sell drugs in the family home? 
 Are the parents allowing their premises to be used by other drug users? 
 Is/are the child/ren involved in the procurement of drugs? 
 
7. Health risks 
 

 Where in the household do parents store drugs / alcohol? 

 What precautions do parents take to prevent their children getting hold of their 
drug / alcohol? Are these adequate? 

 Do the children know where the drugs / alcohol are kept? 
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 Does the child/ren witness the parent/s taking their medication either at home 
or at the pharmacy? (Risk of young children copying their parents) 

 What do parent/s know about the risks of children ingesting methadone and 
other harmful substances? 

 Do parents know what to do if a child has or they suspect has consumed 
methadone or other drugs 

 Do parents know what to do if a child has consumed a large amount of alcohol? 

 Are they in touch with local agencies that can advise on issues such as needle 
exchanges, substitute prescribing programmes, detoxification and rehabilitation 
facilities? If they are in touch with agencies, how regular is the contact? 

 Is there a risk of HIV, Hepatitis B or Hepatitis C infection? 

 Are parents aware of increased risk of cot death if baby is co-sleeping when 
parents are using substances including prescribed or elicit drugs and alcohol 
[NB This also applies if sleeping on sofa or chair etc] 

 
8. If the Parent(s) inject 
 

 Where is the injecting equipment kept? In the family home? Are works kept 
securely? 

 Is injecting equipment shared? Is a needle exchange scheme used? 

 How are syringes disposed of? 

 What do parent/s know about the health risks of injecting or using drugs? 

 If pregnant, are they aware of screening tests for blood borne viruses and 
appropriate immunisations 

 
9. Family and Social Supports 
 
 Do the parents primarily associate with other substance users, non-substance 

users or both? 
 Are relatives aware of parent(s) problem alcohol/drug use? Are they supportive 

of the parent(s) and/or/child(ren)? 
 Will parents accept help from relatives, friends or professional agencies? 
 Is social isolation a problem for the family? 
 How does the community perceive the family? Do neighbours know about the 

parents drug use? Are neighbours supportive or hostile? 
 Have you considered the support of the Senior Parenting Practitioner [NB post 

primarily linked to Anti-Social Behaviour (ASB) and referrals accepted where 
there are ASB concerns as well as other issues i.e. drugs/alcohol/mental 
health/domestic abuse] or family support services. 

 
10. Parent‘s perception of the situation 
 
 What do parents think of the impact of the substance misuse on their children? 
 Is there evidence that the parents place their own needs and procurement of 

alcohol or drugs before the care and welfare of their children? 
 Do the parents know what responsibilities and power agencies have to support 

and protect children at risk? 
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11. Child centred assessment 
 
In working with and assessing the needs of children with drug or alcohol using 
parents, the work that is undertaken with them should aim to establish what it feels 
like for the child(ren) to live in that household and to establish whether the child(ren) 
need information and/or support in dealing with the issues that impact upon and 
affect them. 
 
In doing so, the worker should approach the child(ren) in a way which is appropriate 
to their age and development which enables the child to tell a story without putting 
them on the spot and forcing them to “tell tales”. The worker should attempt to 
establish the child’s level of awareness and understanding about substance misuse 
and the willingness of the child to provide information or answer questions. It is also 
important for the worker to try and establish what support the child(ren) needs and 
who might be an acceptable source for that help e.g. a friend or friend’s parent, 
family member, concerned other and so on. 

 
12.  Key areas that could be explored include the following: 
 
 What they do on a daily basis 
 Whether or not they feel safe 
 Where do they turn for help, protection and comfort 
 What it is like when their parents are under the influence of drugs and/or 

alcohol 
 What it is like when they are not 
 What fears, hopes and anxieties they have about their parents’ behaviour 
 What they would most like to change 
 What they would most like to stay the same 
 Is there violence in the home 
 Does anything else happen that frightens them 
 Extent of caring responsibilities they might assume because of parental 

drug/alcohol use 
 The extent to which developmental milestones are being met 
 Are they being bullied at school? 
 
13. Analysis: making sense of the information 
 
This is the most important part of the assessment process as a poor analysis of the 
information that has been collated will invariably lead to poor decision making and 
care planning. In making sense of the information that has been gathered, where 
that information should take the worker is framed in terms of the following questions: 
 
 Is the parents’ drug or alcohol use significantly affecting parenting capacity? 
 Is the parents’ drug or alcohol use and associated behaviour significantly 

impacting upon the child’s health and safety, social, emotional and educational 
development? 

