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Executive Summary
Background and M ethodology

Thisisthefirst of two reports providing results from an evaluation of servicesin the
Bureau of Milwaukee Child Welfare. This report covers the Bureau's Safety Services program,
which provides in-home supports and risk-prevention services to families who have had
substantiated child maltreatment reports. The second report will address the Bureau' s Initial
Assessment Services and its Ongoing Services program for children placed in out-of-home care.
The evaluation is being completed by the University of Chicago and the University of
Wisconsin-Milwaukee with funding from the State of Wisconsin and the Jane B. Pettit and
Annie E. Casey Foundations.

The central goal of the evaluation isto determineif children and families benefit from
services they receive. Measures include the frequency of occurrence of re-reports of alleged
abuse or neglect, the frequency with which children served by Safety Services are later placed in
out-of-home care, and indicators of overall quality of family functioning and child well-being. A
further goa isto gather data on problems and needs of families that can be used to facilitate
service planning.

A total of 480 families were included in the study sample, representing the first 100 cases
that opened at each of the Bureau’ s five Safety Services sites between November 2000 and
November 2001. New cases were accepted until each site reached 100 cases, though 20 invalid
cases were |ater dropped. Data on each case were drawn from two sources--assessments by case
managers using an online survey form and telephone or in-person interviews with the primary
caregiver in the home (usually a parent). Surveys were administered within 30 days of case

opening (Time 1) and again within 30 days of case closing (Time 2). One child from each family



was selected at random as the “target child” for the surveys. Information on some cases was lost
due to nonresponse by case managers or caregivers or to completion of some surveys on the
wrong child. Complete case manager results were thus available for 433 children (90.2%), and
caregiver results were available for 316 children (65.8%).
Characteristics of Case Managers

Sixty-eight Safety Services case managers employed by contract agencies participated in
the study, completing an average of about six case assessments each. Case managers were
predominantly female (90.3%), Caucasian (58.1%), and age 28 or younger (62.9%) at the time of
the surveys. They had a median of 2.5 years experience in social work, 18 monthsin child
welfare, and 8.5 months with their current agency. Of those reporting, al but two held bachelor’s
degrees and eight had master’ s degrees. Their caseloads averaged 11 families having atotal of 33
children. Most case managers (88.5%) rated information they received about their cases from
Initial Assessment as adequate or better. Both case managers and caregivers reported that case
managers had at least weekly contact with each family in their casel oads.

Demogr aphic and Economic Characteristics of Children and Their Caregivers

A magjority of target children were age 9 or older (57.5%), female (52.6%), and African
American (61.4%). Most (80.8%) lived in homes with one or more other children present.
Between 17 and 25 percent (depending on the information source) had one or more disabilities,
14 to 17 percent had mental health or serious behavioral problems, and 17 percent had one or
more physical health problems. A minority (28.4%) of caregivers reported having been asked
about the child’simmunizations or other health matters at case opening, and a minority (40.1%)
recalled having completed a health data sheet on the target child. Caregiver ratings indicated that
target children under age 4 were sightly but not significantly below national normson a

standardized measure of physical and cognitive development. Caregiver ratings of older children



on the Child Behavior Checklist indicated that 30 percent had one or more subscale scores in the
“clinical” range, whereas 15 percent had overall scoresin that range, indicating significant
behavioral disturbance.

Case managers reported having knowledge of confirmed maltreatment of the target child
in about one-third of cases, most commonly physical abuse or neglect. Caregiver responsesto a
Parent-Child Conflict Tactics Scale (which is likely to underestimate actual frequencies)
indicated that 36.7 percent of target children had experienced one or more incidents of being
cursed or sworn at; 27.8 percent had been hit with a belt, stick or other hard object; 24.1 percent
had been threatened with expulsion from the home; and 13 percent had been shaken severely.
About 14 percent of target children or other children in the home had a prior foster-care
placement, and about 16 percent had a prior kinship-care placement.

The primary caregiver in the home was predominantly the biological mother (85.8%),
with the biological father being present in only 22 percent of cases. The mgority of caregivers
were African American, and most were age 30 or older. About 40 percent had not completed
high school or an equivalent, more than half were unemployed or not in the workforce, and fewer
than one-third held full-time jobs. Half had annual family incomes below $11,750, which is
under one-third of the 1999 median family income in the county. About one-third had borrowed
money within the past month, and one-fifth reported having debts exceeding $2,000.

Economic hardships most frequently reported by caregivers were lacking money to pay
an important bill (50.3%), lacking money for clothing or shoes (48.5%), and inability to pay rent
or mortgage (40.4%). More than 14 percent reported that they sometimes or often did not have
enough food to eat. Only about 6 percent were known by case managers to be homeless, but 30
percent had changed their residence at least once within the past six months. In almost all cases

(96%), case managers reported believing that the caregiver in the home had sufficient funds to



meet basic needs of household members, but about half the case managers (49.3%) were neutral
or disagreed with the statement that caregivers budgeted wisely for the family’ s needs.

Caregiverswere also given alist of neighborhood resources and asked to indicate
whether each resource was present in their neighborhood and whether they used it. Not quite half
of all resources (6 of 13) were reported to be present in amajority of respondents
neighborhoods, and only two, supermarkets and libraries, were both present and reportedly used
by amgjority of respondents

Social and Psychological Characteristics

Responding to alist of stressful life events, caregivers most frequently cited school
performance and behavior problems on the part of their children, followed by lack of time,
money worries, and housing and employment problems. These sources of stress did not
disappear between Time 1 and Time 2, but the respondents’ overall mean on the scale showed a
statistically significant decrease. To assess the support available from family members or others
that would help caregivers deal with daily stressors, a measure of perceived social support was
administered at Time 1. With higher scoresindicating greater perceived support, the mean score
in this sample was 59.8, as compared to a national mean of 70.1. This suggests that caregivers, in
addition to experiencing numerous stressors, are disadvantaged with respect to social supports
available to aid in coping.

Caregivers heath was also assessed at Time 1 using a brief screening scale. Both their
physical and mental health scores were found to be substantially below national averages.
Though almost al caregivers reported having access to a health-care provider, one-third reported
their physical health as poor or only fair, which is again much worse than the national average.
Regarding mental health, a more detailed measure was included at Time 1 to gauge the presence

of clinically meaningful mental health problems. Overall, ailmost one-third of caregivers were



found to have at least one problem that requires mental or behavioral health services, specifically
depression or anxiety. Roughly one-fourth of caregivers screened positively for indications of
alcohol dependence, and one-fifth indicated they had used illicit drugs in the past year, though
only about 4 percent screened positively or showed a high likelihood of drug dependence.

Caregivers aso completed a scale designed to measure the extent to which they
experienced domestic violence at the hands of a spouse or partner. The number of positive scores
was low because most caregivers did not have a spouse or partner in the home. Of these,
however, 11 percent scored positively for the presence of physical abuse and 18 percent had
positive scores relative to nonphysical (e.g., psychological) abuse. Results from a different scale
indicated that more than athird of female caregivers had at some point in the past been sexually
molested and about one-fourth had been forced to have sex against their will.

Child Well-Being

Eighteen single-item ratings, consisting of selected questions from the Child Well-Being
Scales, were completed by case managers at Time 1 and at Time 2. These were used to assess the
overall quality of the family environment, relying especially on two composite scores that
measured “ Parental Disposition” (including parenting skills, disabilities, problem recognition,
motivation, and relationship to child) and “Child Performance” (including academic success and
misconduct). Overall mean scores for the two scales showed a slight but statistically significant
increase at Time 2 (from 85.6 to 87.5), suggesting that child well-being did improve somewhat
over the course of Safety Services.

Services Needed and Provided

Both case managers and caregivers were asked about services needed in the families.

With respect to their children, caregivers identified many more needed services than did case

managers. According to case managers, the most common service need of children was mental



health services, which was cited in about 17 percent of cases. In contrast, almost half of
caregivers reported that their children needed mental health counseling. Caregivers also
identified the need for health care services in much higher numbers (more than 80%) than did
case managers (6%). With respect to caregiver needs, case managers most commonly identified
parenting assistance or psychological services, such as crisis counseling, whereas caregivers
most commonly identified material needs relating to transportation, income, or food and
clothing. Only two service areas were identified as important needs by one-third or more of case
managers, whereas 10 different service areas were identified as needs by at least one-third of
caregivers.

Discrepancies also appeared with respect to services actually provided to meet identified
needs. Among children, for example, alittle more than 60 percent of those identified as needing
mental health services received them, but only about half of those in need of medical services
and one-fifth of those needing substance abuse services were reported to have received them.
With regard to caregivers, more than 70 percent of those demonstrating a mental health need (as
indicated by their score on the CIDI depression scale) received appropriate services. However,
less than half of the caregivers with material (e.g., basic needs, transportation, or financial
assistance) or parenting assistance needs actually received these services. Further, in areas such
asfinding ahome, respite care, day care, and employment assistance, caregivers were served in
less than one-fifth of cases where a need was reported.

Case manager reports suggest that needed services were often not provided because of
refusal or lack of follow-up on the part of caregivers, but it isalso likely that many service needs
went unrecognized by case managers. In fact, the wide discrepancy between case manager
reports of problems and needs for services on the one hand and the reported problems and needs

identified by caregivers on the other hand, suggests that assessments by Safety Services case



managers did not adequately identify a range of child and caregiver needs. This inadequate
assessment almost certainly contributed to some of the unmet needs observed in this evaluation.
ServiceBarriers

Case managers were given alist of service-related factors such as caseload size,
organizational communication, and cooperation from clients. They were asked to indicate the
extent to which each factor constituted a barrier to achievement of case goals. Those most
commonly cited were paperwork and caseload size, though in each case less than one-third of
case managers rated these factors as moderate or significant barriers. Other factors somewhat
frequently cited were lack of caregiver cooperation and the number of problems facing the
family. In general, case managers reported few significant barriers to provided services.

Outcome M easures

A majority (58%) of familiesin the sample were reported at least once for aleged
maltreatment within 24 months of the date their case was originally opened for Safety Services.
This usually occurred within six months of case opening. The great majority of re-reports also
included sufficient evidence for the report to be screened in for investigation. Upon
investigation, however, most reports were found not to be valid, with 13 percent of families
experiencing substantiated re-reports within 24 months of case opening. Research from other
parts of the country indicates that re-substantiation rates in this population range from 9 percent
to more than 25 percent. Thus, the rate in this sampleis near the low end of the expected range.
Sixty-four families (13%) had one or more children placed in out-of-home care after their
referral to Safety Services. Again, thisislower than expected, based on other research showing
placement rates ranging from 22 to 30 percent in studies elsewhere.

With respect to service satisfaction, caregiver ratings of satisfaction with their case

managers averaged 4.3 on a 5-point scale at both Time 1 and Time 2. Caregivers aso rated case



managers cultural competence. Mean scores on a 5-point scalewere 4.1 at Time 1 and 4.0 at
Time 2 (not significantly different). These are higher than the scale’ s norm group scores.

An analysis of the relationship between child and family characteristics and the
likelihood that families served by Safety Services would be reported again for potential child
maltreatment found several predictors of continuing family involvement with child protective
services. Caregiver gender (male), disability, substance abuse, overall parental functioning, and
the tendency of the caregiver to use physically aggressive discipline all increased the likelihood

of subsequent maltreatment reports.



Introduction

This report presents findings from an evaluation of services of the Bureau of Milwaukee
Child Welfare, which is part of the Children’s Services Division of the Wisconsin Department of
Health and Family Services (DHFS). The study is being conducted by the University of Chicago
and the University of Wisconsin-Milwaukee, with funding from DHFS and the Jane B. Pettit and
Annie E. Casey Foundations.

The evaluation was designed to assess whether services provided by the Bureau are
successful in achieving appropriate and desirable outcomes for the children and families it
serves. The project isamulti-year study being completed in two stages. Results reported here are
from the first stage, which examined the Safety Services component of the Bureau. Safety
Servicesinvolve in-home family preservation efforts designed to strengthen families, reduce

risks to children, and prevent out-of-home placements.



Background

Before the creation of the Bureau, child welfare servicesin Milwaukee County followed
the same model as elsewhere in the state: county government, through the Milwaukee County
Department of Human Services, was responsible for direct service provision. Coordination and
oversight were provided at the state level by DHFS. In 1993, Children’s Rights, Inc., an
advocacy organization in New Y ork, filed afederal suit against the state and Milwaukee County
alleging the presence of avariety of problems in the Milwaukee County child welfare system.
The complaint alleged deficiencies in areas such as the accuracy and timeliness of investigations
of reported abuse and neglect, worker casel oad si zes, frequency of contact between workers and
children in out-of-home care, timely movement of children through out-of-home placements, and
avoidance of maltreatment in foster homes or kinship care.

Legidation enacted partly as aresponse to the suit led to the creation of the Bureau,
which assumed responsibility for child welfare services in Milwaukee County in January 1998.
Some allegations of the complaint were dismissed on grounds that the plaintiffs had insufficient
standing to sue, or because the state’ s assumption of child welfare services in the county made
them no longer applicable. The remainder of the suit was settled in September 2002 by an
agreement of the plaintiffs and the state. The settlement calls for actions such as maintenance of
baseline staffing levels in Ongoing Services; enforcement of contract terms with vendor agencies
regarding standards, such as the frequency of contact with children in out-of-home care; and
achievement of targets for securing permanent placements for children who cannot return home.

The Bureau receives input from the community through the Milwaukee Child Welfare
Partnership Council, which makes reports and recommendations to DHFS and the legislature

regarding the operation of the system. The Council includes legidators, county officials, service
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professionals, and community representatives. It is also mandated by statute to evaluate the
Bureau’ s services and make recommendations for improving services or responding to emergent
needs.

The system of services established when the Bureau was formed is based at five primary
local sites and includes the following service components:

Intake. Receives child abuse and neglect reports and screens these for referral at a
centralized site in the Bureau’ s administrative offices. It is staffed by state-employed case
managers.

Initial Assessment. Investigates child abuse and neglect reports, conducts a family-based
assessment of risk factors present in the home, and, if needed, refers the case to Safety Services
or Ongoing Services. It is aso staffed by state employees.

Safety Services. Addresses cases where safety factors are present but where intensive
services may be able to keep the child safe and avoid the need for out-of-home care. Services
include in-home support and referrals to strengthen the family and reduce problems that led to
the report. Service duration istypically one to five months. These services are provided under
contract by private-agency vendors, which at present are Wisconsin Community Services
Network (Site 1), Safe Now (Sites 2 and 5), Innovative Family Partnerships (Site 3), and La
Causa (Site 4).

