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DBHDS Case Management for Substance Use Disorders
Module 5: Serving Special Populations
Case Study
Carmen: Integrated Support for Pregnant and Parenting Clients	Comment by Knight, Glenda (DBHDS): The DBHDS 48-hour admission policy is for pregnant women only.	Comment by Knight, Glenda (DBHDS): Change the term "individual" to "women"
Initial Presentation
Carmen, a 24-year-old mother of two young children, was referred to the community behavioral health clinic by Child Protective Services (CPS). The clinic scheduled her initial appointment within 48 hours per DBHDS protocols for pregnant women. Carmen had been using heroin regularly for the past six months, following several years of intermittent opioid misuse that escalated after the birth of her second child. 
At intake, Carmen appeared tearful and physically withdrawn, expressing profound hopelessness and guilt. She had been diagnosed with Major Depressive Disorder and disclosed a significant history of intimate partner violence (IPV) from her now-estranged husband.
Complex Family Dynamics
Carmen's children—five-year-old Leila and two-week-old Noah—were both born substance-exposed, experiencing neonatal abstinence syndrome (NAS) that required extended hospitalization and specialized care after birth. Carmen recalled those early days with visible distress, describing how nurses cared for her babies when she was too sick, ashamed, or sedated to hold them herself. These memories intensified her guilt and reinforced her belief that she had already failed as a mother.
Trauma History and Path to Substance Use
Carmen's journey into addiction developed gradually, rooted in intergenerational trauma and instability. Raised in a family with generational substance abuse patterns, she experienced neglect and emotional abuse throughout childhood. At 22, she married seeking stability and love, but the relationship quickly became abusive. Her husband controlled her finances, systematically isolated her from support networks, and physically assaulted her on multiple occasions. When she became pregnant with Leila, Carmen hoped motherhood would inspire change in her partner; instead, the stress of parenting intensified his violence.
Carmen first used opioids when a friend offered her a pill to "take the edge off" following a particularly violent episode. The numbing effect provided a temporary escape from physical and emotional pain. As prescription pills became expensive and difficult to obtain, she transitioned to injecting heroin—a cheaper, more accessible alternative that deepened her dependency.
Her depression worsened progressively, amplified by shame about using drugs during pregnancy, social isolation, and terror at the prospect of losing her children. After Noah's birth, CPS became involved due to his NAS diagnosis. While Carmen retained custody under a conditional safety plan with close supervision, the threat of losing her children became both her greatest fear and, in her words, "the wake-up call I didn't know I needed."
Treatment Engagement and Service Coordination
Though Carmen had attempted residential treatment programs previously, she expressed a strong preference for outpatient services that would allow her to remain with her children. She was referred to a specialized program designed specifically for pregnant and parenting women affected by addiction. By her third week in the program, Carmen had begun Medications for Opioid Use Disorder (MOUD) treatment with buprenorphine and was actively participating in a women's trauma-informed therapy group. She engaged in individual therapy sessions that addressed both her depression and trauma history while working to develop healthier coping strategies.
Comprehensive Case Management
Carmen's case manager played a pivotal role in coordinating her complex needs. Through person-centered home visits and accompaniment to CPS appointments, the case manager helped Carmen navigate multiple systems while building trust and reducing her anxiety about service engagement. The case manager coordinated essential concrete support including safe housing applications, transportation to appointments, childcare during treatment sessions, and connection with a new pediatrician experienced in caring for substance-exposed infants.
Multidisciplinary Team Approach
Carmen's care team developed an integrated treatment plan that addressed her multiple intersecting needs. The team maintained her MAT regimen with routine drug testing to support both her recovery and her ability to parent effectively. Weekly individual psychotherapy with a trauma-focused clinician helped her process past experiences while developing emotional regulation skills. 
The plan incorporated parenting support services and early childhood interventions for both children, recognizing that supporting the entire family unit was essential for sustainable recovery. Through careful collaboration with CPS and domestic violence advocacy programs, the team worked to ensure safety while supporting family preservation. Long-term housing stability planning addressed one of Carmen's most pressing concerns, while connection with a peer recovery support worker who had lived experience as a parent in recovery provided crucial emotional support and hope. A home visiting program offered additional in-home support, helping Carmen implement parenting strategies and recovery skills in her daily environment.