 What are the resources and strengths in this family and how might they impact 
on the care of the child? 

 What is the parents’ understanding and attitude on the need for change? 
 What change might be acceptable and attainable? 
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 What types of professional intervention will help reduce the harm to the 
children? 

 Consider the use of universal provision as the preferred option as this is often 
less stigmatising for the children 

 Where, on the continuum of children in need/children in need of protection, 
does this particular family sit? 

Outlined below are some suggestions which may assist the analysis component of 
the assessment: 

 
 A chronology of significant events 
 Who else is involved and why? a synthesis of current information, observations 

and any other assessments 
 The views and perspectives of all interested parties, including children, parents, 

family and other professionals/agencies 
 Checks to test the reliability of information/evidence and its sources 
 Identify any other factors that may influence the assessment e.g. values of 

individual worker; parental attitudes and level of co-operation and honesty 
 Evidence based judgements underpinned by research and theory relating to 

drug and/or alcohol use, child welfare and parenting 
 Identify and utilise pooled knowledge, skills, resources and support networks 
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Appendix D 
 

National and local Serious Case Reviews involving substance misuse 
 
2013 – West Sussex – Child G  
Death of a 10 month old baby from a non-accidental head injury.  The mother’s 
boyfriend was convicted of manslaughter.  Mother was 16 and living in a hostel and 
Child G was the subject of a child in need plan.  Considers issues around supporting 
young mothers and assessing the needs of the mother and the baby; disguised 
compliance19; neglect; parenting capacity; assessing unknown men in the family; 
optimistic thinking20; failure to take up support services offered; adolescent 
behaviour; substance misuse; capacity to challenge families and professional 
colleagues. 
 
Teenage parents, homeless teenagers, disguised compliance 
Executive summary 
 

 
2013 – Manchester – Child U (overview report) 
Death of a 4 year old girl in September 2011 who was subject to a child protection 
plan.  Mother pleaded guilty to manslaughter on the grounds of diminished 
responsibility and was detained in a secure mental health facility.  History of 
inappropriate sexual behaviour by mother towards her daughter and parental mental 
health issues.  Makes interagency and various single agency recommendations 
covering children’s social care, police, GP and NHS Trusts (including mental health) 
and housing. Mentally ill parents, Substance misuse, Child sexual abuse, Hostile 
behaviour 
Executive summary 
 
2013 – Bridgend – Child P 
Death of a 16-year-old girl in Spring 2010, as a result of an overdose of 
drugs.  History of domestic abuse, family drug and alcohol misuse and evidence of 
sexual exploitation. Child P was living with a man in his late twenties at the time of 
her death, who was known to misuse substances.  Makes recommendations for 
training in safeguarding practice and skills required when working with adolescent 
children; the importance of listening to the wishes and feelings of the child in 
reaching judgments; and, understanding sexual activity by adults involving children 
as abusive and not the responsibility of the child. 
Drugs and alcohol, domestic abuse, sexual exploitation 
Executive summary 
 

                                                           
19

 Disguised compliance’ involves a parent or carer giving the appearance of co-operating with child welfare 

agencies to avoid raising suspicions, to allay professional concerns and ultimately to diffuse professional 
intervention. 

20
 Rule of optimism: Professionals too often trusted the parents’ self-reporting of their drug and alcohol 

consumption. Their substance misuse was known about but not seen as excessive or problematic. Some reviews 

talk about tidy and clean homes and happy and healthy children. 

 

http://www.westsussex.gov.uk/idoc.ashx?docid=7dc5cd5c-b8fd-4585-8181-14dbab02a6b9&version=-1
http://www.westsussex.gov.uk/idoc.ashx?docid=bf9dd26b-0133-4924-870e-37498e28d291&version=-1
http://www.manchesterscb.org.uk/docs/Child%20U%20SCR%20Published%20Overview%20Report%2028-2-13.pdf
http://www.manchesterscb.org.uk/docs/Child%20U%20SCR%20Published%20Executive%20Summary%2028-2-13.pdf
http://www.bridgend.gov.uk/web/groups/bridgendlscb/documents/services/097542.hcsp
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2012 – Leeds – Child Q 
Death of a 32-month-old baby in December 2008, as a result of ingesting a lethal 
amount of mother’s prescription drugs.  Family were known to various agencies, 
including asylum seeker services and health and police services; Child Q and an 
older sibling were known to children’s services and had presented with unexplained 
injuries at nursery and school on a number of occasions.  Mother was difficult to 
work with, manipulated agencies and in some cases intimidated staff.  Makes 
recommendations for safeguarding training for UK Border Agency staff (UKBA) and 
for professionals in recognising disguised compliance. 
Alcohol misuse, parents with a mental health problem, domestic abuse, physical 
abuse, asylum seekers  
Executive summary 
 
