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Presentation Notes
Today, I am going to talk with you a bit about family involvement interventions in the U.S.




Presentation Objectives

Background on child maltreatment in the U.S.
Where family involvement interventions fit in
Evidence base supporting intervention use

Theory of change & evaluation design for
Baltimore City team decision-making (TDM)
program

Conclusions
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But before I get into what family involvement interventions are, I am going to provide you with some background on child maltreatment in the U.S. as well as the way in which the child welfare system generally responds to child maltreatment. I will then describe what family involvement interventions are, how they are being used in the child welfare system, and the present state of research on these interventions. I will present my theory of change regarding these interventions and my proposed outcome evaluation design to further study one model of these interventions- Team decision-making (TDM) as it is presently being implemented by the Baltimore City Department of Social Services. Please feel free to ask questions at any time during the presentation.


What constitutes child maltreatment
In the U.S.?

“Any recent act or failure to act on the part of
a parent or caretaker, which results in the
death, serious physical or emotional harm,
sexual exploitation; or an act of failure to act,
which presents an imminent risk of serious
harm” (U.S. DHHS, 2008).
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According to the Child Abuse Treatment and Prevention Act (CAPTA) as amended by the keeping Children and Families Safe Act of 2003, the definition provided on this slide constitutes the minimum criteria by which each state bases its state-specific child maltreatment definition. In sum, this definition reflects that child maltreatment is defined according to direct harm or a threat of harm caused by the action and/or inaction of a child’s caregiver(s). It important to recognize, that child maltreatment may be substantiated, unsubstantiated, or indicated. 


Child Maltreatment Types

o States primarily recognize five categories of child
maltreatment.

Neglect: Failure to meet a child’s basic needs (64.1%).

Physical abuse: Child’s body is injured as a result of physical
assault (16.0%)

Sexual abuse: Engaging a child in a sexual act (8.8%).

Emotional/Psychological abuse: Behaviors that harm a child’s
sense of self-worth and well-being (6.6%).

“Other” maltreatment: Includes abandonment, perinatal
drug exposure, educational & medical neglect (14.3%).

Source: CDC, 2008; DHHS, 2008
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Most states recognize four main types of child maltreatment, including neglect, physical abuse, sexual abuse, and psychological or emotional abuse. States most commonly include medical and educational neglect as well as abandonment within the “other” maltreatment category. However, again, there is state-to-state variation in child maltreatment categories. The main thing to remember, is that neglect has and continues to account for the largest proportion of maltreatment nationwide. As with child maltreatment categories, there is inter-state variation in terms of how each maltreatment type is defined. However, generally neglect is defined as is “the failure to meet a child’s basic needs. These needs include housing, food, clothing, education, and access to medical care” (CDC, 2007).


The Burden of Child Maltreatment

U.S. Disposition and Victimization Rates
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Source: DHHS, 2008

In 2006, there were an estimated 905,000
child maltreatment victims in the U.S.
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The numbers on this slide were taken from the Child Maltreatment 2006 report, which was published by the Children’s Bureau of the Department of Health and Human Services in March 2008. The blue line represents the number of children for which Child Protective Services (CPS) investigations occurred because of screened-in child maltreatment reports or allegations. This means, that these reports warranted further investigation according to state-specific criteria. The red line is the number of CPS investigations for which the disposition or determination of abuse was substantiated or in the case of Maryland, “indicated.” A substantiated disposition essentially means that CPS determined that there was sufficient evidence based on the investigation to conclude that the maltreatment did in fact occur. As you can see that neither the disposition nor victimization rates of child maltreatment have dramatically changed over the past five years.  In addition, it important to note that the substantiated maltreatment rate is relatively low in comparison to the CPS  investigation/dispositions rate. So, only about a quarter of those cases investigated are substantiated. The last point I would like to make about this slide, it that although the substantiated maltreatment rate has remained relatively constant between and within states there is often a great deal of variability in maltreatment rates. For example, in Maryland during 2005, the state-level substantiated maltreatment rate was 4.4 maltreatment victims per 1,000 children; whereas, the Baltimore City rate was 11.3 maltreatment victims per 1,000 children (DHR, 2006).


Child Maltreatment Conseguences

1,530 child maltreatment related fatalities in 2006 (DHHS, 2008).

Over half a million (513,000) children placed in foster care as of
2006 (AFCARS, 2007).