Ongoing Services. Works with children and families in which risk factors are sufficiently
serious to necessitate an out-of-home placement. Services are designed to reduce these risks to
allow return of the child to the family, or, when thisis not possible, to secure adesirable
permanent placement for the child in an alternative setting. These services are also provided by
private contractors, currently Wisconsin Community Services Network (Sites 1 and 2),

Innovative Family Partnerships (Sites 3 and 5), and La Causa (Site 4).
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Out-of-Home Care. Authorizes placements of children in need of out-of-home care and
recruits, trains, licenses, supervises, and provides supportive services to out-of-home care
providers. The present contracting agency is Lutheran Socia Services, which serves all five sites
from its own location.

Adoption Services. Recruits and certifies adoptive homes, places children in these homes,
and provides servicesto children and adoptive families following placement. The present
contracting agency is Children’s Service Society of Wisconsin, which also serves the five Bureau
sites from its own location.

Table 1: Safety Services Vendors

Site  Vendor(s) Start date End date Subcontractor

New Ventures April 1998  April 2000 V. E. Carter Center
1 Wisconsin Community .
Services Network April 2001  Present

Catholic Charities*

2 Safe Now Jan. 1998 Present New Concept Self Devel opment
Center
3 g‘a??:g;ﬁgaml ly Jan. 1998 Present None
4 Magellan Jan. 1998 Oct. 2001 None
LaCausa Nov. 2001 Present None
LaCausa, Inc.
Silver Spring Neighborhood
5 Safe Now Jan. 1998 Present Center**
St. Charles Y outh and Family
Services

* Catholic Charities ceased being a subcontractor for Safe Now in August 2002, after data
collection for this project had been completed.
** Silver Spring Neighborhood Center switched from Site 5 to Site 2 in August 2002, after
completion of data collection.

Identities of the vendors and subcontractors responsible for Safety Services, which isthe
service area addressed in this report, have changed at some sites since the evaluation began.

Table 1 lists sites, responsible agencies, and dates of services during the data-collection phase of

the evaluation.
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Overview of Evaluation

The evauation project formally commenced in January 2000, though planning had begun
in the latter part of 1999. Faculty members at University of Wisconsin-Madison and University
of Wisconsin-Milwaukee had worked with DHFS staff in previous research and training projects,
and some discussions had addressed the possibility of the two universities assisting the Bureau in
evaluating its services. The Wisconsin Council on Children and Families also promoted an
evaluative study involving the universities. In mid-1999, the Jane B. Pettit Foundation offered to
provide initial funding for the project, and later that year, the Annie E. Casey Foundation also
agreed to participate. DHFS administrators were able to use funds set aside for evaluation
purposes, and additional support was provided in the form of federal monies available under
Title IV-E that can be used to match both state and foundation contributions. The resulting
contract initially included UW-Madison and UW-Milwaukee and was later amended to include
the University of Chicago when Dr. Mark Courtney accepted a position there. The three
universities have all made in-kind contributions to the evaluation project in addition to the work
funded by the sources described above.

Evaluation studies can be divided into two major types. process evaluations and outcome
evaluations. Process eval uations are concerned with questions such as whether services are being
implemented as originally designed, whether the number and types of casesintended are being
served, and whether regulations and procedures governing services are being followed. Outcome
evaluations are concerned with service effectiveness, as shown by the achievement of case
objectives. This project represents the latter type of evaluation, in that its goal isto learn whether
children and families are receiving timely and appropriate services and whether these lead to

positive outcomes.
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The definition of appropriate services and outcomes depends on the nature of children’s
involvement with the system and the needs being addressed in their families. Because both
children and families are served in different ways and for different periods of time, the study
examined four groups, or “panels,” of cases, asfollows:

Panel 1. The population of all children who were reported to the Bureau for maltreatment
who were not referred for subsequent services. Outcome measures include the timeliness of
decisions and case actions (e.g., investigations and service referrals), the adequacy of
investigations and appropriateness of decisions made from them, and the frequency of re-reports.

Panel 2. A sample of 500 children (100 from each site) whose reports were investigated
and substantiated, leading to the initiation of Safety Services. Outcome variables include
improvement in measures of family functioning over time, re-reporting rates among cases both
during and after service completion, and the proportion of cases in which children subsequently
require out-of-home placement.

Panel 3. A sample of 500 children (100 per site) who were placed in out-of-home care
and referred to Ongoing Services. Outcomes addressed include improvement in measures of
functioning of both the child and family of origin, the rate of achievement of placement stability
and appropriate permanent placements, and rates at which children who were reunified with their
family of origin are re-reported and/or returned to out-of-home care.

Panel 4. A random sample of 500 children (again, 100 per site) who spent one year or
more in out-of-home care. The same outcome measures listed for Panel 3 aso apply in this
panel.

Data on cases in each panel were collected from multiple sources. Table 2 lists these
sources by panel and also shows the timing of data-collection efforts. For Safety Services (Panel

2), the principal data sources were: (1) an assessment of each family completed by the case
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manager near the time of case opening and a second time at case closing, and (2) interviews of
the primary caregiver (usually the mother) in each family. These interviews also occurred near
case opening and again near case closing. The goal of the two methods of data collection was to
obtain as complete an understanding as possible of the problems and circumstances affecting the
family at the start of services and then to determine whether problems had diminished and

circumstances had improved by the time of case closure.
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The Panel 2 Sample

Each site was asked to refer to the evaluation project the first 100 cases that opened to
Safety Services at that site on or after November 1, 2000". Cases were retained in the sample if
they remained open for at least one month. Those that did not meet this criterion were removed
from the study and, if time allowed, replaced when a new case was referred. Because sites
differed in the rate at which cases opened, the case-referral inclusion period varied across sites.
Thefirst site to reach 100 cases did so in April 2001; the last site reached 100 cases in September
of that year.? The final sample, after exclusion of nonqualifying cases that could not be replaced,
included 480 cases.

Completion rates for each of the four surveys (case manager assessments at Times 1 and
2 and caregiver interviews at Times 1 and 2) are shown in Tables 3 and 4. Completion rates were
high for the case manager surveys, ranging from 85.3 percent to 97.9 percent for Time 1 and
from 76.5 percent to 97.9 percent for Time 2. Overal, the mean response rate for case manager
surveys was 93.8 percent at Time 1 and 85.6 percent at Time 2. Both values are above the
study’ s target rate of 85 percent.

Table 3 shows completion rates for caregiver interviews across al sites, and Table 4

details completion rates by site for both case manager and caregiver surveys. As anticipated,

! To correct problems of inconsistent case reporting and low survey completion rates, case

referral was suspended from December 15, 2000, to the beginning of February 2001.

The differencesin referral rates between sites, as well as the fact that the number of
evaluation referrals was considerably less than the total number of qualifying cases opening
to Safety Services during the same time period (based on information from the state’s child
welfare data management system (WiSACWIS), suggest that not every site was as successful
in adhering to the evaluation referral procedures. However, given the current structure of
WIiSACWIS, it isimpossible to determine whether each individual site successfully referred
all qualifying casesto the evaluation.
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caregiver survey completion rates were lower than case manager survey completion rates. The
mean completion rate for caregiver surveys at Time 1 was 65.8 percent, ranging from 59.6
percent to 83.9 percent across sites. At Time 2, the mean completion rate was 66.0 percent, with
values for the sites ranging from 58.2 percent to 79.3 percent. Both overall means are dlightly
less than the study’ s target rate of 70 percent.

Table 3. Surveys of Caregivers

Time 1 (N=480) Time 2 (N=480)
Outcome No. Percent No. Percent
Interview completed 316 65.8 317 66.0
Caregiver could not be contacted 99 20.6 9 19.6
Caregiver refused interview 49 10.2 54 11.3
Caregiver did not speak English 14 29 14 2.9
Other reasons 2 04 2 04
Table 4. Survey Completion Statistics
Site
1 2 3 4 5 Total

(N=99) (N=94)  (N=95)  (N=94) (N=98) (N=480)

Survey

No. Percent No. Percent No. Percent No. Percent No. Percent No. Percent

Casemanager Timel 95 960 92 979 81 853 91 968 91 929 450 938
Casemanager Time2 76 768 81 862 93 979 86 915 75 765 411 856
Caregiver Time 1 59 596 65 691 73 839 59 628 60 61.2 316 65.8
Caregiver Time 2 66 667 62 660 69 793 63 670 5/ 582 317 66.0

Because information included in this report is derived from two different case manager
surveys and two caregiver interviews, the total number of cases described in each table of the
report varies, depending on the source(s) of the data presented. Also, some tables contain
information pertaining to cases that satisfy specific inclusion criteria (see Table 5). For example,
some caregiver or case manager surveys were completed on children in the family other than the
correct child, but certain tables present information specific to those children and thus must

exclude these other cases. Where such exclusions do occur, it is noted in the accompanying text.
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Because family size varied widely within the sample, one “target child” was selected at
random from among the children in each household. This was done to ensure that the sample
would be representative of all children in the families being studied. One problem with this
approach was that any given child within alarger family was less likely to be included than a
child from asmaller family. This had the effect of weighting the characteristics of children from
small families more heavily than those from larger ones. In other words, results that supposedly
represented all children would actually be skewed toward those from smaller families. To
counter this problem, a mathematical weighting procedure was used in the analysis of most
child-related variables. Weights were assigned to target children based on the relative size of
their families, using a process in which the total number of children in each family was divided
by the average number of children in al sample families. As a consequence of weighting,

however, totals reported in the child-related tables may not be equal across different tables.

Table5. Survey Completions Meeting Selected Inclusion Criteria
Site

1 2 3 4 5 Total
Criterion (N=99)  (N=94) (N=95) (N=94) (N=98) (N=480)

No. Percent No. Percent No. Percent No. Percent No. Percent No. Percent

SW Tlcorrect PCsubject 93 939 87 926 81 853 89 947 88 89.8 438 91.3
SW Tlcorrecttargetchild 94 949 87 926 76 80.0 89 947 82 83.7 428 89.2

SW T2correct PCsubject 75 758 77 819 91 958 86 915 73 745 402 83.8
SW T2 correct target child 76 768 80 851 92 968 85 904 75 76.5 408 85.0

PC T1correctrespondent 58 586 65 69.1 72 828 58 61.7 59 60.2 312 65.0
PC T1correcttarget child 52 525 58 617 68 782 52 553 51 520 281 585

PC T1correctrespondent 65 657 61 649 69 793 62 66.0 56 57.1 313 65.2
PC T2 correcttarget child 57 576 53 564 60 69.0 53 56.4 48 49.0 271 56.5

Note: SW = social worker; PC = primary caregiver; T1=Time 1 (i.e., initial) survey; T2 =Time 2
(i.e., follow-up) survey.
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Safety Services Case Managers:
Characteristicsand Work Environment

Table 6 presents self-reported demographic characteristics of the 62 Safety Services case
managers who completed surveys about their cases.®* The data were collected in Time 1 surveys,
which were completed between November 2000 and November 2001. Results indicate that case
managers were predominantly female (90.3%), Caucasian (58.1%), and age 28 or younger
(62.9%) at the time of the survey. About one-third identified themselves as belonging to a
minority group, and most of those were African American (14 of 20 responses). These
characteristics were not uniform across sites, however. Case managers at Site 5, for example,
were more ethnically diverse than at other locations. Also, at Site 4 the median age of case
managers in the sample was 42 years, while the next highest case manager median age was 27
years.

Table 8 shows case managers' professional experience and education, and Table 9 shows
caseload size. With respect to experience, results suggest that most case managers were
relatively new to their jobs as of Time 1. Median values indicate that half the respondents had
2.5 yearsor less experience in the field of social work and 18 months or lessin child welfare.
The median length of time case managers had been employed at their current agencies was about
8.5 months, meaning that more than half of those surveyed had been at their place of
employment for less than one year. With regard to education, most case managers had at least a

bachelor’ s degree (55 of 62), and eight held master’ s degrees. Also shown in the tableisthe

¥ At Site 1, about 48 percent (45 of 94) of the responses were completed by a supervisor rather
than because of workers by a misunderstanding. Care must thus be taken when analyzing the
Panel 2 data at the worker level.
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average Safety Services caseload at Time 1, which was 11 families with an average of 3 children
per family (see Table 9). As before, some variation was found across sites. Site 2 respondents
averaged the longest work experience in al areas measured, whereas the number of case
managers at Site 5 who held advanced degrees (3) was larger than at any other site.

Table 6. Safety Services Case Managers' Demographics

(N=62)
Respondents Age (in years) No. Percent
21-24 14 22.6
25-28 25 40.3
29-34 5 8.1
35-40 1 1.6
41-44 6 9.7
> 44 4 6.5
Missing 7 11.3
Mean (SD) 30.0(8.3)
Median 26.5
Respondents’ Gender No. Percent
Female 56 90.3
Male 2 3.2
Missing 4 6.5
Respondent’ s Race/Ethnicity No. Percent
Caucasian 36 58.1
African American 14 22.6
M exican/Chicano/Mexican American 3 4.8
Mixed race and other 3 4.8
Missing 6 9.7
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Table 7. Number of Surveys Completed per Case M anager

(N =62)
Average number of surveys completed, per respondent (range = 1 to 45) No. sp?
Mean 6.6 6.1
Median 6
Mode 1
Table 8. Safety Services Case Managers Education and Experience
(N=62)
Respondent’ s Educational Level No. Percent
MA in social work or other field 8 12.9
BA in socia work 23 371
BA in other field 24 387
Lessthan BA 2 3.2
Missing 5 81
Number of Y ears Experiencein ... Y ears SD
Socia work (n =58)
Mean 3.1 3.1
Median 25
Child welfare (n = 58)
Mean 21 24
Median 15
Milwaukee County child welfare (n = 57)
Mean 1.8 2.2
Median 14
Current agency (n = 57)
Mean 1.6 21
Median 0.7

4 “SD” refersto the standard deviation, which is a measure of the spread or dispersion of the
values of a score. The smaller the standard deviation, the closer the individual scores are to
the mean. Assuming scores are distributed normally, approximately 68% of scores are
contained within an interval of + 1 SD from the mean.
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Table 9. Safety Services Case Managers' Involvement with Familiesat Time of First
| nterview

N=62
Respondent’ s Average Child Caseload Size No. ( ) SD
Mean 33.3 15.5
Median 30.0
Respondent’ s Average Family Caseload Size No. SD
Mean 11.0 3.1
Median 11.0

Table 10 provides information on interactions between Safety Services and Initial
Assessment (1A) staff and on the level of contact between Safety Services case managers and
their clients. In the majority of cases (66.0%), Safety Services case managers were introduced to
the target child by the person who had completed the initial assessment. More than 90 percent of
case managers also indicated that the A case manager had introduced them to the target child's
primary caregiver (usually a parent). Case managers appeared generally satisfied with
background information received from | A case managers about their cases. Asked to rate the
adequacy of thisinformation, almost half (47.3%) responded “Very adequate,” and most of the
remainder (40.8%) chose “ Somewhat adequate.” About 1 in 10 (8.6%) chose either “Not very
adequate” (33 responses) or “Completely inadequate” (4 responses).

