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This report describes the evaluation of Michigan’s Title IV-E Waiver Demonstration, Protect MiFamily. The Protect MiFamily program sought to enhance the safety and explicitly improve the well-being of children and families through an expansion of the secondary and tertiary prevention service array for families with young children (ages 0-5) determined by Child Protective Services (CPS) to be at high and intensive risk for maltreatment.
The Protect MiFamily program used a combination of evidence-based and other intensive services to fill a gap in prevention and preservation services to meet the complex needs of families that may require a longer-term intervention and services to sustain success. The intensity and duration of family engagement was based on the family’s needs and progress. Workers conducted immediate assessments of the family’s strengths and needs, which were determined by a series of initial or baseline assessment tools including risk and safety assessments, a family psychosocial screening, a parental protective factors survey, child trauma screening, and an early childhood assessment of child well-being. Workers then coordinated timely referrals to community services and engaged families in their own homes to build strengths and reduce risk based on these assessments and the family’s needs. Throughout services, safety and risk reassessments were completed and reviewed, as well as progress reports from treatment providers, continuous concrete measures of improved child and family functioning, and caregiver protective factors. When families were near completion of services, the early childhood assessments for well-being and the protective factors survey were repeated.
The Michigan Department of Health and Human Services (MDHHS) contracted with private agencies to implement the waiver services with families including Catholic Charities of West Michigan (CCWM) in Muskegon County and Samaritas, formerly known as Lutheran Social Services of Michigan (LSSM), in Kalamazoo and Macomb Counties.
Eligible families were randomly selected for participation in the waiver. All families were high and intensive risk for maltreatment and had at least one child age 0-5 in the family. Category II cases (a preponderance of evidence that abuse and neglect occurred) made up 90% of the families selected for the waiver; Category IV cases (a lack of preponderance of evidence that abuse, or neglect occurred) made up 10 percent of the waiver participants. Protect MiFamily is a three-phase program that serves participants for 15 months. During the demonstration, MDHHS made no major changes to the design of the demonstration from the original plan.
The title IV-E waiver project included an evaluation over the demonstration period, August 1, 2013 through February 28, 2018. The goal of the evaluation was to test whether the demonstration project, Protect MiFamily, array of intensive and innovative home-based family preservation services met the needs of the individual families that had contact with Children’s Protective Services due to child abuse/neglect allegations, and how the outcomes of those families served by Protect MiFamily compared to similar families who did not receive demonstration services. The evaluation included a process study, outcomes study, and cost study. The evaluation methodology is designed to test the overarching hypothesis that connecting families with well-targeted and effective services (i.e., evidence-based services that reflect family needs and strengths) will improve family functioning, decrease the risk of subsequent maltreatment and prevent the placement of children in foster care. The evaluation examines in detail the implementation of Protect MiFamily to the program model, examines whether and how families who receive Protect MiFamily (PMF) services achieve better outcomes than those who do not receive these services, whether the program is cost neutral and cost effective, and what can be learned from evaluating the details of the program processes and outcomes that will positively impact future child welfare programs and policy. 
In the major findings section below, the evaluation team provides the primary findings from the demonstration evaluation. Details of each component of the evaluation can be found in these subsequent sections of the report:
5 Introduction and Overview, page 22.
6 The Evaluation Framework, page 24.
7 The Process Study, page 41.
8 The Outcome Study, page 93.
9 The Cost Study, page 148.
10 Summary, Lessons Learned, and Next Steps, page 168.
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[bookmark: _Toc529529553]4.1.1	Process Study Findings
Model Fidelity. Overall, fidelity scores for the demonstration did not reach the benchmark of 95 (MDHHS desired score for model fidelity) in any of the demonstration counties; however, fidelity scores were generally high and remained relatively stable throughout the demonstration in two of the three counties, possibly influenced by higher staff stability in those counties. Positive trends in fidelity scores and maintenance of higher scores reflect adherence to the Protect MiFamily Model. Moreover, the evaluation team found that decreases in fidelity scores often coincided with practitioner staff turnover and the new private agency staff needed time to develop competency. 