2003 NSCAW: 19-28% of children in foster care for one year
were determined to have special needs that would qualify them
for special-ed. Youth in foster care also had a significantly higher
Incidence of delinquent behaviors than other youth.

Kaiser studies: Graded associations between exposure to
adverse childhood experiences (ACE) and odds of chronic health
conditions, risk behaviors, and mental health status (Edwards et
al., 2003; Felitti et al., 1998).
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So why is this a public health issue? I think that many of you have read or heard about research related to the adverse consequences that maltreatment may have for children throughout their life spans. Jack Schoenkoff talked about some of the retrospective evidence related to adverse health outcomes for children that experience adverse childhood experiences.  


Family-level Risk Factors

Poverty

Social support/isolation

Family disorganization & violence
Parenting skills

Substance abuse

Mental health

Source: CDC, 2008
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So we know that the factors listed on this slide are risk factors for child maltreatment in the U.S. In addition, research has shown that the continued presence of these factors once child maltreatment has been substantiated by CPS affects the likelihood of recurrent maltreatment,if the child remains placed with the parents, whom are most often the maltreatment perpetrators, and if the child is removed from his/her home following maltreatment, then these factors may affect case-level outcomes, including length of stay in foster care, likelihood of reunification with parents, and other permanency related outcomes.


Team Decision-Making (TDM)

Multi-disciplinary meetings with families, extended
families, community members, providers of
services, and child welfare staff that are held when
[out-of-home] placement is contemplated, when a
change in placement may occur, or when
reunification is iImminent. The goal [of TDM] Is to
reach consensus about a plan which protects the

children and preserves or reunifies the family
(DeMuro, 1997).
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So, team decision-making is one model of family involvement intervention that has been adapted as a strategy by the Annie E. Casey Foundation’s Family to Family Initiative. This initiative was launched at multiple child welfare sites during the early 1990’s. Overall, TDM is relatively similar to other family involvement interventions in terms of the underlying philosophies and intervention goals related to mobilizing social support for families and engaging and empowering them; however, it differs in several important ways from older family involvement intervention models, such as Family Group Conferencing and Family Group Decision Making. That is, TDM does not include family private time, during which the family makes a plan independently of the child welfare staff and other professionals. Rather, during TDM meetings a plan is created with both family members and professionals together. In addition, TDM does not typically involve as much preparation time as other family intervention models, since one TDM-specific goal is that TDM meetings are held prior to placement and/or custodial changes for children whenever possible. As was described in the previous case study, TDM meetings have a standard process that is led by a trained facilitator, who is typically employed by the public child welfare agency, but does not serve as a caseworker for children and families. That is, the facilitator is usually solely a facilitator. TDM has become an increasingly popular model of family involvement intervention among child welfare agencies, since it generally requires less of a time commitment from staff and does not require CPS workers to grant families as much autonomy in the decision-making process. However, despite its increasing utilization, there has been virtually no empirical research specifically focused on TDM and its outcomes.


Evidence Base

A handful of peer-reviewed journal articles.

Findings primarily based on retrospective, administrative data
related to long-term case-level outcomes.

Limitations of findings- selection bias, small sample sizes.

Bottom line (1)...inconclusive evidence base supporting the
utilization in terms of long-term child welfare outcomes.

Bottom line (2)...similarities between family involvement
iInterventions with respect to short-term & intermediate goals.
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Along these same lines, there has been very little empirical research more generally on family involvement interventions. Most of the research thus far, has been on Family Group Decision Making and Family Group Conferencing. Nevertheless, the total number of peer-reviewed journal articles that describe empirical research related to these interventions is very limited. Overall, there are less than 10 studies. Further, as you can see on this slide, the empirical studies that have been conducted have had a number of limitations primarily related to selection bias, small sample sizes, and the type of data being collected. Most of these studies have used retrospective administrative data related to long-term case outcomes, such as length of stay in out-of-home care, placement stability, recurrent maltreatment, and permanency, to measure the impact of family involvement interventions. However, virtually no studies have prospectively measured the initial and intermediate outcomes of these interventions among families. Although, I previously mentioned several ways in which different family involvement intervention models may differ, there are fundamental similarities between family involvement interventions in terms of the types of initial and intermediate outcomes that these interventions are intended to elicit.  These similarities informed my following theory of change.


Theory of Change

Crosscutting historical, political, economic, environmental trends at societal, community, neighborhood,
and/or family levels
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Evaluation Design

Setting: Baltimore City Department of Social Services

Sample: Families with substantiated maltreatment whose children are
at-risk of removal from East Baltimore (experimental group) & families
with substantiated child maltreatment from West Baltimore whose
children are at-risk of removal (control group).