With respect to contact with familiesin their casel oads, survey participants reported at
least weekly face-to-face contact with the target child in 86 percent of cases and with someone in
the child’s family in more than 90 percent of cases. Weekly phone contacts with the family were
also reported in about 4 of every 10 cases (37%).

Caregivers reports regarding the rate and type of contact with case managers were nearly

identical to those of case managers and, hence, are not reported.
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Table 10. Interactions Between Safety Services Case Manager s, Other Case Manager s, and

Familiesat Timeof First Interview

(N=429)
Were you introduced to the child by the Initial Assessment (I1A) case manager?  No.  Percent
Yes 283 66.0
No 117 27.3
Don’t know 1 0.2
Not applicable 20 4.7
Missing 8 1.9
Were you introduced to the primary caregiver by the 1A case manager? No. Percent
Yes 388 90.4
No 24 5.6
Don’t know 2 0.5
Not applicable 7 16
Missing 8 1.9
Was the background information you received from the |A case manager No. Percent
adequate?
Very adequate 203 47.3
Somewhat adequate 175 40.8
Not very adequate 33 1.7
Completely inadequate 4 0.9
Not applicable 7 16
Missing 7 1.6
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Table 10 (cont’d). I nter actions Between Safety Services Case Manager s, Other Case
Managers, and Familiesat Timeof First Interview

(N=429)
Face-to-Face Contact with Target Child No. Percent
More than once per week 21 4.9
Once per week 348 81.1
Once every 2 weeks 15 35
Once amonth or less 15 35
Not applicable 17 4.0
Missing 13 3.0
Phone Contact with Child No. Percent
Once per week or more 40 9.3
Once every 2 weeks or less 16 3.7
Once amonth or less 77 17.9
Don’t know 10 2.3
Not applicable 273 63.6
Missing 13 3.0
Face-to-Face Contact with Family of Origin No. Percent
More than once per week 30 7.0
Once per week 358 834
Once every 2 weeks or less 8 19
Don’'t know 2 0.5
Not applicable 16 3.7
Missing 15 35
Phone Contact with Family of Origin No. Percent
More than once per week 32 75
Once per week 128 29.8
Once every 2 weeks 61 14.2
Once per month 39 9.1
L ess than once per month 37 8.6
Don’t know 10 2.3
Not applicable 110 25.6
Missing 12 2.8
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Target Child Characteristics:
Reports of Safety Services Case Managersand Caregivers

As noted above, when afamily involved in Safety Services had more than one child, a
target child was chosen at random to represent children in the family and to be the subject of case
manager surveys and caregiver interviews. In single-child families, the one child was
automatically designated the target. Information about target children will be presented first from
results of surveys completed by Safety Services case managers.

Table 11 describes the gender, age, and race/ethnicity of target children from the 433
valid case manager surveys. With respect to children’s ages at case opening, 34 percent (148 of
433 cases) were teenagers and more than half (57.5%) were 9 years of age or older. Also, girls
slightly outnumbered boys, accounting for 52.6 percent of target children whose gender was
identified.

With regard to race/ethnicity, the largest group among target children was African
American children, who accounted for 61.4 percent of the sample. In contrast, African American
children constituted only 36.4 percent of Milwaukee County’s child population as of the 2000
census (Annie E. Casey Foundation, 2002). Asis the case nationwide, African American
children are substantially overrepresented among children involved with the child welfare
system. Non-Hispanic Caucasian children, who constitute 17.8 percent of the sample, as
compared with 48.7 percent of the county population, are contrastingly underrepresented among
target children. Latino children, who included the categories of “Cuban,” “Mexican, Chicano, or
Mexican American,” “Puerto Rican,” and “Other Hispanic/Latino,” are slightly overrepresented
in that they account for 14.2 percent of target children as compared with 13.1 percent of children

in the county. Though several Asian-origin categories were available, case managers identified
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children only in the “Laotian” or “Other Southeast Asian” groups. These account for 1.2 percent
of children in the sample, as compared with 3.5 percent of children in the county whom census
dataidentify as“Asian.” Finaly, case managers did not identify any children in the sample as
American Indian or Alaskan Native, though this group accounts for about 1 percent of the
county’s children.

Table 11 also shows that racial/ethnic diversity varied significantly by site.®> For
example, substantially more than half (58.4%) of Caucasian target children in the sample
received Safety Services through Site 5. In contrast, at Sites 1, 2, and 3, about 80 percent or more
of all target children served were African American. Site 4 had the most diverse caseload, with
47 percent Latino, 32 percent Caucasian, and 14 percent African American children.

Table 12 details disabilities and health and behavior problems among target children as
reported by their case managers. Across all sites, about 17 percent (73 of 433) of target children
described in case manager surveys were reported to have at least one disability.® The two most
frequently identified types were learning disabilities (38 cases) and mental disorders (22 cases),
including depression, anxiety, or conduct disorder. With respect to differences across sites, Site 4

accounted for nearly 31 percent of all the disabilities identified among target children. The table

> A variety of statistical tests have been used in developing this report, but references to

specific tests have been omitted in order to make the report more readable for a non-
academic audience. When differences are reported to be statistically significant (e.g.,
between parental functioning at intake versus at follow-up), this means that the probability
that the difference would be observed by chance alone islessthan 5 percent (i.e., p <.05).
Readers interested in more detailed information about the statistical methods used in this
report are invited to contact the authors.

The Centers for Disease Control reports that “[a]bout 17% of U.S. children under 18 years of
age have a developmental disability,” and thus the figure for target children is roughly
consistent with national norms. However, it does not include other problems, such as
physical handicaps, that were counted as disabilities in the case manager survey. Also,
because of alack of available information, case manager reports are likely to underestimate
the rate of al types of disabilities among target children.
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also shows that 17.4 percent of target children were reported to be experiencing at least one type
of substantial behavior or health problem. Most frequently cited were serious behavioral
problems, which accounted for 65.6 percent of these cases.”

In addition to questions asked of Safety Services case managers, each child’s primary
caregiver (n = 324) was also asked about the target child’s health and behavior at Time 1. Tables
13 and 14 provide information on reported child disabilities, and Table 15 shows participation in
specia education. More than one-fourth (27.2%) of caregivers reported that their target child had
adisability. The type most often cited was alearning disability (39 cases, or 12%), followed by
mental disorders (23 cases, or 7.1%). Physical disability was mentioned in 13 cases (4%) and
speech or language impairment in 7 cases (2.2%). Slightly less than one-fourth of target children

(74 of 324 cases, or 22.8%) were reported to participate in special education classes.

" The Surgeon General's Office reports that "[a] pproximately one in five children and

adolescents experiences the signs and symptoms of a DSM-IV disorder during the course of a
year, but only about 5 percent of all children experience what professionals term 'extreme
functional impairment.” Aswith disabilities, the prevalence of mental health problems
reported by case managers thus appears similar to the rate that would be expected in any
sample of children from the general population. However, the same concern applies about
underestimation by case managers.
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Table 13. Target Child Disability

(N=324)
Response No. Percent
Yes 88 27.2
No 230 71.0
Don’'t know 6 19
Table 14. Type of Disability
(N=87)
Type of Disability No. Percent
Learning disability 39 12.0
Mental disorder (depression, anxiety) 23 7.1
Physical disability 13 4.0
Speech/language impairment 7 2.2
Other 5 15
Don’t know 1 0.3
Table 15. Participation in Special Education
(N=324)
Response No. Percent
Yes 74 22.8
No 248 76.5
Don’'t know 2 0.6

Caregivers were also asked about communication with Safety Services case managers
regarding their child’s health care status when services began (see Tables 16 and 17). Less than
one-third reported that they had been asked about their child’ s immunizations or other health
information at that time. Also, fewer than half (40.1%) reported having completed the required
health data sheet at the start of services.

In their survey, Safety Services case managers were asked to identify the types of
maltreatment to which the target child or other children in the home had been subjected at or
near the beginning of the family’s current involvement with the Bureau. Table 18 shows, by site,
the types of maltreatment addressed and the distribution of case managers responses.
Respondents answered either “Yes,” “Possibly” (meaning the maltreatment was suspected but

not confirmed), “No,” or “Don’t Know.” With respect to “Yes’ responses, the most frequently
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cited type of maltreatment was physical abuse (45 of 190 cases), followed by neglect (43 cases).
Concern about genera child welfare was cited in 36 cases. In all, 30.5 percent of the 433 target
children addressed in case manager surveys were reported to have experienced at least one type
of maltreatment. Among the 132 target children maltreated at least once, about one-third (31% or
41 cases) were reported to have suffered two or more types of maltrestment. Table 18 also
indicates that, compared with other sites, Site 4 had a somewhat higher proportion of known
maltreatment cases.

Table 16. Caregiver Was Asked About Immunizations or Other Health I nformation
When Services Started

(N=324)
Response No. Percent
Yes 92 284
No 214 66.0
Don’t know 18 5.6

Table 17. Caregiver Completed Health Data Sheet When Services Started

(N=324)
Response No. Percent
Yes 130 40.1
No 153 47.2
Don’'t know 41 12.7

In addition to Safety Services case managers' reports, further information on children's
maltreatment history is available from the primary caregiver interviews, in which a standardized
instrument was included as a means of obtaining self-report information on child maltreatment.
This was the Parent-Child Conflict Tactics Scale (CTS), which is designed to measure parent
reports of specific instances of psychological aggression, physical aggression, or neglect (Straus,
Finkelhor, Moore, & Runyan, 1998). It also asks parents to indicate whether their child has
experienced sexual abuse, though it does not ask if the parent was the perpetrator. Table 19
shows responses of primary caregivers to the questions comprising this scale. Results are

arranged in descending order of frequency, beginning with particular acts or behaviors that had
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most commonly occurred at |east once and progressing to those that occurred least commonly.
The resultsindicate that 36.7 percent of target children had experienced one or more incidents of
being cursed or sworn at, 27.8 percent had been hit with a belt, stick or other hard object, 24.1
percent had been threatened with expulsion from the home, and 13 percent had been shaken
violently. Many caregivers may have been reluctant to provide responses that would cast them in
anegative light, so the percentages in the table should be seen as alower-bound estimate of
abuse and neglect. One indication that caregivers may not have answered candidly is that those
interviewed by telephone reported more abusive behavior than those interviewed in person.
Table 19b reports results from this sample of caregivers and from national samples on
which the CTS was normed. The figures shown are preval ence scores, meaning that they indicate
the number of families out of every 1,000 in the population in which each behavior listed has
occurred. One column shows annual prevalence, whereas a second column shows the "Ever
Occurred" prevalence. Thus, for example, we would estimate that "Explained why something
was wrong" occursin 942 out of 1000 households annually in which there are children of the age
addressed by the CTS, whereas in only 2 of 1,000 households does a caregiver throw or knock
down achild. Using "Annual Prevalence" scores, which are likely to be more recent, caregivers
in this sample were more likely than those in the national samplesto swear or curse at a child;
call him/her dumb or lazy; hit the child with a belt, stick, or other hard object; shake the child; hit
the child with a hard object or in places on the body other than the child's bottom; and pinch or
slap the child. In addition, they were considerably more likely than caregivers nationally to
threaten to send the child away, hit the child with afist, kick the child hard, throw or knock the
child down, or commit other more violent acts shown near the end of the table. The table also
shows prevalence rates in the sample for sexual victimization of the mother or target child, but

comparative national rates are not available.
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Table 19a. Primary Caregiver Responsesto the Parent-Child Conflict Tactics Scales

Never 1-2 Times 3-9 Times > 10 Times
Item No. Percent No. Percent No. Percent No.  Percent
EXp\'A‘f‘r'Qﬁg why somethingwas 5 430 25 108 78 240 165 511
Putchildin"TimeQut” (sentto o5 199 38 118 88 27.2 121 380
his/her room)
Took away privileges 86 26.5 32 98 76 234 121 374
Shouted, yelled, screamed 87 269 29 89 80 247 121 384
Gave child something else to do 89 275 35 108 80 24.7 97 29.9
Threatened to spank butdidnot 4,0 444 34 105 48 148 8 266
actually spank
Spanked child on the bottom 192 602 46 142 49 152 21 55
with bare hand
S'a‘ljgged childonhand, arm,or 498 11 33 117 49 152 23 71
Swore or cursed at child 205 633 29 9.0 40 15.4 37 11.4
Mother was molested (by 201 636 109 345 0 00 O 00
anyone)
Hit ‘é‘gjtzc?e”’ sick,orotherhard o3, 255 34 105 14 43 15 46
Mother forcedtohavesex (by 536 746 73 231 0 00 0 00
anyone)
Said would send child away 26 759 38 118 21 68 13 40
(kick out of house)
Called child dumb or lazy or 250 799 11 24 29 90 21 68
other name
Child molested (by anyone) 273 864 35 110 0 0.0 0 0.0
Shook the child 282 870 27 84 6 18 3 09
S'ape";reg childonfaceorheador  oo5  ggg 17 52 2.8 1.2
Hit child with hard object on
bodly (besices bottom) 291 89 9 27 13 410 6 19
Child forced to have sex (by 200 918 18 57 0 00 0 00
anyone)
Pinched child 30 96 5 15 9 17 5 15
Threw or knocked child down 305 941 10 3.1 3 0.9 2 0.6
Hit child with fist/kicked hard 306 944 8 25 5 18 1 03
Grabbed childaroundneck and 507 945 19 34 3 09 1 03
choked
Bea;g:g;d up(hitoverandover 415 953 g 18 2 06 1 03
Thrgitr?ned child with knife or 318 981 3 0.9 0.0 5 06
Burned or scalded on purpose 319 985 0.6 0.0 1 0.3
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Table 19b. Comparison of Parent-Child Conflict Tactics Scale Scoresto National Nor ms
Annual prevalence

Ever prevalence

Item BMCwE Naiond gy oy Nationd
norm norm
Nonviolent discipline 929 977 929 999
A. Explained why something was wrong 870 943 870 945
E. Gave child something else to do 704 770 725 831
Q. Took away privileges 716 760 734 785
B. F:(J)to(r:rk:)l Idin"Time Out" (sent to his/her 781 755 809 813
Psychological aggression 790 856 805 899
F. Shouted, yelled, screamed 716 847 731 867
N. Tsz;e;]atl;emd to spank but did not actually 509 536 555 618
J. Sworeor cursed at child 364 243 367 260
U. Called child dumb or lazy or other name 194 163 200 175
L. Said would send child away (kick out of 205 60 240 r
house)
Physical assault 589 615 623 770
H. Sr.]paar\]r:jked child on the bottom with bare 367 469 407 636
P. Slapped child on hand, arm, or leg 346 369 389 512
D. Hit with belt, stick, or other hard object 259 207 278 294
C. Shook the child: All children 117 90 130 150
Child under 2 87 43 43 43
Child age 2 and over 129 96 144 161
O. Hit c_hlld with hard object on body 89 38 100 50
(besides bottom)
R. Pinched child 65 43 74 59
V. Slapped child on face or head or ears 99 46 120 64
G. Hit child with fist/kicked hard 49 3 56 14
T. Threw or knocked child down 52 2 57 8
K. Beat child up (hit over and over hard) 31 2 37 6
|. Grabbed child around neck and choked 49 - 52 7
M. Burned or scalded on purpose 12 - 15 1
S. Threatened child with knife or gun 12 - 15 1
Sexual abuse (mother) 389
Mother molested (by anyone) 343
Mother forced to have sex (by anyone) 246
Sexual abuse (child) 142
Child molested (by anyone) 136
Child forced to have sex (by anyone) 80
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The next few tables report additional data from interviews conducted with primary
caregivers. Tables 20 and 21 describe the out-of-home placement history of target children as
reported by these caregivers. Thirty-nine (13.9%) of the respondents indicated that the target
child had previously been placed in foster care, and 45 (16.0%) reported that the target child had
aprior kinship care (relative) placement. Most children were in such placements for less than one
year, but in 11 cases the placement lasted longer. With respect to other children in the home,

14.8 percent of caregivers reported that at |east one other child had been in foster care, and 16.0
percent reported a kinship care placement. Of these, 30 percent were court-ordered placements,
whereas the remainder involved informal living arrangements with relatives. Kinship care
placements were somewhat |onger-lasting than foster care, with 17 non-target children reportedly
having lived with relatives for more than one year.