Local Serious Case Reviews involving substance misuse 
 
October 2010 -  Staffordshire - C1 and C2 
Death of a 14 year old girl from a methadone overdose and attempted suicide of 
another in March 2010.  Mental health issues, self-harming, abuse allegations, highly 
resistant families21, safe storage of methadone.   
Executive Summary 
 

May 2012 – Coventry – Child W  
Death of a baby, a few months old, in July 2011.  Child W was found dead by his/her 
mother, after the child had been brought to bed by the mother’s partner and placed 
between the couple as they slept.  History of domestic abuse and family were known 
to various agencies in Coventry and previous place of residence, Birmingham, where 
Child W’s older siblings had been subject to child protection plans.  Makes 
recommendations covering: the provision of residential accommodation to those 
fleeing domestic violence; patterns of multi-agency working; and, risk assessment 
processes and tools used by professionals. Domestic abuse, substance misuse 
Executive summary 
 
[2012]- Leicester – Child U 
Death of a child in 2007 following admission to hospital with significant 
injuries.  Makes recommendations covering issues including: the importance of 
fathers in assessments and in providing services; pre-birth assessments; risks to 
children from adults where there may be domestic abuse combined with illegal drug 
taking; and, overly optimistic thinking from professionals.  
Physical abuse, drug misuse, domestic abuse 
Executive summary 
 
 
 
  

                                                           
21

 Highly resistant’ families refers to families where interventions are not providing timely, improved outcomes 
for children. 

http://www.leedslscb.org.uk/professionals/executivesummaries/Child%20Q/child-Q-executive-summary.shtml
http://www.staffsscb.org.uk/NR/rdonlyres/E00269FB-30DC-4E80-9062-F52FB3426303/164140/NS10StaffordshireExecutiveSummaryFINALFORPUBLICATI.pdf
http://www.staffsscb.org.uk/NR/rdonlyres/45C92F1F-65DC-4268-9299-9FC3FFD38E7D/166834/PublishedChildYExecutiveSummaryOctober2011.pdf
http://www.coventrylscb.org.uk/files/Cov%20SCB%20Exec%20Summary%20number%207.doc
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Appendix E 
Relevant Legislation and Guidance 
 

 Misuse of Drugs Act 1971 www.legislation.gov.uk/ukpga/1971/38/contents 
 

 The Mental Health Act 1983 www.legislation.gov.uk/ukpga/1983/20/contents 
 

 Disability Discrimination Acts 1995, 2005 
www.legislation.gov.uk/ukpga/2005/13/contents 
 

 The Children Act 1989 www.legislation.gov.uk/ukpga/1989/41/contents 
 

 The Children Act 2004 www.legislation.gov.uk/ukpga/2004/31/contents 
 

 The NHS and Community Care Act 1990 
www.legislation.gov.uk/ukpga/1990/19/contents 
 

 The Human Rights Act 1998 www.legislation.gov.uk/ukpga/1998/42/contents 
 

 The National Service Framework for Mental Health 2000 
www.gov.uk/government/publications/quality-standards-for-mental-health-
services 
 

 Fair Access to Care Services 2002 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandst
atistics/Lettersandcirculars/LocalAuthorityCirculars/AllLocalAuthority/DH_400473
4 
 

 Working Together to Safeguard Children 2013 
www.education.gov.uk/aboutdfe/statutory/g00213160/working-together-to-
safeguard-children 

 
 
 
 
 
 
 
 
 
 
  

http://www.legislation.gov.uk/ukpga/1971/38/contents
http://www.legislation.gov.uk/ukpga/1983/20/contents
http://www.legislation.gov.uk/ukpga/2005/13/contents
http://www.legislation.gov.uk/ukpga/1989/41/contents
http://www.legislation.gov.uk/ukpga/2004/31/contents
http://www.legislation.gov.uk/ukpga/1990/19/contents
http://www.legislation.gov.uk/ukpga/1998/42/contents
http://www.gov.uk/government/publications/quality-standards-for-mental-health-services
http://www.gov.uk/government/publications/quality-standards-for-mental-health-services
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Appendix G 
Glossary 
 
Addiction: A chronic, relapsing disease characterized by compulsive drug seeking 
and use, despite serious adverse consequences, and by long-lasting changes in the 
brain. 