In line with the model, private agency staff consistently addressed the Waiver Safety Assessment Plan during their contact with families, completing required progress reports on time in Phases 2 and 3, and convened Family Team Meetings (FTM) on time (meetings that include the family, Protect MiFamily staff and anyone the family chooses to invite to discuss case progress). However, staff struggled to meet family contact standards, with some missed contacts attributable to issues outside of the control of private agency staff. For example, model fidelity data collectors frequently note that staff only miss one contact (e.g. missed the required face-to-face contact during one contact out of several months), and the missed contact can be due to family cancellations or family’s refusal to meet with staff. Additionally, a complete contact required that all children and caregivers were seen during the contact.
To test the research question— “Is there any relationship between family needs (characteristics) and duration and intensity of service intervention?” the evaluation team performed lasso regression using child and family risks and characteristics to select the variables that best predicted fidelity score. The predictive analysis answered the research question on the relationship between family needs and duration and intensity of service intervention with the following findings:
A statistically significant relationship between model fidelity score and child trauma. A higher fidelity score was associated with a higher maximum child trauma score. 
Low-need/risk cases were more likely to have lower fidelity scores near the start of Protect MiFamily services but after nearly a year of services, fidelity scores were similar across all levels of case need. 
And, for cases where caregivers were identified as having baseline drug or alcohol abuse issues, model fidelity scores were higher near the start of services. The effect reversed over time such that fidelity scores of these cases were significantly lower than cases with no baseline drug or alcohol issues near one year of services. 
Service Data. The amount of data reported on the services the treatment group families needed, were referred, were provided, or completed are statistically very low. Analyses conducted by the evaluation team included the mapping of first-line services to the selected documented risks and needs of families. This analysis revealed that, according to the reported services data, families were not receiving the services to address needs such as domestic violence, substance abuse treatment, or trauma. A subsequent review of Family Satisfaction Survey data indicated that most families reported receiving these services to address their needs. These analyses raised questions about whether the quantitative reported service data was of adequate quality to use for responding to research questions regarding service utilization, accessibility, and/or documentation as planned in the evaluation. Ultimately, the evaluation team determined that the quantitative service data was not of the quality required to provide accurate information to assess and determine findings on the provision of services to treatment families. 
The evaluation team was able to examine the service data for overall patterns and irregularities. From the outset-to-conclusion of service data collection for treatment group families during the demonstration period, the same three services consistently appeared in the top positions of services provided to families across all three demonstration sites—Protective Factors, Concrete Assistance, and Parent Skills Development. 
Accurately Assess the Families’ Needs and Risk. One of the distinguishing features of the Protect MiFamily model is the required use of specialized assessments that provide the Protect MiFamily workers and client’s information on issues to be addressed in their service planning. The Protect MiFamily private agency staff found the assessments useful in helping the family identify their needs, risks, and strengths. The assessments also served as good case planning tools and facilitated productive discussions with families about needs, progress, and services.
Service Referrals. Worker Service Delivery Items (providing referrals to community and concrete services, advancing families through the phases of the model, and summarizing progress at case closure) from the final quarter of fidelity reviews demonstrated high adherence to the Protect MiFamily model, suggesting that service referrals happened in practice, but were possibly captured better in case notes than the Protect MiFamily database. 
Overall, there was a lower rate of service referral to community services than expected. Low rates of service referrals may be due to Protect MiFamily private agency staff providing services (mainly psycho-educational) themselves in the home. Service referrals were primarily used for clinical services (substance abuse treatment, mental health) that required specialized professional or certified providers. The low rate of referral to community services was also influenced by client reluctance to go, availability of transportation or scheduling barriers, service availability, and the cost of outside services.
Providing and Managing Services to Effectively Engage Families. In general, Protect MiFamily staff were effective in engaging families, although keeping them engaged was challenging once the open CPS case had closed. About one-half of families who were served by Protect MiFamily left before completing the program. Staff had several strategies for keeping families engaged including:
Persistence and variety in contact attempts;
Listening and validation of client perspective;
Use of assessments to facilitate discussion on needs and progress;
Promise of concrete assistance; and
Allowing the family flexibility when needed.