Table 20. Frequency and Per centages of Children
Ever in Foster Care

(N=281)
Response No. Percent
Yes 39 13.9
No 241 85.8
Missing 1 04

Table 21. Frequency and Per centages of Children
Ever Lived with Relative

(N=281)
Response No. Percent
Yes 45 16.0
No 235 83.6
Missing 1 04

Primary caregivers were also asked about the development and behavior of the target
child. Two instruments were used to measure differences in these variables across age groups.
The first, ameasure of physical and cognitive development of young children from birth to 4

years of age, was the Motor and Social Development scale (MSD), developed by the National
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Center for Health Statistics. Itemsin the scale were derived from several existing measures of
child development, including the Bayley, Gessel, and Denver Devel opment scales. National
norms were established based on an analysis of responses to those scale itemsin the 1981 Child
Health Supplement to the National Health Interview Survey (National Center for Health
Statistics, 1984).

The scale includes 15 age-specific questions about the presence of various child
behaviors. Examples of questions asked of caregivers of infants younger than 4 months include,
“Have your child’ s eyes ever followed a moving object?’ and “Has your child ever rolled over
on his/her own on purpose?’ Examples of itemsfor caregivers of children 3.5 to 4 years of age
(the oldest group of children to which the scale applies) include, “Has your child ever counted
out loud to 107" and “Has your child ever done a somersault without help from anyone else?’

Table 22. Motor and Social Development Per centile Scor e Distribution

Percentile Score (N=37)

0-10%
11 - 20%
21 - 30%
31 - 40%
41 - 50%
51- 60%
61 - 70%
71 - 80%
81 - 90%
91 - 100%
Missing

O~NOOPPOWNDNWO

Raw scale scores are obtained by a simple summation of caregiver responses (yes=1,
no=0), which can then be converted into percentile scores for comparison with national norms,

Table 22 shows the distribution of percentile scores for the overall sample. Though target
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children in this sample scored, on average, below the national norm for children of the same age,
the difference was not statistically significant.®

The Achenbach Child Behavior Checklist (CBCL) measures problem behaviors and
competencies. Different versions of the instrument are available for younger and older children.
The measure is designed for completion by parents or other individuals who know the child well.
Respondents are asked to rate how frequently a child exhibits certain behaviors. Each age-
specific version yields scores for problems or “syndromes” that are generally comparable across
versions. Statistical analysis has shown that subsets of these syndrome scores constitute two
separate broadband scales: internalizing behaviors, such as withdrawn, anxious, and
somaticizing behavior, and externalizing behaviors, such as delinquent and/or aggressive acts.
Means for these two scales are presented in Table 23 below. A Total Problem scoreis aso
derived from items on both the Internalizing and Externalizing scales as well as other syndrome
scales such as Social Problems, Thought Problems, and Attention Problems. Across-site
differences between mean scores on Internalizing, Externalizing, and Total Problem scales were
statistically significant, suggesting that some sites were serving more troubled children than
others.

When norms for the CBCL were established, children in the national sample were
divided into two subgroups, termed clinical and nonclinical. The former included children who
were currently utilizing inpatient or outpatient mental health services. Scale norms for these two

populations were then devel oped. T-scores of 70 or higher are considered to be in the clinical

8 In some cases, survey respondents failed to respond to al the items on a particular scale.

Because most of the scales used in this evaluation are based on scales that are known to have
high reliability (i.e., the scores on each individual item tend to be highly correlated), we
decided to impute values for the missing items based on the average value of the items that
were compl eted.
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range for that particular syndrome or broadband scale. Scores of 67 to 69 are indicative of
children who are “borderline” (i.e., at risk) and scores below 67 describe “normal” (i.e.,
nonclinical) children. Slightly less than 15 percent of the children in the study sample scored in
the clinical range on the Total Problem scale, whereas 9.1 percent and 16.5 percent scored in the
clinical range on the Internalizing and Externalizing scales, respectively. More than 30 percent of
target children scored in the clinical range on at |east one syndrome score (see Table 24).

Table 23. Achenbach Child Behavior Checklist: T-Score Means by Site

Scale
(N=233)
Mean Score Internalizing Externalizing Total Problem
No. mean No. Mean No. mean
Sitel 51 49.8 51 53.7 51 52.8
Site 2 45 534 45 587 45 56.9
Site 3 53 514 53 57.7 53 55.5
Site4 42 523 42 56.7 42 55.6
Site5 43 60.6 43 61.7 43 62.2
Total 233 53.3 233 57.6 233 56.4
Table 24. Achenbach Child Behavior Checklist:
Children Scoring in the Clinical Range by Site
Scale
Internalizing Externalizing Total Problem Any Subscale
Mean Score (N=232) (N=231) (N=232) (N=232)
No. Percgnt of No. Percgnt of No. Percgnt of No. Percgnt of
site site site site
Sitel 4 8.0 6 12.0 5 10.0 14 275
Site 2 6 13.3 7 15.9 8 17.8 12 26.7
Site3 1 19 13 245 5 9.6 17 321
Site4 3 7.1 7 16.7 8 19.0 14 333
Site5 7 16.3 5 11.9 7 16.3 15 35.7
Total 21 9.1 38 16.5 33 14.2 72 30.9

Both the MSD and CBCL scales generate percentile scores that provide a measure of how
aparticular child compares with children nationally. Caregivers of children younger than 2 years
old were administered the MSD, and caregivers of children 2 and older were administered the

CBCL. In Table 21, these percentile scores are shown for all children. Higher percentile scores
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indicate higher levels of problem behavior or lower levels of motor and socia devel opment,
depending on which instrument was administered.’

The MSD and CBCL are not strictly comparable, so age trends suggested by Table 25
should be interpreted with some caution. With thisin mind, it is noteworthy that older children
were reported to be more behaviorally disturbed than the younger children in this sample. In fact,
though children under age 6 had scores comparable to national averages, older children exhibited
significantly greater disturbance than their peers nationaly.

Table 25. Child Development and Behavior Norms by Child Age

Percentile

Child Age (in Y ears)) (N=308)

# Mean
Birthto 1 37 48.1
2t03 20 444
4t05 32 48.4
6to7 33 61.4
8to9 42 68.5
10to 11 46 56.9
12to 13 30 78.3
14to0 15 46 74.3
16 and older 23 74.6
Total 308 62.2

Note: Percentiles for children birth to 1 are based on MSD scale scores. Percentiles for children 2
and older are based on CBCL scores.

The CBCL percentile score increases as raw problem score increases. The MSD percentile
score increases as raw child developmental score increases. Hence, to make these scales
comparable, we report the “reverse” MSD percentile score (i.e., 100 — MSD percentile score)
in Table 25.
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Demogr aphic and Economic Char acteristics:

Reports of Safety Services Case Managersand Caregivers

Table 26 describes the composition of target children’s households. It listsindividuals
who were present in the home at the time of case opening as reported by case managersin the
Time 1 survey. Results show that in a@most 90 percent of cases the biological mother was present
in the home, whereas the biological father was present in only 22 percent of households.
Countywide, according to 2000 census figures, 36.2 percent of households were headed by a
single parent; thus, target children in this sample were much more likely than those not involved
with Safety Servicesto beliving in asingle-parent home (Annie E. Casey Foundation, 2002).
With regard to other aspects of family structure, the target child was the sole child in the homein
about one-fifth (19.2%) of cases, so most homes had multiple children present. In those homes,
the other children present were usually the target child' s biological or adoptive siblings.

Table 27 shows that the biological mother was identified as the target child’s primary
caregiver in about 86 percent of cases. In nearly all other cases, the target child’ s father or
maternal grandmother was the primary caregiver. More than 90 percent of primary caregivers
were women.

Table 28 shows the age of the primary caregiver as reported by the case manager.
Although a small number were under 20 years old, most were older than age 30 and more than

17 percent were 40 years of age or older.
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Table 26. Case Manager’s Report of PersonsLivingin the Home

(N=438)
Type No. Percent
Biological mother 392 89.5
Biological or adoptive sibling 1 311 71.0
Biological or adoptive sibling 2 215 49.1
Biological or adoptive sibling 3 118 26.9
Biological father 96 21.9
Other dependent child 1 93 21.2
Other adult relative 63 144
Other dependent child 2 59 135
Maternal grandmother 49 11.2
Mother's domestic partner 37 8.4
Other dependent child 3 32 7.3
Stepfather 25 5.7
Other adult nonrelative 19 4.3
Maternal grandfather 16 3.7
Step-sibling 1 15 34
Paternal grandmother 10 2.3
Adoptive mother 8 1.8
Step-sibling 2 6 1.4
Adoptive father 5 11
Stepmother 4 0.9
Paternal grandfather 3 0.7
Father's domestic partner 2 0.5
Step-sibling 3 1 0.2

Table 27. Case Manager’s Report of Target Child’s Primary Car egiver

(N=438)
Type No. Percent
Biological mother 376 85.8
Biological father 21 4.8
Maternal grandmother 11 25
Adult relative 5 11
Adoptive mother 5 11
Paternal grandmother 4 0.9
Biological sibling 1 3 0.7
Stepfather 1 0.2
Missing 12 2.7




Table 28. Case Manager’s Report of Primary Caregiver’'sAge

(N=426)
Age (in Years) No. Percent
20 and under 27 6.2
21-25 57 13.0
26-30 85 19.4
31-35 100 22.8
36-40 79 18.0
41-45 36 8.2
More than 45 39 8.9
Missing 3 0.7

Table 29 shows the racial/ethnic distribution of the primary caregivers, using data from
case manager surveys. Most were African American, whereas about one-quarter were Caucasian,
and 12 percent were of Hispanic heritage. The distribution varies by site, much asin the
distribution shown in Table 11 above, with the highest percentage of Hispanics being served at
Site 4 and the highest percentage of Caucasians at Site 5.

Table 29. Case Manager’s Report of Primary Caregiver’s Race/Ethnicity

(N=426)
Race/Ethnicity No. Percent
African American 240 56.3
Caucasian 103 24.2
Mexican/Chicano/Mexican American 21 49
Puerto Rican 21 49
Hispanic/Latino other 11 2.6
Mixed Race/Ethnicity 4 0.9
Native American 4 0.9
Laotian 3 0.7
Other Southeast Asian 1 0.2
Other race/ethnicity 1 0.2
Missing 17 4.0

Primary caregivers were also asked about their demographic characteristics. However,
the response rate in the case manager survey was substantially higher than among caregivers and
the age and race/ethnicity distributions do not differ significantly between the two sources of
data. Thus, where available, statistics are reported from the case manager survey in order to

include the largest number of cases.
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Both case managers and primary caregivers were asked about the family’s ability to meet
its basic needs. Results shown in the next several tables suggest that many families are hard-
pressed to make ends meet and that the educational and employment status of many primary
caregivers may make it difficult for familiesto improve their situation, at least in the near term.

Table 30 shows the self-reported educational attainment of primary caregivers. More than
two-fifths had not earned a high school diploma or general equivalency degree at the time of the
survey. Fewer than 3 percent had a college degree. Table 31 shows the employment status of
caregivers as reported by case managers shortly after case opening. More than half of caregivers
were reported to be unemployed or out of the workforce, and less than one-third were employed
full time.

Table 30. Caregivers Self-Reported Educational Attainment

(N=324)
Education No. Percent
8" grade or less 12 3.7
Some high school 130 40.1
High school 115 35.5
Some college 44 13.6
Two years of college 15 4.6
Four years of college 4 1.2
More than four years of college 4 1.2

Table 31. Case Manager’s Report of Caregivers Employment Status

(N=426)
Employment Status No. Percent
Full time 135 317
Part time 38 8.9
Unemployed 111 26.1
Not in workforce 124 29.1
Missing 30 4.2

Primary caregivers were asked about their household income in the past year. Table 32
shows that, based on these self-reports, the majority of families had incomes below poverty

level. The mean annual income was $15,210, but because this value is subject to distortion in
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irregularly distributed variables such as income, a more useful statistic is the median. That value
was $11,750, which means half of all families in the sample had annual incomes of this amount
or less. By comparison, the median annual income among all familiesin Milwaukee County in
1999 was $38,100, or more than 3 times as high as among familiesin this sasmple (U.S. Bureau
of the Census, 2002). Income reported by primary caregivers came from both work-related and
nonwork-related sources. Nearly half had no formal job during the month before the interview,
37.2 percent held ajob during that period, and 13 percent held more than one job. A small
number (5.9%) reported having income from informal jobs, which, on average, paid less than
$600 a month.

As might be expected given their low incomes, many primary caregivers reported having
substantial debt. Overall, 33 percent (n = 107) indicated that they had borrowed money during
the month before their interview, and for about half of these the amount borrowed exceeded
$100. With regard to total debt, Table 33 shows that about two-fifths of caregiversinterviewed
reported having outstanding debts at the time of the interview. Though in many cases the level of
this debt was relatively modest, Table 34 indicates that more than one-fifth of caregiversin the
sample owed an amount exceeding $2,000.