Building Hope and Self-Worth
Carmen often expressed her struggle to "believe that I deserve a second chance," reflecting the deep shame and self-doubt that complicated her recovery journey. Her story illustrates the layered complexity of addiction, mental health challenges, and trauma that many mothers face while simultaneously navigating child welfare systems, recovery services, and their own healing process. The case manager's role in holding hope when Carmen couldn't, while providing practical support and system navigation, proved essential to her engagement and early progress.
Final note: While Carmen’s story focuses on pregnant and parenting women, the same coordination principles apply across special populations. With a parent involved in the justice system, the case manager would align with probation or reentry staff, coordinate court-related requirements, and maintain consistent communication to reduce missed appointments. With an adolescent, the plan would emphasize family engagement, school partnership, and developmentally appropriate goals that build skills and confidence.


Reflect & Apply
1. Module 5 explained that DBHDS requires appointments within 48 hours for pregnant women. The clinic scheduled Carmen's appointment within this timeframe despite her being referred by CPS. 
a. Analyze why this rapid response protocol exists for this population. 
b. What specific risks might have increased if Carmen had faced typical wait times for services?
2. You learned that case management for special populations requires coordinating multiple systems with different priorities. Carmen's care involved CPS (child safety focus), treatment providers (recovery focus), and family court (legal compliance focus). Examine how the case manager balanced these potentially conflicting demands. 
a. What strategies helped maintain Carmen's engagement while satisfying CPS requirements?
3. As covered in the module, advocacy becomes crucial when supporting family preservation while ensuring child safety. Carmen retained custody under a conditional safety plan despite both children being born substance exposed. Analyze the case manager's role in this delicate balance. 
a. What specific interventions supported both goals simultaneously?
4. The module emphasized addressing social determinants like housing, childcare, and economic stability. Examine how Carmen's case manager coordinated "concrete supports" alongside clinical services. 
a. Why was the peer recovery support worker with "lived experience as a parent in recovery" particularly crucial for Carmen's engagement?
5. Recall that core case management functions require adaptation for special populations. The case manager provided "person-centered home visits and accompaniment to CPS appointments." 
a. How do these adaptations of the monitoring and advocacy functions differ from standard case management? 
b. What might have happened with a less intensive approach given Carmen's statement about deserving "a second chance"?

How Did You Do? Sample Responses for Carmen's Case
These sample responses demonstrate how to connect special populations concepts to real practice situations. Your answers may differ based on your experience and setting - the goal is to show clear understanding of the concepts and thoughtful application to the case.
Note: Strong responses will reference specific details from both the case study and Module 5 concepts.
1. Sample Response
The 48-hour protocol exists because pregnancy creates critical intervention windows where both parent and developing child face immediate health risks from substance use. Module 5 explained that DBHDS provides federal and state funding specifically to ensure pregnant women receive rapid access to "gender-specific, evidence-based treatment approaches." For Carmen, who was actively using heroin, quick engagement could prevent serious complications like placental abruption, preterm labor, or fetal death. Additionally, pregnancy often represents heightened motivation for change - Carmen described CPS involvement as "the wake-up call I didn't know I needed."
With typical wait times of 2-4 weeks, Carmen might have continued using heroin throughout critical fetal development periods. Her "profound hopelessness and guilt" could have deepened without immediate support, potentially increasing overdose risk or suicide attempts. The protocol recognizes that this population faces compounding time-sensitive risks: medical complications from substance use during pregnancy, fleeting windows of motivation, and system pressures from CPS involvement that interpret delays as non-compliance. Immediate engagement allowed the clinic to begin MOUD treatment with buprenorphine by week three, potentially preventing neonatal abstinence syndrome in future pregnancies.
Key Takeaway: Priority protocols for pregnant women recognize converging medical urgency, psychological readiness, and system requirements that make immediate intervention essential.
2. Sample Response
The case manager balanced competing system demands through transparent communication and integrated planning that addressed each system's priorities simultaneously. Rather than treating CPS as adversarial, she "accompanied Carmen to CPS appointments," reducing anxiety while demonstrating collaborative engagement. This showed CPS that Carmen had professional support while helping Carmen feel less alone facing the system that could remove her children. The integrated treatment plan served multiple purposes: MOUD treatment with routine drug testing satisfied CPS's need for accountability while supporting Carmen's recovery, and weekly psychotherapy addressed both trauma (treatment priority) and "parenting capacity" (CPS concern).