Agonist: A chemical entity that binds to a receptor and activates it, mimicking the 
action of the natural (or abused) substance that binds there. 

Antagonist: A chemical entity that binds to a receptor and blocks its activation. 
Antagonists prevent the natural (or abused) substance from activating its receptor. 

Barbiturate: A type of CNS depressant prescribed to promote sleep (usually in 
surgical procedures) or as an anticonvulsant. 

Benzodiazepine: A type of CNS depressant prescribed to relieve anxiety and sleep 
problems. Valium and Xanax are among the most widely prescribed medications. 

Buprenorphine: A mixed opiate agonist/antagonist medication approved by the 
FDA in October 2002 for the treatment of opioid addiction (e.g., heroin). 

Central Nervous System: The brain and spinal cord. 

CNS Depressants: A class of drugs that slow CNS function (also called sedatives 
and tranquilizers), some of which are used to treat anxiety and sleep disorders; 
includes barbiturates and benzodiazepines. 

Comorbidity: The occurrence of two disorders or illnesses in the same person, also 
referred to as co-occurring conditions or dual diagnosis. Patients with comorbid 
illnesses may experience a more severe illness course and require treatment for 
each or all conditions. 

Detoxification: A process in which the body rids itself of a drug (or its metabolites). 
During this period, withdrawal symptoms can emerge that may require medical 
treatment. This is often the first step in drug abuse treatment. 

Dopamine: A brain chemical, classified as a neurotransmitter, found in regions that 
regulate movement, emotion, motivation, and pleasure. 

Methadone: A long-acting synthetic opioid medication that is effective in treating 
opioid addiction and pain. 

Narcolepsy: A disorder characterized by uncontrollable episodes of deep sleep. 

Norepinephrine: A neurotransmitter present in the brain and the peripheral 
(sympathetic) nervous system; and a hormone released by the adrenal glands. 
Norepinephrine is involved in attention, responses to stress, and it regulates smooth 
muscle contraction, heart rate, and blood pressure. 

Opioid: A compound or drug that binds to receptors in the brain involved in the 
control of pain and other functions (e.g., morphine, heroin, hydrocodone, 
oxycodone). 
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Physical Dependence: An adaptive physiological state that occurs with regular drug 
use and results in a withdrawal syndrome when drug use is stopped; often occurs 
with tolerance. Physical dependence can happen with chronic—even appropriate—
use of many medications, and by itself does not constitute addiction. 

Polydrug Abuse: The abuse of two or more drugs at the same time, such as CNS 
depressants and alcohol. 

Prescription Drug Abuse: The use of a medication without a prescription; in a way 
other than as prescribed; or for the experience or feeling elicited. This term is used 
interchangeably with "nonmedical" use, a term employed by many of the national 
surveys. 

Psychotherapeutics: Drugs that have an effect on the function of the brain and that 
often are used to treat psychiatric/neurologic disorders; includes opioids, CNS 
depressants, and stimulants. 

Respiratory Depression: Slowing of respiration (breathing) that results in the 
reduced availability of oxygen to vital organs. 

Sedatives: Drugs that suppress anxiety and promote sleep; the NSDUH 
classification includes benzodiazepines, barbiturates, and other types of CNS 
depressants. 

Stimulants: A class of drugs that enhances the activity of monamines (such as 
dopamine) in the brain, increasing arousal, heart rate, blood pressure, and 
respiration, and decreasing appetite; includes some medications used to treat 
attention-deficit hyperactivity disorder (e.g., methylphenidate and amphetamines), as 
well as cocaine and methamphetamine. 

Tolerance: A condition in which higher doses of a drug are required to produce the 
same effect achieved during initial use; often associated with physical dependence. 

Tranquilizers: Drugs prescribed to promote sleep or reduce anxiety; the NSDUH 
classification includes benzodiazepines, barbiturates, and other types of CNS 
depressants. 

Withdrawal: Symptoms that occur after chronic use of a drug is reduced abruptly or 
stopped. 

  

 