Table 32. Annual Household Income Reported by Primary Caregivers

(N=324)
Amount (in Dollars) No. Percent
0-5,000 34 10.5
5,001-8,000 37 11.4
8,001-10,000 36 11.1
10,001-15,000 56 17.3
15,001-20,000 38 11.7
20,001-25,000 40 12.3
25,001-50,000 23 7.1
50,001 and above 11 34
Don’t know 25 7.7
Missing 20 6.2
Refused 4 1.2
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Table 33. Caregiver’s Self-Report of Having Any Debt

(N=324)
Response No. Percent
Yes 137 42.3
No 185 57.1
Don’'t know/refused 2 0.6
Table 34. Amount of Self-Reported Debt
(N=324)
Amount (in Dollars) No. Percent
L ess than 500 22 6.8
501-2,000 39 12.0
2,001-5,000 29 9.0
5,001-10,000 18 5.6
10,001-30,000 23 7.1
More than 30,000 6 19
No debt reported 187 57.7

In addition to income, another measure of economic well-being is residentia stability.
Table 35 reports results from case manager surveys indicating that, whereas about three-fourths
of familiesin the sample were long-term Milwaukee residents, nearly 30 percent were known to
have changed residences at |east once within the previous six months. Though not shown in the
table, another 27 families (6.2%) were homeless as of the Time 1 case manager survey. Finally,
the table shows that many Safety Services case managers were unaware of the residential
histories of their clients.

Primary caregivers were asked about types of economic deprivation they had experienced
during the past 12 months, as shown in Table 36. Nearly four-fifths (79.5%) reported having
experienced at least one type of hardship listed. The mean number of hardships was 4.0, and
those most frequently reported were not having enough money to pay an important bill (50.3%),
not having enough money for clothing or shoes (48.5%), and not having enough money to pay

rent or mortgage (40.4%).
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Table 35. Case Manager’s Report of Family Residential M obility

(N=438)
Length of Time Target Child' s Family Has Lived in the Milwaukee Area No. Percent
More than 4 years 285 65.1
2to4 years 28 6.4
1to 2 years 16 3.7
Between 6 months and 1 year 11 25
Less than 6 months 14 3.2
Don't know 75 17.1
Missing 9 21
Number of Times Target Child's Family Has Moved in the Past Six Months ~ No. Percent
Has not moved 217 49.5
Moved once or twice 115 26.3
Moved three or four times 13 3.0
Don't know 79 18.0
Not applicable 4 09
Missing 10 2.3

Resultsin Table 37 pertain specifically to hardships affecting nutrition. Though most

caregivers reported having sufficient food (if not always the preferred kind), more than 14

percent (n = 47) reported that their family sometimes or often did not have enough food to eat in

the previous month.

Table 36. Caregiver’s Self-Reported Economic Deprivation in Past 12 Months

(N=324)
Type No. Percent
Not enough money to pay an important bill 163 50.3
Not enough money for clothing or shoes 157 48.5
Not enough money to pay rent or mortgage 131 40.4
Received help from family or friends 122 37.7
Had phone service cut off 118 36.4
Went to food pantry/community meal program 106 32.7
Received help from churches, community agencies, or neighborhood centers 94 29.0
Not enough food 93 28.7
Had to move in with family 72 22.2
Had utilities shut off 53 16.4
Received help from other people/places 49 14.8
Weas evicted 45 139
Was homeless 35 10.8
Had furniture, car, or bel ongings repossessed 17 52
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Table 37. Self-Reported Food I nsecurity in Past 30 Days

(N=324)
Type No. Percent
Enough of kinds of food wanted to eat 141 43.5
Enough food, but not always the kind wanted 134 41.7
Sometimes not enough food to eat 37 114
Often not enough to eat 10 31
Refused 1 0.3

Table 38 shows case manager reports regarding caregivers' financial decision-making
and ability to provide for their family’s basic needs. Using a 5-point scale in which response
options ranged from “ Strongly agree” to “ Strongly disagree,” the items queried case managers on
matters such as whether they believed primary caregivers budgeted wisely or placed their
children’sfinancia needs before their own. Despite earlier findings concerning the limited
financial resources available to these families, almost all case managers (96.0%) agreed or
strongly agreed that the caregiver had sufficient income to provide for the target’s child’s basic
needs. Fewer, though still most, case managers (66.5%) agreed or strongly agreed that caregivers
made sure the child’ s financial needs were met before the caregiver’ s own, and most (59.8%)
also agreed or strongly agreed that caregivers purchased essential items before spending money
on nonessentials. However, when asked if caregivers budget wisely, amost half the case
managers (49.3%) were neutral or disagreed.

When responses to these questions were analyzed by site, some statistically significant
differences appeared. For example, responses to the four questions by case managers at Site 1
were more likely to fall in the “neutral” category than at other sites, whereas case managers at

Site 5 were most likely to agree or strongly agree with each statement.
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Table 38. Safety Services Case Manager Report of Primary Caregiver’s Financial Situation
and Decision-Making

(N=426)
Primary caregiver has sufficient income to provide for basic needs? No. Percent
Strongly agree 333 78.2
Agree 76 17.8
Neutral 10 2.3
Disagree 0 0.0
Strongly disagree 0 0.0
Missing 7 1.6
Primary caregiver makes sure children's financial needs are met first? No. Percent
Strongly agree 97 22.8
Agree 186 43.7
Neutra 109 25.6
Disagree 29 6.8
Strongly disagree 3 0.7
Missing 2 0.5
Primary caregiver budgets wisely? No. Percent
Strongly agree 68 16.0
Agree 148 34.7
Neutral 149 35.0
Disagree 50 117
Strongly disagree 8 1.9
Missing 3 0.7
Primary caregiver purchases essential items before nonessential items? No. Percent
Strongly agree 82 19.2
Agree 173 40.6
Neutra 129 30.3
Disagree 35 8.2
Strongly disagree 5 1.2
Missing 2 0.5

Neighborhood Circumstances
Research suggests that the quality of the neighborhood environment in which afamily
livesis associated with the likelihood of child maltreatment. Primary caregivers were thus asked
(at Time 1 only) about characteristics of their neighborhood. First, alist of important community
resources was read, and respondents were asked to indicate whether the resource was available in

their neighborhood (to their knowledge) and whether they had personally used the resource.
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Responses are shown in Table 39. Not quite half (6 of 13) of the resources were reported to be
present in amajority of the respondents neighborhoods. This suggests that in many cases
caregivers must go beyond their neighborhood to access sources of support such as literacy
education, employment services, and family planning. Additionally, only two resources—
supermarkets and libraries—were both present and reported to be used by a mgjority of
respondents. Of particular note is the fact that only about 1 in 10 respondents reported making
use of acommunity day-care center.

Table 39. Neighborhood Resour ce Presence and Usage

Resource Present Resource Used
(N=324) (N=324)

Resource Type No. Percent No. Percent
Supermarket 246 75.9 225 69.4
Bank 209 64.5 122 37.7
Library 205 63.3 168 51.9
After-school recreation program 203 62.7 122 37.7
Police station 200 61.7 118 36.4
Organized center like the YMCA 187 57.7 93 28.7
Organized summer recreationa program for children 161 49.7 88 27.2
Community day-care service 160 49.4 33 10.2
Community family health service 116 35.8 51 15.7
Literacy, GED, or tutoring program 102 315 41 12.7
Employment office 96 29.6 41 13.0
Active Scout troop or youth club 9 37.0 34 105
Family planning clinic 87 26.9 34 105

Caregivers were aso asked to rate selected institutions that they were aware of in their
neighborhoods, including schools, parks, and others (Table 40). In general, respondents were
about aslikely to rate these institutions as “poor” or “fair” asthey were to rate them as “good” or
“excellent.”

Table 40. Rating of Community I nstitutions/Services

Poor Fair Good Excellent
I nstitutions/Service No. Percent  No. Percent No. Percent No. Percent
Schools 4?2 130 89 275 116 35.8 40 12.3
Parks 54 167 92 28.4 121 37.3 29 9.0
Recreational services 5 173 61 18.8 111 343 21 6.5

Mental health counseling 44  13.6 38 11.7 47 145 18 5.6
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The last questions about caregivers' neighborhoods asked them to respond to a series of
13 statements about their immediate environment, such as, “ Thisis a close-knit neighborhood,”
“There are alot of adults around here that your children can look up to,” “Y ou can count on
people in the neighborhood to let you know about opportunities for your kids,” and “The
neighbors often ask too much of you.” Response options for these questions ranged from “1 =
strongly disagree” to “5 = strongly agree.” An overall score was computed by simple summing,
with higher numbers indicating more negative attitudes towards the neighborhood.

Overall scores among caregivers ranged from 1.3 to 4.5. The mean score was 3.05,
indicating that caregivers on average viewed their neighborhood neither positively nor
negatively. Respondents who were served by Site 5 rated their neighborhoods most positively
(mean = 2.74) whereas those at Sites 2 and 3 rated their neighborhoods most negatively (mean =

3.14 and 3.19, respectively), and these differences were statistically significant.
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Social, Psychological, and Health Characteristics:

Reports of Caregivers

Caregiver surveysincluded a group of standardized self-report scales designed to
measure psychological and interpersonal variables such as stress, social support, health, and
mental health. Most were included in both Time 1 and Time 2 interviews, so they provide a
means of assessing improvement or deterioration between case opening and case closure.

Stress

The Everyday Stressors Index (ESI) was developed to measure the type and intensity of
stress experienced by low-income mothersin their daily lives (Hall, 1983). It consists of alist of
20 stressors that address financia concerns, role overload, parenting worries, employment
problems, and interpersonal conflict. Subjects respond to each stressor using a4-point scale
ranging from “0 = not bothered at all” to “3 = bothered a great deal.” The scaleis additive, and a
final cumulative score is produced. This ranges from 0 to 60, with higher scores indicating
greater stress. Scores are grouped into low, medium, high, and very high levels.

Table 41 shows caregiver responses to the ESI at Time 1. Items are arranged in
descending order based on the percentage of respondents who indicated they were bothered a
great deal by that particular stressor. The two stressors most frequently cited related to the school
performance and behavior of caregivers children. Following that were stressors having to do
with economic issues, including lack of time, money worries, and housing and employment
problems.

The mean cumulative score at Time 1 was 21.1, whereas at Time 2 it had decreased to
19.5. The overall magnitude of this drop is modest, and because both scores fall within the

medium range, it appears that many stressors continued to affect caregiversat Time 2. The
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difference between the two scores is statistically significant, however, and it suggests that
services contributed to at least some reduction in stressors. Table 42 shows the percentage of
cumulative scores falling into the low, medium, high, and very high categories at Times 1 and 2.
As can be seen, the number of people identified as experiencing high stress had decreased by 7
percentage points, low and medium stress categories included a somewhat larger number of

parents.
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Table42. Caregivers ESI Scoresat Timeland Time?2

(N=324) (N=324)
Cumulative Score Percent at thislevel at Timel Percent at thisleve at Time 2
Low 36.4 39.8
Medium 25.3 30.9
High 19.8 185
Very High 185 10.8

Social Support

The Socia Support Survey (SSS) was developed to assess the nature and degree of
support that persons perceive to be available to them (Sherbourne and Stewart, 1991). It includes
19 itemsthat list examples of four types of functional supports—emotional-informational
support, tangible (e.g., physical) support, positive interaction, and affection. Respondents
indicate the availability of each type by choosing options ranging from “1 = none of the time’ to
“5=all of thetime.” An overal scoreis produced that ranges from 0 to 100, with higher scores
indicating higher levels of support.

The SSS was administered at Time 1 only. Its purpose was to provide information on the
extent to which caregivers were experiencing deficits in the support available to them. In its
original validation study, the SSS was tested on a sample of 2,987 adults who made visitsto
health care providersin three large U.S. cities. The mean overall score among subjects in that
sample was 70.1. For caregiversin this study (n=316), the mean was 59.8. This suggests that
caregivers, in addition to experiencing numerous stressors, are disadvantaged with respect to
social supports available to aid in coping. It is also important to note that only 99 (30.6%)
caregivers had a partner living in the home, of which 54 were identified as a spouse. Those with
aspouse or partner in the home had mean SSS scores of 73.3, whereas for single parents, the
mean was 53.6. Caregivers who lacked partners were thus statistically significantly lower in

perceived support than those with partners.
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Overall Health

Asameasure of caregivers overal health, the SF-12 (Ware, 1995) was administered at
Time 1. It isa 12-item self-report scale that addresses both physical and mental health. It has
been widely used as both a screening and outcome measure and is well-normed. In general
population samples, it has a mean total score of 50 and standard deviation of 10, with higher
scores indicating better health status.

Among caregivers at Time 1, the mean score for physical health was 40.9 and the mean
score for mental health was 40.1. This indicates that respondents were amost a full standard
deviation below the mean for both aspects of health, which is substantially worse than in the
genera population. Recognizing that a person’s health varies across the life span, scores can aso
be used to assess whether each respondent’ s health falls above or below the national median for
his/her age group. Results indicate that only 6 caregivers (1.9%) had physical health above the
median for persons their age, and only 11 (3.4%) had menta health scores better than their age-
specific median. No meaningful between-site differences were found for perceived physical
health, but caregivers at Site 3 had statistically significantly lower mental health scores than
those at Sites 1, 2, and 5.

Table 43. Self-Reported Health Status of Primary Caregivers

(N=324)
Health Status No. Percent
Excellent 44 13.6
Very good 58 18.0
Good 98 30.3
Fair 84 26.0
Poor 39 12.1

Table 43 shows caregivers responses to a single question concerning their overall health.
More than one-third of caregivers reported that they were in poor or only fair health, a much

higher percentage than is normally found in surveys of populationsin the same general age
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range. Almost all respondents (94.4%) indicated that they had access to a health care provider,
and most (61.4%) reported having access to a dental care provider.
Mental Health

Several self-report measures were used to determine whether respondents had a possible
mental or behavioral health disorder. The CIDI-SF, which was administered only at Time 1, isan
abbreviated version of the World Health Organization’s Composite International Diagnostic
Interview. It uses four “modules’ of the interview that screen persons for major depression,
anxiety, and alcohol and drug disorders. Each of the modules involves a process that begins
when respondents provide certain answersto “stem” questions that trigger subsequent items
addressing the specific disorder. Triggering mechanismsin this case were (1) affirmative
answers to either of the CIDI stem questions for depression or anxiety, (2) reported use of any
drug during the past year, and (3) areport of having had four or more drinks during a single day
within the past year. Using these broad criteria, 199 caregivers (61.4%) reported at least one
problem that would indicate the need for mental or behavioral health services.