Duration and Intensity of Engagement and Service Intervention. About one-half of families who were served by Protect MiFamily left before completing the program. Protect MiFamily private agency staff felt that the prescribed duration and intensity (i.e., frequency of contacts) for each phase did not always meet the needs of the families. Staff thought that a 9- or 12-month program would meet the needs of most families and that more flexibility in phase movement and contact requirements might have kept some families from leaving the program early. 
Interagency Relationships. Confusion over case roles and responsibilities and fear of privatization contributed to challenges in developing interagency relationships between CPS and Protect MiFamily private agency staff early in the demonstration. Over time, interagency relationships improved to varying degrees in each of the county sites. In all three counties, concern over CPS’s legal responsibility for child safety led to CPS treating Protect MiFamily as a service provider while keeping overall case management responsibilities, which was not the original plan for the model. 
Successful interagency worker relationships were highly individualized. The most successful relationships happened when CPS and Protect MiFamily staff worked as a team to set up mutual expectations at the beginning of a case and communicated well throughout the case to make sure both workers and the family were all on the same page.
Despite many efforts and events held by the Protect MiFamily central office staff to build interagency cooperation, efforts had mixed results. CPS and Protect MiFamily staff welcomed the opportunity to spend time together at the annual convening, Shared Learning events, and through job shadowing, and felt it helped improve relationships between workers. However, visits by Protect MiFamily central office staff to train new CPS workers on the Protect MiFamily model were not always welcomed by the CPS staff, and regular meetings and gatherings between Protect MiFamily and CPS staff were not sustained over the entire demonstration period in all three sites. 
Staffing Levels. Protect MiFamily private agencies had some staff recruiting and retention challenges over the demonstration period due to the entry-level nature of the position. Staffing turnover did stabilize in the final two years of the demonstration; however, the staffing levels did act as a barrier to program implementation. Randomizer rates were adjusted lowering the number of families entering the demonstration to compensate for reduced staff capacity, when necessary, to minimize impact on services. However, staffing may have contributed to the lower number of families randomly assigned over the demonstration period.
Staff Training. Protect MiFamily central office staff provided an intensive and well-planned two-week training for Protect MiFamily private agency workers at initial implementation. Training for new hires, after the initial cohort, was delivered by the private agencies, online training modules, MDHHS family preservation and prevention training staff as well as MDHHS central office program staff according to requirements built into their contracts. The addition of job shadowing was well received by workers. Over the five years of the demonstration, the Protect MiFamily central office and the private agencies provided many opportunities for ongoing training for program staff.
Participant Satisfaction. Data from the Family Satisfaction Survey has consistently shown high satisfaction with the program over the demonstration period. Survey data also served to provide insights into service provision. Participants reported receiving substance abuse services at a higher rate than were reported in the quantitative database.
[bookmark: _Toc529529554]4.1.2	Outcomes Study Findings
4.1.2.1	 Foster Care Entry and Maltreatment Recurrence: Administrative Data Findings
The following is a list of main evaluation findings specific to the administrative data. 
Removal Rate from the Home. Overall, the treatment group appeared to have a higher rate of removals (18 percent vs. 15 percent), but this difference is not statistically significant (Χ2 (df = 1) = 1.95, p = 0.16). Differences between the treatment and control groups in Kalamazoo and Muskegon Counties were small and did not reach statistical significance (p’s > 0.05). However, the treatment group in Macomb County experienced removals nearly twice as frequently as the control group. These differences were marginally significant in Macomb County for the whole sample overall (Χ2 (df = 1) = 3.97, p = 0.05), and marginally significant when comparing only Category II cases (Χ2 (df = 1) = 3.65, p = 0.06). Additionally, no statistically significant differences were observed for the rate of removal of Category IV families overall, or within individual county sites (all p values were far above 0.05). 
Timing of Removal. Treatment group families in Macomb County were more likely to be removed within the first 12 months (Χ2 (df = 1) = 5.59, p = 0.02). This pattern was also observed when comparing only Category II cases (Χ2 (df = 1) = 6.39, p = 0.01). Regarding the timing of removal, overall, the risk of removal during the first few months is relatively equivalent between the treatment and control groups. The groups begin to show differences within approximately five-six months after enrollment, and this gap only begins to close around 2.5 years following enrollment.