The case manager maintained Carmen's engagement by helping her navigate the "conditional safety plan with close supervision" as a supportive structure rather than punitive surveillance. Home visits allowed real-time parenting support while providing observation for CPS reporting. The strategy of coordinating "parenting support services and early childhood interventions for both children" demonstrated to CPS that the family's needs were being comprehensively addressed. By framing all interventions as working toward family preservation - Carmen's stated desire - rather than competing agendas, the case manager transformed potentially conflicting demands into aligned goals.
Key Takeaway: Successful multi-system coordination finds overlapping objectives and frames requirements as supportive structures rather than punitive measures.
3. Sample Response
The case manager's advocacy centered on demonstrating that family preservation and child safety weren't mutually exclusive goals. By coordinating comprehensive supports - MOUD treatment, trauma-informed therapy, parenting services, home visiting - she showed CPS that risks could be managed while keeping the family together. The "conditional safety plan with close supervision" represented a negotiated middle ground that satisfied CPS's safety mandate while preserving Carmen's parental rights and her children's attachment relationships. Module 5 emphasized that advocacy becomes crucial in supporting family preservation while ensuring safety.
Specific interventions directly addressed both goals: connecting Carmen with "a new pediatrician experienced in caring for substance-exposed infants" ensured the children's medical needs were met while demonstrating proactive risk management to CPS. The home visiting program provided "in-home support, helping Carmen implement parenting strategies and recovery skills" - simultaneously building parenting capacity and allowing professional observation. Documentation that met "both treatment and legal standards" became advocacy by demonstrating Carmen's progress toward recovery and improved parenting capacity. The case manager's role in "holding hope when Carmen couldn't" while providing concrete support showed CPS that Carmen had a robust support system committed to family preservation.
Key Takeaway: Effective advocacy demonstrates through coordinated action that comprehensive support can achieve both child safety and family preservation simultaneously.
4. Sample Response
The concrete supports addressed barriers that could derail recovery regardless of motivation. Safe housing applications recognized that instability triggers relapse, while transportation to appointments removed the impossible choice between attending treatment and managing childcare logistics. "Childcare during treatment sessions" eliminated a critical barrier - without it, Carmen would face bringing young children to inappropriate settings or missing treatment entirely. These supports prevented the cascade of problems that often lead to relapse: missed appointments interpreted as non-compliance, housing instability creating chaos, lack of childcare forcing impossible choices.
The peer recovery support worker was particularly crucial because she provided hope through lived experience that professional support alone couldn't offer. Carmen struggled to "believe that I deserve a second chance" - hearing from someone who had navigated CPS involvement, maintained recovery, and kept their children provided proof that redemption was possible. This peer could address the specific shame of using "drugs during pregnancy" and the guilt about babies requiring "extended hospitalization and specialized care" from NAS. Module 5 emphasized that peer support provides "credible hope" - for Carmen, seeing another parent who had walked this path and succeeded addressed her deepest fear about "already [having] failed as a mother."
Key Takeaway: Concrete supports remove practical barriers while peer support with lived experience addresses the unique emotional barriers facing parents in recovery.
5. Sample Response
Home visits adapted the monitoring function by meeting Carmen in her actual parenting environment where real challenges emerged. Standard office-based monitoring would miss crucial dynamics - how she managed both children's needs simultaneously, environmental triggers in her living space, and practical implementation of parenting strategies. "Person-centered home visits" allowed the case manager to provide real-time coaching while observing family functioning in context. This adaptation recognized that parenting skills discussed in an office might not translate to managing a crying infant while a five-year-old needs attention.
Accompaniment to CPS appointments transformed advocacy from behind-the-scenes coordination to visible, active support. Carmen arrived "tearful and physically withdrawn, expressing profound hopelessness" - facing CPS alone in this state could have resulted in misinterpretation of her commitment or capacity. The case manager's physical presence provided emotional regulation support while ensuring accurate communication between systems. With less intensive support, Carmen's "deep shame and self-doubt" might have led to missed appointments (seen as non-compliance), inability to articulate her needs or progress, or complete disengagement from services. Given her belief about not deserving "a second chance," standard case management might have reinforced her sense of failure rather than building the hope necessary for sustained engagement.
Key Takeaway: Intensive adaptations provide support precisely when and where clients are most vulnerable, preventing crises that standard approaches might precipitate.