The depression section of the CIDI-SF is designed to identify respondents who have
experienced amajor depressive episode, without regard to the episode’ s underlying cause (e.g.,
major depressive disorder, bipolar disorder, or psychotic disorder). It isimportant to note that
each respondent receives a score indicating the probability that completion of the full CIDI
measure would lead to a diagnosis, but the short form itself does not provide afull diagnosis.
The result of the screening is the probability of the respondent being a“CIDI case,” thus the term
“caseness’ in Table 44 refersto this probability. Asthe table indicates, 109 caregivers (33.6%)
qualified for additional CIDI-SF major depression screening questions (i.e., they met the stem

requirement of experiencing a minimum of two weeks of dysphoric mood or anhedonia). Among
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caregivers who qualified, 95 (29.3 percent of all those in the sample) had more than a .8
probability of clinical depression (out of a possible 1.0).

Table 44. CIDI-SF Scoresfor Major Depressive Episode

(N=324)
Probability of CIDI Caseness CIDI-SF Score No. Percent
.0001 0 216 66.7
.0568 1 2 0.6
.2352 2 3 0.9
5542 3 8 2.5
8125 4 7 2.2
.8895 5 22 6.8
.8895 6 36 111
.9083 7 30 9.3

The CIDI-SF provides a direct diagnosis of generalized anxiety disorder. The person
must report an anxious period lasting at least six months, report excessive anxiety, indicate alack
of control over the anxiety, and report at least three relevant symptoms. As shown in Table 45,
almost two-thirds (65.1%) of caregivers reported at |east one of these symptoms, and al CIDI
criteriafor generalized anxiety disorder were met by 28 (8.6%) of the sample members.

Table 45. CIDI-SF Diagnosis of Generalized Anxiety Disorder

(N=324)
Indication of anxiety No. Percent
No reported symptoms 113 34.9
Anxious for period lasting more than 6 months 85 26.2
Anxiety excessive 61 18.8
Anxiety difficult to control 37 114
Full clinical diagnosis of anxiety 28 8.6

Alcohol dependence is measured in the CIDI-SF by seven items triggered by the
respondent’ s indication of having had more than four drinks on any single day in the past twelve
months. Table 46 shows that nearly one-fourth (23.5%) of respondents answered the stem
guestion affirmatively, but only 16 (4.9%) could be diagnosed with confidence as experiencing

alcohol dependence (probability > 1.0). Six more were very likely cases (probability > .8).
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Table 46. CIDI-SF Diagnosis of Alcohol Dependence

(N=324)
Probability of CIDI Caseness CIDI-AD Score No. Percent
0.0003 0 249 76.9
0.0614 1 30 9.3
0.3874 2 23 7.1
0.8411 3 6 19
1.0000 4 8 2.5
1.0000 5 5 15
1.0000 6 3 0.9
1.0000 7 0 0.00

Respondents who acknowledged sedatives, tranquilizers, amphetamines, analgesics,
inhalants, marijuana, cocaine, LSD, or heroin during the past year were asked seven additional
guestions to assess drug dependence. Among the sample members, 22.2 percent answered
affirmatively with regard to use of at least one of the drugs during the past 12 months. Table 47
details the percentage reporting use of each type of drug addressed by the questions. The types
most commonly reported were marijuana and cocaine.

Table 47. Types of Drugs Used by Caregiversin the Previous Y ear

(N=324)
Type of Drug No. Percent
Marijuana 45 139
Cocaine 27 8.3
Analgesics 15 4.6
Sedatives 12 3.7
Tranquilizers 6 19
Inhalants 5 15
Heroin 1 0.3
Amphetamines 1 0.3
LSD 0 0.0
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Table 48 indicates that of the 72 people who reported using drugs at least once, 7 (2.2%)
scored at the level of clinical diagnosis of drug dependence, and others had a high probability of
diagnosis (> .75)."°

Table 48. CIDI-SF Diagnosis of Drug Dependence

(N=324)
Probability of CIDI Caseness CIDI Drug Score No. Percent
0.0000 0 292 90.1
0.0492 1 12 3.7
0.2787 2 6 1.9
0.7561 3 7 2.2
1.0000 4 1 3
1.0000 5 6 1.9
1.0000 6 0 0.0
1.0000 7 0 0.0

Domestic Violence

Caregivers were asked at Time 1 about their experiences with domestic violence, using
the Index of Spouse Abuse (ISA; Hudson, 1982). The ISA is a 30-item measure designed to
determine the extent of physical and nonphysical abuse in marital or partner relationships. The
two dimensions of abuse form separate subscales—the ISA-P and the ISA-NP. Itemsin the
measure consist of examples of abusive acts (e.g., “My partner slaps me about my face and
head”), to which subjects respond by choosing options ranging from “1 = never experienced” to
“5 = very frequently experienced.” Items are weighted differentially according to the severity of
abuse, from 1 for belittling the partner to 98 for beating the partner so badly that she needs
medical help. The ISA was normed on samples of female students and on a clinical sample of

100 women from shelters and protective agencies. Itsclinical cutting points, which indicate the

19 Unfortunately, one of the seven symptom questions was inadvertently left out of our survey,
so it is possible that as many as seven more people could potentially have scored 100 percent
probability of drug dependence and an additiona six could have high probability of a
diagnosis. This leadsto the possibility that as many as 20 parents, or 6 percent of the total
sample, could have drug dependence based on their self-report.
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presence of ameaningful level of abuse, are scores above 10 on the ISA-P and above 25 on the
ISA-NP.

The mean score among the 99 female caregivers in the sample who had a spouse or
partner in the home was 4.2 for the ISA-P and 11.6 for the ISA-NP. Eleven respondents had
scores above the clinical cutting point for physical abuse, and 18 had scores above the cutting
point for nonphysical abuse. Because the ISA was created to measure the magnitude of abuse
inflicted on women by their partners, results were anayzed separately for the eight male
respondents who had partners in the home. None had a score on either subscale greater than the
clinical cutting score. It should be noted that results from the respondents are likely to understate
the magnitude of this problem in the population due to the social desirability biasinherent in
such questions (i.e., persons may be embarrassed or afraid to answer honestly). One piece of
evidence in support of thisis the fact that more partner abuse was reported by respondents

interviewed by telephone than by those interviewed in person.



Child Well-Being: Reports of Case Managers

In order to assess the overall quality of each family’s environment, and to measure
changes in this environment that may have occurred between commencement and completion of
Safety Services, case managers responded to selected items from the Child Well-Being Scales
(Magura and Moses, 1986) at both Time 1 and Time 2. The CWB Scales were designed
specifically for usein child welfare services as a means of both initial assessment and monitoring
of progress over time. Each scale consists of asingle aspect of child well-being that represents
one of four broad dimensions. parenting role performance, familia capacities, child role
performance, and child capacities. Response options vary from scale to scale, ranging from three
to six categories. The wording of these categories also varies, but most cover arange from
“Adequate’ (=1) to “Severely Inadequate” (=4). Each scale category is described in detail so that
acase manager’ s ratings are as objectively grounded as possible. The scales are then weighted in
terms of a common dimension—the impact or “seriousness’ of each item on a child’'s overall
well-being. These “seriousness’ weights were empirically derived using data collected from a
nationwide sample of child welfare professionals. The resulting weighted scores, ranging from 1
to 100, can be aggregated into composite scores that are useful indicators of service outcomes
(Magura & Moses, 1986).

For the Panel 2 study, case managers were asked to complete 18 of the original 43 scales.
The 18 items used make up two composite scores, termed by Magura and M oses (1986, Chapter
4) as“Parental Disposition” (14 items focusing on parenting skills, disabilities, problem
recognition, motivation, and the primary caregiver’s relationship to the target child) and “ Child
Performance” (4 items measuring the target child’ s school behavior, academic performance, and

genera conduct). Appendix 1 provides examples of two scales from each dimension. Table 49
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presents the number of scales completed at Time 1 and Time 2; the Time 1 means for each scale
item are a so listed, including the means for the composite scores and a Child Well-Being Score,
which is acomposite score of all 18 items. The last column lists the change in the mean scores
from Time 1 to Time 2.

Previous studies using the CWBS suggest that the Panel 2 case managers tended to score
high, indicating that, at |east in the 18 areas covered, the children and parents were relatively
problem-free. For example, based on data collected during the early 1980's, Magura and M oses
(1986, Chapter 5) created normative scores for their composite scaleitems.™ At intake, the
mean for their Child Performance composite was 81.2 (compared with 88.1), whereas the
Parental Disposition normative score was 72.8 (compared with 84.7). Compared with Panel 2's
mean CWBS score, their overall child well-being score, at 82.5, was lower. In alater study,
Gaudin et al. (1992) compared CWBS scores between two sets of families: one group previously
identified as neglectful (n=53), and the other described as |low-income (n=80). Part of this study
involved using five of the Parental Disposition scalesto create a*“Psychological Care”
composite, including: adequacy of mental health care; acceptance/affection for children;
approval of children; expectations of children, and teaching/stimulation of children. We cannot
elaborate on the study’ s findings here. Still, it isinteresting to note that the mean score on a
similar composite for the Panel 2 families at Time 1 was 85.5, which falls between their
“neglectful” families group (mean = 79.1) and “nonneglectful” families group (mean=91.6). As
indicated in the table below, the overall mean scores show a dlight, but statistically significant,

increase at follow-up (from 85.6 to 87.5). This suggests, on average, a small improvement in

1 Table5-5, p. 187.
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child well-being over the course of Safety Services. Interestingly, this mean change scoreis
lower than Magura and Moses' normative change score of 4.4.
Table 49. Child Well-Being Scores at I ntake and Change at Follow-Up

No. Mean No. Change
(Timel) (Timel) (Time?2) inMean

Child Performance Scale Items

Education adequacy 263 91.5 264 15
Academic performance 209 86.4 233 2.3
School attendance 234 90.0 247 -0.7
Misconduct 270 82.1 282 2.4
Child Performance scale total 303 88.1 306 1.9
Parental Disposition Items
Acceptance/affection for children 335 82.9 339 0.8
Approval of children 308 84.3 327 -0.3
Expectation of children 322 86.8 335 0.5
Consistency of discipline 290 85.6 318 1.6
Teaching/stimulation of children 298 86.1 317 11
Adequacy of physical health care 346 925 344 1.4
Adequacy of mental health care 277 87.5 291 1.8
Capacity for child care 347 85.0 343 1.9
Recognition of family problems 350 76.7 345 2.3
Motivation to solve problems 354 82.1 330 20
Cooperation with case plan/services 350 82.9 348 -1.7
Target child's family relations 286 83.1 301 2.6
Threat of abuse to target child 303 87.6 322 0.7
Abusive physical discipline of target child 299 88.7 321 20
Parental Disposition scale total 364 84.7 354 15
Total CWB scale score 349 85.6 34 1.9

" Indicates significance at p < .05.

At the site level, two of the five offices (Sites 2 and 4) experienced a significant increase
in the overall score. Sites 1 and 3 saw slight but statistically insignificant increases, whereas Site
5 experienced avery small decrease in the overall score. Further, the overal scoresfor the
Parental Disposition and Child Performance scales also show slight but significant increases at
follow-up. By location, Sites 2 and 4 demonstrated significant improvement on the Parental

Disposition scale, whereas Sites 3 and 4 showed improvement on the Child Performance scale.

2 Table5-9, p. 191.
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Services Needed and Provided:

Reportsof Case Managersand Caregivers

Tables 50 and 51 detail children’s service needs as identified at Time 1 by case managers
and caregivers, respectively. Needs are shown in descending order of frequency. In genera,
caregiversidentified a much higher level of service need for their children than did case
managers. case managers recommended services for children in only aminority of cases,
whereas almost all caregiversidentified at least one service need for their children. In addition,
though the services recommended by caregivers and case managers are not in all instances
directly comparable (due to differences between the two surveysin how the service need
questions were structured), in cases where both were asked about similar services, substantial
discrepancies emerged. For example, case managers identified the need for counseling services
for less than one-fifth (17.6%) of the children in the sample. However, 45.6 percent of the
caregivers reported that their children needed counseling. Caregivers also identified the need for
medical servicesin much higher numbers (66.2%) than did case managers (5.8%).

Table 50. Child’s Service Needs | dentified by Case Manager at Time 1

(N=433)

Need Identified # %

Mental health counseling 76 17.6
Mental health services 45 104
Mental health evaluation 30 6.9
Medical services 25 5.8
Anger management services 15 35
Developmental disability services 14 3.2
AODA evaluation 7 16
AODA services 3 0.7
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Table 51. Child’s Service Needs as | dentified by Caregiver at Time1

(N=320)
Need Identified No. Percent
Health care services (medical/dental care) 212 66.2
Educational services 201 62.8
Participate in after-school program/activities (sports, Girl/Boy 191 597
Scouts, clubs, etc.) '
Individual counseling 146 45.6
Group counseling or therapy 106 33.1
Medications for emotional or mental health reasons 65 20.3
Psychiatric hospitalization 27 8.4
Substance abuse treatment 21 6.6
Job/employment training 20 6.3
Job finding/placement assistance 18 5.6
Job counseling (identifying skills, interests, vocational options) 16 5.0

Tables 52 and 53 show caregiver service needs as identified at Time 1 by case managers
and caregiversin their respective surveys. Noteworthy hereisthe fact that, according to case
managers, parenting assi stance was by far the most common caregiver service need. The case
managers second most frequently cited caregiver needs included psychological services such as
crisis counseling and social or emotional support. Caregivers, in contrast, rated parenting classes
in the middle range of their priorities, and counseling was also seen as only amid-level need.
Instead, of foremost importance to caregivers were material needs relating to transportation,
income, or food and clothing. Also, as was the case with children’ s services needs, case
managers identified fewer needs than did caregivers. For example, only 3 services were
identified as caregiver needs by one-third or more of case managers, whereas 10 different
services were identified as being needed by at least one-third of caregivers.

These results suggest two contrasting possibilities. Oneisthat case managers understand
caregiver needs better than do caregivers themselves, thus explaining the discrepanciesin their
responses. The other isthat case managers are misperceiving caregiver needs and are thusin
jeopardy of implementing services that are inappropriate to those needs. A combination of the
two possibilities may also be present.
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Thisraises the issue of caregiver perceptions of how well their needs and those of their
children were being met. Tables 54 and 55 display categories of service needs and services
received. |n some cases, needs and/or services received are based on standardized assessment
instruments embedded in the survey (e.g., the CBCL, CIDI). Because both case manager and
caregiver understanding of service needs can evolve over the course of a case, results regarding
service needs are based on data from both Time 1 and Time 2 surveys. The information
presented regarding services received, however, reflects only caregiver responses at Time 2; we
assume that at that time they are in the best position to report whether a service was actualy
delivered.