Design: Quasi-experimental nonequivalent control group

Null hypothesis: No difference between groups in terms of change in
social support, collaboration, and compliance.

Alternative hypothesis: Difference observed between groups in
terms change in social support, collaboration, and/or compliance.
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Using this theory of change as a foundation, I developed an evaluative research proposal. This proposal is also somewhat based on my internship at Advocates for Children and Youth, in which I researched various team decision-making programs in several Maryland jurisdictions. So, this is my study design in a nutshell. I am particularly interested in the Baltimore City Department of Social Services for several reasons. First, Baltimore City has been implementing TDM and will most likely continue to implement TDM only for families with substantiated maltreatment that are living in East Baltimore. So, families living in West Baltimore do not receive this intervention- instead those families with substantiated maltreatment experience the traditional CPS response described on the handout. Since there is naturally an internal control group, this presents a very feasible opportunity for research with a quasi-experimental design. I am also interested in Baltimore City, because Baltimore City has both the highest child maltreatment rate (at 11.4 victims per 1,000 children in the state of MD during 2005- statewide the rate is about 4.4 victims per 1,000 children) and the highest out-of-home placement rate for children that enter state custody at 30 children placed in foster care per 1,000 children- statewide the rate is about 10 children placed in out-of-home care per 1,000 children. So, Baltimore City has the largest number of child maltreatment victims and child in foster care compared to all other MD jurisdictions. In addition, Baltimore City has had about 10 child fatalities over the past year as a result of child maltreatment, which is considered very high. Therefore, aside from presenting a great research opportunity, there is a pressing need for interventions and change with respect to the child welfare response and system in Baltimore City. So, keeping the theory of change in mind, I am primarily interested in measuring the change in levels of perceived social support, collaboration, compliance, and diversion of placement rates among families with substantiated maltreatment that receive the TDM intervention compared to those Baltimore City families with substantiated maltreatment that do not receive the TDM intervention. I would also want to look at the long-term child welfare outcomes presented in my theory of change for these families by looking at administrative data 12-15 months following the initial substantiation of maltreatment by CPS. 


Limitations & Strengths

Selection bias, regression to the mean, contamination, testing,
& attrition are all possible threats to internal validity.

This evaluation design does not include a comprehensive
process evaluation component.

This is a politically & logistically feasible design.

By using an internal control group, the equivalence of
comparison groups may be increased.
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There are always limitations with research designs, so I have listed some of those that I believe are most likely to threaten the internal validity. I think one of the most important limitations of this design is that it does not include a comprehensive process evaluation component. However, as many of you know, with limited resources and time, this is often difficult when also conducting an outcome evaluation study.  I will add that I have been working on a process design with Advocates for Children and Youth of this particular program, so if I were to actually conduct this research I would likely use some of that data to better determine the fidelity of the intervention as it is being implemented as well as the dose and reach of the intervention among family members exposed. 


Conclusions

Currently, there is insufficient evidence indicating that these
interventions are efficacious for children and families.

The proposed research is intended to provide more evidence with
respect to the initial and intermediate outcomes of family
Involvement interventions, specifically team decision-making.

Research indicating that family involvement interventions elicit
positive psychosocial and behavioral outcomes among families may
be sufficient to warrant continued utilization of these interventions.

If more children are diverted to relative foster/kinship care as a
result of family involvement interventions, then more resources will
need to be allocated to these caregivers.
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So, the implications of the proposed research are that it may provide further insight regarding the descriptive causation of these interventions, specifically TDM. By elucidating beneficial initial and intermediate outcomes through research, this type of evidence may be sufficient to sustain the funding and implementation of these interventions at public child welfare agencies. This research may also indicate which types of family members most benefit from this type of intervention. If interventions, like, TDM are effective at diverting the number of children placed in non-relative and congregate care, but an increasing number of children are instead placed in substitute relative or kinship care, then the provision of resources to these caregivers will need to be increased. In addition, if more children are placed with relatives and kin as a result of family involvement interventions, then increasing funds for subsidized guardianship may also need to be considered by governments, since subsidized guardianship enables extended family members to become custodial guardians with financial support of children without terminating parental rights. That is, children can achieve permanency with relative foster parents, but  still maintain some connection with biological parents. 
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