Subgroup Analysis. Overall, it appears that families completing the full treatment (6 percent rate of removal) – and families completing partial treatment (8 percent rate of removal) – were less likely to experience a child removal as compared with families in the control group (15 percent rate of removal). 
Maltreatment Recurrence Rate. Overall, the treatment group had a higher rate of child maltreatment recurrence (37 percent vs. 31 percent) and this difference is statistically significant (Χ2 (df = 1) = 4.39, p = 0.04). Each county also showed a higher percentage of the treatment group experiencing a maltreatment recurrence, although chi-square tests for Kalamazoo and Muskegon counties were not significant (all p’s > 0.05). Macomb County was the exception, showing the largest difference between treatment and control groups (Treatment: 30 percent vs. Control: 20 percent); this difference was statistically significant (Χ2 (df = 1) = 4.68, p = 0.03).
Timing of Recurrence. Overall, families in the treatment group appeared to experience recurrence more quickly (434 days vs. 492 days), however this difference was not statistically significant. 
Risk Assessment. The risk assessment tool is meant to facilitate structured decision making (SDM) with regards to case practice. The instrument consists of 22 items, and its scoring assigns one of four categories to summarize risk: Low, Moderate, High, and Intensive. All Category II and Category IV families with an initial risk assessment of high or intensive risk were eligible to be randomly assigned to the Protect MiFamily program. MDHHS policy requires that families be re-assessed for risk every 90 days, as long as the case remains open. A total of 84 percent of families, in both the control and treatment groups, rated as high risk initially were re-assessed at a lower level -- either low or moderate risk (60 percent and 24 percent respectively). Seventy eight percent of families in the control group initially rated as Intensive risk were re-assessed at either Low or Moderate (40 percent & 38 percent respectively), compared to 74 percent of Intensive families in the treatment group (40 percent low and 34 percent moderate). Differences between treatment and control families initially assessed as “high risk” were not statistically significant (Χ2 (df = 1) = 0.003, p = 0.95). Differences between treatment and control group families initially assessed as “intensive risk” were not statistically significant (Χ2 (df = 1) = 0.23, p = 0.63).
4.1.2.2 Baseline Family Characteristics, Protective Factors and Child Well-Being: Primary Data Findings
Baseline Data. Baseline data comes from the variety of initial screenings and surveys conducted with treatment group families. These data were only collected for the treatment group, so no corresponding data were collected to compare with the control group families. Primary findings from baseline data is presented below.
Family Psychosocial Screen (FPS). The FPS assessed areas of family risk at the point of entering the Protect MiFamily program. It specifically asked parents about parent depression, parent substance use, parent history of abuse, and parent social supports. Findings from baseline FPS data indicated that overall parental depression was the most frequently identified risk by families (62 percent), followed by parental history of abuse (49 percent), parental substance abuse (44 percent), and domestic abuse (41 percent). 
Only one-quarter of caretakers (25 percent) reported having at least two social supports. The data for each of the county sites show similar trends, but with some variation. Macomb County reported a higher proportion of families with parental history of abuse and neglect (63 percent) compared to the other county sites (34 percent and 46 percent); Muskegon County reported a lower rate of caretaker social supports and about one-half as many caretakers have at least two social supports (16 percent) compared to the other counties (29 percent). 
The county sites also varied in the proportion of families with domestic violence identified in the home, with a lower proportion in Muskegon County (27 percent) compared to both Macomb (47 percent) and Kalamazoo (45 percent) Counties. Regarding the total number of risks per family, overall, 70 percent of the families had two or more risks identified by the screening, while much smaller proportions of families were identified as having only one risk (20 percent) or no risks (10 percent). This corresponds to the families being high or intensive risk for the program. 
Protective Factors Survey (PFS). The PFS identified family protective factors against child abuse and neglect. Parents responded to questions in five subscale areas: (1) Family Functioning/Resilience, (2) Social Emotional Support, (3) Concrete Support, (4) Nurturing and Attachment, and (5) Knowledge of Parenting/Child Development. Overall, mean scores across the subscales tended to be in the five-six-point range (slightly/mostly agree or frequently/very frequently), which indicated a positive response. 