Table 54 reports caregiver responses at Time 2 concerning services provided to meet
their children’s needs. It shows that children in need of mental health services, asindicated
either by case managers or by ascorein the clinical range on the CBCL, were more likely to
receive such services (in 61.6% and 70.3% of cases, respectively). However, the likelihood of
service receipt was substantially lower with respect to other needs. Medical services, for
example, were those most likely to be deemed necessary (86.0% of cases), but they were
reported to have been provided to only dlightly more than half (52.1%) of children who needed
them. Also, of the 30 children identified as needing alcohol or drug abuse treatment, only 5

(16.9%) were reported by caregivers to have received the services.
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Table52. Caregiver’s Service Needs as | dentified by Case Manager at Intake

(N=429)
Need Identified No. Percent
Parenting assistance 246 56.2
Crisiscounseling 154 35.2
Social or emotional support 141 32.2
Finding housing 117 26.7
Home management 76 17.4
Finding food or clothing 74 16.9
Transportation 73 16.7
Mental health services 72 16.4
Financial assistance 66 151
Child activity 58 13.2
Finding or maintaining ajob 57 13.0
AODA evaluation 53 121
Mentoring services 52 119
AODA services 47 10.7
Day care 43 9.8
Respite care 34 7.8
Mental health evaluation 33 7.5
Tutoring services 32 7.3
Other housing services 31 7.1
Anger management services 26 5.9
Medical services 25 57
Life skills 25 5.7
Domestic violence services 24 55
Medical evaluation 24 55
Developmental disability services 22 5.0

Table53. Caregiver’s Service Needs as | dentified by Caregiver at Intake

(N=324)
Need Identified No. Percent
Help with transportation 177 54.6
Help applying for financial assistance or income support 163 50.3
Help with basic food or clothing needs 157 48.5
Housing services, such as home repair/maintenance 154 47.5
Counseling (any reason) 152 46.9
Help finding aplaceto live 149 46.0
Parenting classes 144 44.4
Help with finding and maintaining employment 142 43.8
Day care services 116 35.8
Home management skills 109 33.6
Respite care 80 24.7
Medications for emotional/mental health reasons 81 25.0
Substance abuse treatment 27 8.3
Psychiatric hospitalization 18 5.6
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Table54. Target Child’s Service Needs and Services Received

Need Received
(N=327) (N=327)
Percent of
Indicated need/service: No.  Percent No. Need
Medical services 281 86.0 149 521
Mental health services 228 69.9 142 61.6
Medication (emotional/mental

health) 91 27.8 38 42.1
CBCL clinical range 82 25.2 58 70.3
AODA treatment 30 9.1 5 16.9

Table 55 details caregivers service needs and receipt. As noted above, because case
managers may have underestimated the extent of caregiver needs, it appears many went unmet.
For example, in areas of basic material need (including transportation, financial assistance, or
other basic needs), less than half (44.2%) of those identified were served, and less than afifth
(19.2%) of caregivers with housing needs received services. Further, a need for day care or
respite services was identified among two-thirds (66.9%) of caregivers, but only 19% were
reported to have received such services. Overall, among the 11 categories of service needs,
actual provision of servicesto amajority (more than 50%) of cases was reported in only 1
category. Mental health needs, asidentified either by CIDI score, were relatively more likely to
be served (69.8 %).

In cases where case managers indicated that needed services had not been provided, we
asked them why. In most instances, case managers did not provide an answer to this question.
According to those who did respond, however, the most common reason was that the intended
recipient (child, 74.4%, caregiver; 80.0%) refused to participate (see Tables 56 and 57).

These results suggest the following possibilities: Findings concerning the frequency with
which child and caregiver needs did not receive services may show failure by case managers to

assess needs correctly or follow through with appropriate referrals. Or, case managers may have
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been reluctant to answer questions asking why referrals were not made because candid responses
might reveal such shortcomings. Alternatively, it may be that services were not reaching children
and caregivers because of failure on their part to cooperate with referrals, rather than because
case managers were failing to make referrals. Ultimately, the study’ s results are insufficient to
determine who to blame. Instead, they are perhaps best used to call attention to the need for more
effort to assess the service needs of children and caregivers and to ensure that relevant services
areidentified, provided, and utilized.

Table 55. Caregivers Service Needs and Receipt

Need Received
(N=317) (N=317)
Percent
Indicated need/service No. Percent No. of need
Basic needs/transportation/financial asst. 263 82.9 140 53.2
Mental health services 256 80.8 121 47.3
Finding a home/housing issues 249 78.6 61 24.5
Parenting assistance and classes 244 77.0 103 42.2
Day care or respite services 211 66.6 40 19.0
Home management or chore services 195 61.5 71 36.4
Finding/Maintaining Employment 184 58.0 25 13.6
Diagnosed depression’ or anxiety disorder 96 30.3 67 69.8
Medication needs (re: emotional/mental health) 90 284 30 333
Substance abuse treatment 86 27.1 30 34.8
Diagnosed AODA' 22 6.9 8 36.4

TCIDI AODA scale “caseness’ of .80 or higher.
*CIDI depression scale caseness of .80 or higher.

Table 56. Reasons Services Were Not Provided to Target Child at Follow-Up

(N=216)
No. Percent of responses
Person refused 29 744
Other 6 154
Person not yet referred 1 2.6
Serviceis not highest priority 1 2.6
Person wait-listed 1 2.6
Person ineligible 1 2.6
Missing 177 n.a.
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Table 57. Reasons Services Were Not Provided to Caregiver at Follow-Up

(N=1150)
No. Percent of responses
Person refused 164 80.0
Other 35 17.1
Person wait-listed 2 1.0
Person ineligible 2 1.0
Serviceis not highest priority 1 0.5
No financing 1 0.5
Missing 945 n.a
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Service Barriersand Effectiveness:
Reportsof Case Managersand Caregivers

Both case managers and caregivers were asked a wide range of questions about the nature
of Safety Services. Case managers were queried about their work environment, the availability of
quality services in the community, and the challenges faced by the families in their caseload.
Caregivers were asked about the quality of their relationship with their case manager and about
how effective they perceived servicesto be.

Questions to case managers were presented in the form of alist of service-related factors
or circumstances such as caseload size, organizational communication, cooperation from clients,
and others. Case managers were asked to indicate the extent to which they perceived each
circumstance to be a barrier to the achievement of case goals. Responses were provided through
use of a4-point scale: 1= “No barrier”; 2= “Slight barrier”; 3= “Moderate barrier”, and; 4=
“Significant barrier.” Table 58 shows the distribution of responses to these questions. In general,
case managers reported relatively few barriers. The only “system” issues deemed to be moderate
or significant barriers by at least one-fourth of the respondents were paperwork (30.5%) and
caseload size (27.8%). In addition, between 15 and 20 percent of case managers reported lack of
caregiver cooperation and the number of problems facing the family as moderate to significant
barriers.

Items within the list were analyzed and found to form five subscales. These were labeled
Workload, Intake Information Quality, Working Environment, Parent Cooperation, and Family
Problems. Mean scores were computed by averaging responses across all items in each subscale;
higher scores indicate greater perceptions that factors in that area presented barriersto case

progress. In ailmost al cases, the scores fall below avalue of 2, indicating that most respondents
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saw few or no systemic barriers in the areas represented by the subscales. However, statistical
tests suggest that some meaningful differences existed between sites with respect to case
manager perceptions of their workloads, the quality of the information received, and the
families' problems. Roughly 30 percent of responses from Sites 2, 4 and 5, for example, scored
the Workload factor as a moderate or significant barrier, whereas the percentage in Sites 1 and 3
was significantly lower, at less than 8 percent. These differences may be accounted for by the
“caseload size” item. Exactly half of the responses from Site 2 rated caseload size as a moderate

or significant barrier, whereas at Site 3 only 7.5 percent of ratings were of that magnitude.
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Services Outcomes

The central goal of Safety Servicesisto minimize and, if possible, eliminate children’s
risk of being maltreated in their homes. Measuring risk is difficult, however, because caregivers
who neglect or abuse their children will obvioudly tend to hide this fact. Though imperfect, the
best means for evaluating maltreatment prevention efforts is usually to determine whether and
how frequently afamily is re-reported for alleged abuse or neglect once services have begun and
after they are compl eted.

Table 59 shows the percentage of familiesin the study who, after being included in the
sample, were reported to the Bureau for alleged child maltreatment, screened in for investigation
of maltreatment, or were the subject of a substantiated investigation.™® The data were drawn from
WIiSACWIS, the state’ s central child welfare information system. The table is cumulative with
respect to time, meaning that it shows, for example, the percentage of all cases in the sample that
had been reported within 3, 6, 12 and 24 months of being identified for the sample. Cases
reported within the 3-month period are thus automatically included in percentages shown for
later time intervals. Because cases were originally taken into the sample from November 2000 to
September 2001, cases brought in in the later parts of that period have not yet been included in
the 24-month period shown in the table.

The results indicate that a mgjority of families included in the sample (58%) were

3 Within seven days of referral of afamily to Safety Services, the case managers involved are
supposed to meet to discuss service planning. We chose one week after this seven-day
meeting window as the point at which to begin assessing whether children in families
receiving Safety Services were subject to maltreatment after being opened to services. We
recognize that thisisafairly arbitrary date, but afull analysis of whether services are in fact
protective requires that we examine all maltreatment that is reported after service providers
areinvolved with the family.
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reported at |east once for alleged maltreatment within 24 months of the date their case was
originally opened for Safety Services. In more than two-thirds of the cases, the re-report occurred
within 6 months following case opening. Additionally, the great majority of re-reports included
sufficient evidence to justify having the case screened in for investigation. In most cases,
however, these reports were not substantiated, and only 13 percent of families were the subject
of substantiated reports at 24 months (of those who had been tracked for that length of time).
With regard to placements in foster homes or other settings, 64 families (13%) in the sample had
one or more children placed in out-of-home care within 24 months following referral to Safety
Services. It should be noted that most reports, investigations, and child placements occurred
while families were receiving Safety Services and thus were under heightened scrutiny.

Table 59. Cases Reported, Screened in for Investigation, Substantiated, and

Placed in Out-of-Home Car e Subsequent to Opening of Safety Services Cases
Percentage of Families

Status 3 months 6 months 12 months 24 months
Reported 28 40 50 58
Screened in for investigation 23 32 42 50
Substantiated 7 10 13 13
Placed in out-of-home care 6 8 12 13

The study is limited in its ability to offer results with which these findings may be
compared. Safety Services was developed as a new program at the time of the Bureau’s
inception, and thus no information for the county is available with which to compare these rates.
The best aternative isto compare the results with available national statistics and with findings
from other studies of family preservation programs similar to Safety Services.

National data show that in the general population in the year 2000 the overall annual rate
of reports of alleged maltreatment was about 3.9 percent, with an investigation rate of 2.4 percent
and a substantiation rate of 1.4 percent (National Child Abuse and Neglect Data System

(NCANDS, 2002). All of these values are substantially below the rates found for familiesin this
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sample. However, the familiesin this sample are not representative of the population as awhole,
and it would be unreasonable to use total-population rates as criteria for evaluating success. A
more appropriate basis of comparison would be other families served by programs similar to
Safety Services. For example, 13 percent of Safety Services familiesin this study were the
subject of a substantiated CPS report within one year of intake. Published reports of
substantiation rates among similar service populationsin other states range from alow of 9
percent (Wood, 1997) to more than 25 percent (Schuerman, Rzepnicki, & Little, 1994;
DePanfilis and Zurivan, 1999, 2002). It thus appears that families in this sample experienced
similar or lower levels of subsequent maltreatment than those provided with comparable services
in other parts of the country. It should also be noted that the national standard for the recurrence
of maltreatment, which is based on recent state NCANDS and Adoption and Foster Care
Analysis and Reporting System (AFCARS) data submissions, is 6.1% or less within 6 to 12
months of an initial maltreatment substantiation or indication.™

With respect to out-of-home care placements, the 13 percent of familiesin this sample
who experienced such outcomes is a substantially lower percentage than those reported in other
studies of in-home family preservation services. In most such studies, within 24 months
following completion of services, 22 to 35 percent of families had experienced the placement of
at least one child in out-of-home care (Schuerman, Rzepnicki, & Littell, 1994; Thieman & Dail,
1997; Unrau, 1997; Walton, 1997; Littell, 2001).

As additional outcome indicators, two measures of caregiver perceptions of their case

managers were administered at Time 1 and Time 2. The first was a measure of overall

14 Thenational standard for recurrenceis as follows: “A State meets the national standard for
thisindicator if, of al children who were victims of substantiated or indicated child abuse
and/or neglect during the first six months of the period under review, 6.1% or fewer children
had another substantiated or indicated report within six months.” (Children’s Bureau, n.d.)
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satisfaction with case managers that consisted of the following three items: “The services
worker listensto what | haveto say,” “I feel comfortable telling my Safety Services worker
about problems | have with my child,” and “1 can count on my Safety Services worker to help if
I’'m having trouble with my child.” Response options varied from “1 = Untrue” to “5 = True.”
The mean score across all threeitemswas4.34 at Time 1 and 4.28 at Time 2. Thisdifferenceis
not significant, and no significant differences were detected across sites. With avalue for
coefficient alpha of .85 at both time points, the overall scale appears to have good internal
consistency. These results suggest a substantial level of general satisfaction with case managers
on the part of caregivers at both the start and completion of services.

A second instrument administered to caregivers was the 12-item Client Cultural
Competence Inventory (CCCI). The CCCI (Switzer, Scholle, Johnson & Kelleher, 1998) was
developed to explore clients’ perceptions of care provided by therapists, agencies, and health
plansin mental health settings. Items ask about the cultural competence of the service provider,
with aresponse set ranging from “1 = Never true” to “5 = Alwaystrue.” A moderate number of
caregiver responseswere missing at Time 1 and Time 2 (in 41 and 34 cases, respectively), so
values were imputed for these respondents. Alpha coefficients for the scale were .83 and .85 at
Time 1 and Time 2, respectively, indicating good internal consistency.

Results showed amean of 4.1 at Time 1 and 4.0 at Time 2, which is not a statistically
significant difference. In the original sample on which the CCCI was studied, a group of 151
parents of children receiving health care services in Pennsylvania, the mean response was 3.8,
which the authors interpreted as showing satisfactory cultural competence on the part of service
staff (Switzer et al., 1998). Scores among caregiversin our sample were higher than this value at
both time points, and this appears to indicate that caregivers were generally favorablein their

views regarding the cultural competence of Safety Services.
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We were also interested in the relationship between child and family characteristics and
the likelihood that a family would be the subject of a child maltreatment investigation after being
opened to Safety Services. We estimated a statistical model of this relationship, known as a Cox
Proportional Hazards Model (Allison, 1984). Table 60 shows the results of the statistical model
of the rate of investigated (i.e., screened-in) child maltreatment reports for familiesin our Safety
Services sample.