Child Trauma Screening Checklist. The Trauma Screening Checklist, completed by the Protect MiFamily worker, screened  four areas of child trauma for children ages 0-5 in the treatment group families: (1) known or suspected trauma; and (2) trauma concerns that may indicate a history of trauma, including (a) child behavior that may indicate a history of trauma, (b) child emotion or mood that may indicate a history of trauma, and (c) child relational/attachment difficulties that may indicate a history of trauma. The primary finding from a review of the baseline child trauma data is that overall, 77 percent of children screened had known or suspected trauma exposure. Overall, workers reported the trauma concerns at lower rates compared to the reports of known or suspected trauma. Workers reported 39 percent of the children as having behavior concerns; 15 percent of children as having emotion/mood concerns, and 21 percent of the children as having relational/attachment difficulties. 
Devereux Early Childhood Assessment (DECA). The DECA gauged the well-being and resiliency of children using a cumulative score called a Total Protective Factors (TPF) score. A child is indicated as having a TPF score of “Strength,” “Typical,” or “Area of Need.” “Strength” is defined as a child who exhibits an unusually high amount of desirable behaviors to indicate a strength; “Typical” is defined as a child who shows a typical amount of behaviors in this area related to resilience; and “Area of Need” is defined as a child who is at risk for exhibiting or developing social and emotional problems. Overall, a high proportion of treatment group children across all sites (78 percent) were rated by their parent in the Strength (27 percent) or Typical (51 percent) categories, indicating that these children showed either a typical or a high amount of behaviors related to resilience at the time of pre-assessment. The remaining treatment group children (22 percent) were scored at baseline in the Area of Need category, indicating that those children were at risk for exhibiting or developing social and emotional problems. Baseline scores at the county sites were similar with a few exceptions: Kalamazoo County had more children with a baseline score of Strength, and fewer children with baseline scores of the Typical and Area of Need compared to all sites. Macomb and Muskegon counties had a higher proportion of children with a Typical score, and a lower proportion with Strength scores.
Protective Factors Outcomes. The Outcomes Study was tasked with answering the question— “Did families in the treatment group demonstrate improvement in their protective factors after receiving Protect MiFamily Services?” The study answered this question using the Protect Factors Survey (PFS) data. The Protective Factors Survey (PFS), developed by the Institute for Educational Research and Public Service at the University of Kansas, assesses multiple family protective factors against child abuse and neglect using five family-level subscales measures: Family Functioning, Social Emotional Support, Concrete Support, Nurturing and Attachment, and Knowledge of Parenting/Child Development. For all treatment group families served by Protect MiFamily, parents were to complete an initial PFS (pre-survey) within 15 days from the date the family was referred to the program. The parent then completed a PFS post-survey in the final phase of the program, prior to case closure, which for most families was between 13-15 months. 
A significant challenge to this outcome analysis was that the data available for analysis represented about 38 percent of the families who were served by Protect MiFamily. Therefore, the protective factors outcomes findings may not represent the outcomes of all families who received Protect MiFamily services.
The protective factor outcomes are calculated using two measures: (1) a descriptive, non-statistical measure that indicated whether a family improved, had no change, or worsened on each subscale, between the pre- and post-survey; and (2) statistical testing conducted for each PFS subscale that calculated significant improvement from pre- to post-survey, measured at the .05 or less (p < .05) confidence level.
Protective Factors MDHHS Benchmarks. For the descriptive protective factors measure, MDHHS set an evaluation outcome benchmark that 95 percent of the parents/caregivers in the treatment group will demonstrate improvements on the subscale scores at post-survey by 15 months after waiver assignment. This finding is reported by subscale. MDHHS did not set an outcome benchmark for statistical improvement.