Results shown in the table reflect the ratio between the odds that a family with a
particular characteristic will be investigated for maltreatment at any given point in time and the
odds that a family with a contrasting characteristic will be investigated. For each type of
characteristic, there is a comparison group (e.g., "white" for race and "male" for gender). The
termsin the table are multiplicative, and anumber greater than 1 means arelatively higher rate
of investigations for that group, whereas a number less than 1 means arelatively lower rate. For
example, all else being equal, primary caregivers with a substance abuse disorder, as indicated
by the CIDI-SF, were about 1.76 times (76%) more likely to be investigated for child
maltreatment than were those caregivers who did not have a disorder. When the variable in
question is measured on a continuous metric, the hazard ratio refers to the change in therisk of a
subsequent investigation associated with a one-point change in the variable in question. For
example, an increase of one year in achild's age reduces the estimated risk of a subsequent
investigation by afactor of .96, or about 4 percent. Also, several of the continuous variables have

been standardized.™ In these cases, the hazard ratio refers to the change in therisk of a

> A standardized scoreis a measure of “relative standing” in a group computed by
transforming raw scores or values in such away as to allow comparison across groups.
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subsequent investigation associated with a change of one standard deviation™® in the variablein
guestion.

Resultsin Table 60 allow us to gauge the effect of avariety of family characteristics on
the probability of repeat child abuse reporting in the sample. Variables marked with one, two, or
three asterisks indicate relationships that are significant at the .01, .05, and .10 levels,
respectively. As can be seen, families with afemale primary caregiver are much more likely to
be investigated than families with amale primary caregiver, though fewer than 5 percent of
primary caregivers were male. Also, self-reported substance abuse by the primary caregiver
nearly doubled the risk of a subsequent investigation. Subsequent investigations were also more
common among caregivers who said they had a disability, though this finding only reached
marginal statistical significance. Better overall parental functioning, as indicated by Safety
Services case managers on the relevant Child Well-Being Scales, was also associated with a
reduced risk of another investigation. Although a one-point change in this measure is only
associated with a 2-percentage point reduction in the hazard of a subsequent investigation, an
increase of one standard deviation in this measure results in an estimated increase of about 21
percentage points. Caregiver’s self-reported use of physically aggressive discipline also
increased the estimated likelihood of a subsequent investigation. Finally, increased target child
age was associated with a decreased hazard of subsequent investigations.

This statistical model does not directly assess the value of servicesin preventing future
maltreatment among families known to Safety Services. Moreover, we are continuing to develop
this model and consider it to be preliminary. Nevertheless, some of the findings suggest areas
where services might be productively targeted. In particular, our findings point to ongoing

involvement with the Bureau of caregivers with substance abuse problems, disabilities,

18 See note 4 for adescription of standard deviation.
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difficultiesin parental functioning and managing the stress of parenting, and who use
inappropriate discipline. Our earlier analysis of service needs and service provision suggests
significant unmet service needs in the areas of substance abuse treatment and parenting support
(e.g., parenting classes, home management assistance, and respite care). Better assessment of the
need for substance abuse treatment and a range of parent supports may reduce the likelihood that

families referred to Safety Services will once again be reported for suspected child maltreatment.



Table 60. Cox Proportional Hazard Model of Timeto First Subsequent I nvestigation

Variable Hazard Ratio p > |z|
Caregiver Characteristics
Gender (vs. female) "3.258 0.000
Race/ethnicity (vs. Caucasian)
African American 0.827 0.383
Hispanic/Latino 0.837 0.588
Other 0.741 0.504
Mental health and AODA
Depressed/anxiety disorder’ 0.988 0.951
Substance abuse disorder’ 71757 0.027
Everyday Stressors Scale* 1.093 0.402
Mastery Scale'™ 0.914 0.321
Health and disability
Caregiver disabled 1416 0.064
SF-12 Health Scalef 0.959 0.629
Education and income
Graduated high school 0.982 0.921
Income (needs-adjusted)’ 0.985 0.517
Hardship Scale™ 0.975 0.782
Parenting and CPS history
CWBS Parental Disposition* "0.797 0.002
Conflict Tactics Scales
Neglect 1.052 0.804
Corporal punishment 1.526 0.107
Sexual abuse, caregiver 1.098 0.358
Sexual abuse, child 1.036 0.838
Physical aggression 71.673 0.035
Psychological aggression 1.010 0.976
Previous substitute care (any child) 1.329 0.172
Household/Community Characteristics
Household structure
Number of children in household (in addition to child) 0.995 0.934
Secondary caregiver in household 0.989 0.952
MOS Social Support Scale* 1.087 0.399
Child Characteristics'
Age 70.956 0.012
CBCL/MSD Percentile Score 0.996 0.196
System Characteristics
Case receiving Safety Services' "71.642 0.100
Subjects = 316 Events = 162 Log likelihood = -843.16 Prob > Chi2 = 0.000
" p<.01 " See Appendix 1 for full description of these variables.
" p<.05 * Variable has been standardized.
" p<.10
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Appendix 1.
Description of Additional Variablesused in Cox Model
Some additional measures, beyond those described in the report, were used to predict
child maltreatment reports subsequent to Safety Services referral. These are described below. In
addition, where some explanation seemed warranted, we provide additional detail about other
measures used in the model.
Depressed/anxiety disorder. Caregivers were coded as being depressed or having anxiety
disorder if (1) their scores on the CIDI depression scale indicated a caseness (i.e., the probability
that aclinical diagnosis would beindicated if the entire diagnostic instrument were administered)
of .80 or above or if (2) they received a direct diagnosis of generalized anxiety disorder as a
result of their score on the CIDI anxiety scale.
Substance abuse disor der. Caregivers were coded as having substance abuse problems if their
scores on either the CIDI alcohol or CIDI drug use scales indicated a caseness (i.e., the
probability that a clinical diagnosis would be indicated if the entire diagnostic instrument were
administered) of .80 or above.
Income (needs-adjusted). Needs-adjusted family income was specified in amanner identical to
that suggested by Paxson and Waldfogel (2002). Specifically, total family income was divided
by the official U.S. poverty line for families of similar size during the year in which the survey
was administered. Then, to adjust for the inherently skewed nature of income, we used the
logarithm of this measure. The resulting variable indicates the proportional deviation of family
income from the poverty line. For instance, afamily that has an income equal to half the poverty
line will have a needs-adjusted income of negative .7, whereas afamily that has an income equal

to twice the poverty line will have a needs-adjusted income of positive .7.
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Mastery Scale. The Mastery Scale used here was part of a scale developed by Pearlin and his
colleagues (1978) to measure psychological coping resources. The items in the Mastery Scale
attempt to measure the “ extent to which people see themselves as being in control of the forces
that importantly affect their lives” (Pearlin et a. 1981). Examplesinclude, “I have little control
over the things that happen to me” and “ Sometimes | fedl like I'm being pushed around in my
life.”

Har dships scale. The hardships scale is composed of items describing severe difficulties a
parent has experienced during the previous year with respect to maintaining housing and having
enough money to pay for food and basic necessities. Examples include “Been evicted” and “Not
had enough food to feed your family.”

Caserecelving Safety Services. Based on the assumption that incidences of subsequent
maltreatment may be more likely to be observed while afamily is receiving CPS services, a
variable was included in the model that indicates whether or not afamily continued to receive
Safety Services.

Re: time-varying covariates. Because of the nature of the statistical model used, two variables
(child' s age and “case receiving Safety Services’) were coded as “time-varying,” that is, their
valuesin the model changed as the observation period progressed.

Re: child-level variables. The child-level variables used in the model pertained to the target
child. Because the target child was selected at random from each family, their characteristics can

be considered an unbiased estimate of the “average” child in the family.
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Appendix 2.

Examples of Child Well-Being Scales
Scales Focusing on the Family's Functioning (as a Unit). This set of scales asked the case
manager to rate the family of origin as a unit, choosing the scale level that best described the
family's situation or behavior.
Primary caregiver'srecognition of family problems. Please choose the scale level that best
describes the degree to which this child's primary caregiver understands: (1) the nature and
severity of his’her family's problem situation, (2) his’her own contributions to the problem
situation, and (3) his/her (appropriate) acceptance of responsibility for the problem situation.

1. Adequate (good understanding and recognizes responsibility)

This child's primary caregiver understands the types of problems the family
has and generally agrees with others about the severity of those problems.

He/she is aware of the degree to which hig/her child(ren)'s physical, social
and/or emotional needs are not being met.

This child's primary caregiver understands his’her own part in or contribution
to the problems (to the extent that he/she isresponsible for their existence
at all).

This child's primary caregiver accepts full responsibility (if warranted).

2. Moderately inadequate (partial understanding, recognizes only limited
responsibility)

This child's primary caregiver understands the types of problems
existing within the family but does not agree with others about
their severity (i.e., believes problems are less severe).

He/she may lack adequate knowledge about child development and
parenting.

Consequently, he/she accepts only limited responsibility for
existence of the problems (to the extent that he or sheis
responsible for their existence at al).

Fuller understanding of the problems might lead this child's primary
caregiver to greater acceptance of responsibility (if warranted).

3. Seriously inadequate (recognizes no personal responsibility)

This child's primary caregiver may have some understanding of family's
problems but entirely fails to recognize his’her own part in, or contribution
to, these problems.

He/she accepts no responsibility for child(ren)'s unmet needs, even though
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some responsibility should be taken.

He/she may bring up question of cultural bias, even though most members of
his/her cultural group would not agree.

This child's primary caregiver is adamant that other family members, society,
etc., are solely to blame, when thisis not so.

98. Unknown/insufficient information
99. Not applicable

Primary caregiver's cooperation with case planning & services. Please choose the scale level
that best describes the degree to which this child's primary caregiver has cooperated with case
planning and service provision.

1. Adequate

This child's primary caregiver isfully and actively involved in case
planning, services, and/or treatment. This holds both for services
directed toward the child(ren) and toward self.

He/she accepts and actively uses suitable services, including following
through on referrals to other agencies or providers.

He/she keeps appointments, makes self available as needed, and
follows directions to best of his/her ability.

He/she shows concern about impact of services or treatment;
complains about inadequate service when warranted.

He/she may not agree with everything suggested but triesto be
constructive in proposing aternatives.

When problemsin cooperation devel op, there tend to be extenuating
circumstances.

2. Mildly inadequate

This child's primary caregiver isnot as fully or actively involved in
case planning and/or services as he/she could be. This may be
because this child's primary caregiver is rather disorganized and/or
somewhat ambivalent about services.

He/she accepts and uses suitable services but doesn't aways make best
use of them, or drops them too early; follows through on referrals,
but sometimes not in atimely manner.

He/she makes appointments, but often postpones them and sometimes
doesn't keep them, with no extenuating circumstances.

He/she may cooperate satisfactorily with services for children, but may
cooperate less well with personal services believed to reflect
poorly on self.

He/she tends to wait for case manager to suggest and act; may
complain without proposing alternative, but does accept advice.

3. Moderately inadequate
This child's primary caregiver isonly minimally involved in case planning, services,
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and/or treatment. There is a pattern of passive resistance to service providers.

He/she accepts services verbally but doesn't use them or follow through on referrals
without constant prodding and direct assistance (e.g., has to be taken there every time,
even though own transportation can be arranged).

He/she often has to be cajoled, coerced, and/or chased after.

He/she makes appointments but rarely keeps them; doesn't reschedule in advance, even if
there are extenuating circumstances.

When services used, he/she participates without much enthusiasm or at the minimal
acceptable level.

Generaly, he/she doesn't refuse to accept services, doesn't act consistently hostile, and
doesn't actively sabotage services.

Y our agency is ableto remain in contact with family.

4. Serioudly inadequate

This child's primary caregiver actively resists any agency contact or involvement.

He/she refuses to accept any service, or actively sabotages services when persuaded or
coerced into using any.

He/she may threaten service providers, or otherwise discourage them from attempting to
engage them in service.

This child's primary caregiver may be very difficult to contact or remain in contact with;
may relocate mainly to avoid agency contact.

98. Unknown/insufficient information

99. Not applicable
This child's academic perfor mance. Please choose the scale level that best describes this
child's academic performance in relation to his/her intellectual capacity.

1. Acceptable
Child receiving at |east average grades in school or,
Child receiving below average grades, but it is believed child is
performing up to hisor her potential.

2. Marginal
This child's grades are below average but he or sheis not failing any
subjects. The child is believed to be performing below his or her
potential.

3. Moderately unacceptable
The child is currently failing one or two major subjects in school.
Thereisarisk that the child will not be promoted to the next grade.
Remedia work and increased effort will be necessary to prevent this.

4. Very unacceptable
The child isfailing so many subjects in school that he or she will not
be promoted to the next grade, or will be transferred to an alternate
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98.

99.

school or remedia program. (If scheduled for a graduation, the
child could not graduate.)

Unknown/insufficient infor mation

Not applicable

This child's misconduct. Please choose the scale level that best describes the type and

seriousness (i.e., in terms of harm done to others and consequences for this child) of this child's

behavior in his’lher home, school, and community.

1

98.

99.

Recent conduct generally acceptable at home, in school or work, and in community
Child's recent conduct is comparable to that characterizing other
children of same age.

Some recent oppositional behavior at home or school, but no serious consequences for
child (see examples of "oppositional behavior" and ” serious consequences’ )
Parent may be requesting help with child, but not placement. School
may have complained to parents, but no threat of imminent
suspension or expulsion. No police or court involvement.

One or two recent incidents of moderately serious misconduct at home, in school, or in
community, but no serious consequences for child (see examples of "moderately serious
misconduct” and "serious consequences’)
Parent may be requesting help with child, but not placement. School
may have complained to parents, but no threat of imminent
suspension or expulsion. No police or court involvement.

Pattern of oppositional behavior at home or school that has resulted in some serious
consequence(s) for child (see examples of "oppositional behavior” and "serious
consequences’)

Pattern of moderately serious misconduct that has resulted in some serious consequences
for child (see examples of "moderately serious misconduct” and " serious consequences”)

At least one recent incident of very serious misconduct (see examples of "serious
misconduct")

Unknown/insufficient information

Not applicable
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Examples

Oppositional behavior. At home: argumentative, rude; refuses to do chores, clean up after
himself or herself; comes home late; refuses to say where going. At school: refusesto follow
directions, to complete work; or cheats. Excludes property offenses, violent offenses, or behavior
physically dangerousto the child.

Moderately serious misconduct. Steals from family members or peers; petty theft or
shoplifting; breaks things or vandalizes; makes threats; runs away; unapproved sexual activity;
using drugs or alcohol; bullies siblings or peers. Excludes assaultive or felonious offenses.

Serious misconduct. Assault on parent or teacher; sexual assault; drug dealing; carrying
weapon; burglary; hold-ups; arson; and other violent or felonious behavior. Probably has (or
will) result in serious consequences for child.

Serious consequences for child. Out-of-home placement is requested or received;
imminent or actual suspension/expulsion from school; police arrest; court petition or appearance;

any serious injury to child.
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