Protective Factors Statistical Outcomes. For the statistical analysis, overall, families completing the Protect MiFamily program showed statistically significant improvement in their protective factors across all protective factors subscale areas, including the Knowledge of Parenting/Child Development items. Statistical testing was not conducted at the county-level due to the purveyor instructions; however, scores for each of the county sites were very similar to the pre- and post-survey mean scores for all sites. These results show that the mean scores for all protective factors areas when aggregated across all sites/all families improved significantly from pre-survey to post-survey.
Protective Factors Subscale Outcomes. Overall, the proportion of families who improved on the protective factors subscales ranged widely, from a low of 19 percent of families improving (on Item 16, Appropriate Discipline in the Knowledge of Parenting subscale) to a high of 67 percent (on the Family Functioning subscale). The largest improvements for families were seen in the areas of Family Functioning, Social Emotional Support, and Concrete Support, where about 50 percent or more of the treatment group families reported improvement from pre- to post-survey. Fewer than 50 percent of families reported improvements in the areas of Nurturing and Attachment, and across all of the items for Knowledge of Parenting/Child Development. These findings held generally overall, and for each of the county sites. 
Child Well-Being Outcomes. The Outcomes Study was also tasked with answering the question— “Did children in the treatment group demonstrate improvement in their well-being based on the Devereux Early Childhood Assessment (DECA) after receiving Protect MiFamily Services?” The evaluation team conducted analyses of child well-being using the Devereux Early Childhood Assessment (DECA), developed by the Devereux Center for Resilient Children, is an assessment of child protective factors related to resilience and a screen for behavioral concerns. The assessment is used both in home and in classroom settings, completed by parents and/or by teachers, and encompasses a planning system and strategy to promote the healthy social and emotional development and capacity for resilience in children. The DECA assessment is completed in age-ranges, using separate forms asking about age-appropriate behavior items for infants (ages 1 to 18 months), toddlers (ages 18 to 36 months); preschool age (ages 3 years to 5 years); and school age children (ages 6 and over).
As with the PFS analysis, the significant challenge to this outcome analysis was that the data analyzed represents only 41 percent of the children served by the Protect MiFamily program, and as a result, the analysis may not represent the outcomes of all children served by the program.
Child Well-Being MDHHS Benchmarks. For the evaluation, MDHHS set the following outcome benchmarks for child well-being: (1) 70 percent of children will show statistically significant improvement in well-being at the post-assessment; (2) 90 percent of children will show improvement in behavior at the post-test.
Child Well-Being Statistical Outcomes. The statistical analysis of the differences between treatment group children’s well-being measure (TPF t-scores) at DECA pre-assessment and post-assessment. The analysis methodology, established by the survey purveyor, measures statistical significance in terms of “improvement” “no change” and “worsening.” Overall (all sites) 36 percent of treatment group children demonstrated statistically significant improvement in well-being from pre- to post-assessment. Additionally, 85 percent of children who fully completed the Protect MiFamily program demonstrated statistically significant improvement or no changed in score between pre- to post-assessment (49 percent of the treatment group children had no statistically significant change from pre- to post-assessment); 15 percent of treatment group children demonstrated statistically significant worsening in well-being from pre- to post-assessment. 
These trends varied somewhat in individual county sites. Kalamazoo County had a slightly lower percentage of children with improved scores (33 percent) and a slightly higher percent of children with worsening scores (21 percent). In Muskegon County, the percentage of children who had statistically significant improvement was higher than the other county sites (49 percent), and corresponding smaller percentages of children with no and worsening statistically significant changes (41 percent and 10 percent). Macomb County had a smaller proportion of children with improved scores (28 percent) and the largest proportion of children with an unchanged score (61 percent). 
The statistical analysis indicates that for treatment group children who completed the Protect MiFamily program, most did not show statistically significant improvement in their well-being scores between pre-assessment and post-assessment. Additionally, the benchmark set by MDHHS of 70 percent of children showing statistically significant improvement in well-being at the post-assessment was not met. These findings should be interpreted with the understanding that the majority of children began the Protect MiFamily program with a relatively strong well-being status, as rated by their parents, of “Strength” or “Typical.”
Child Well-Being Descriptive Outcomes. The evaluation team performed the descriptive DECA analysis that describes the well-being changes of children between pre- and post-assessment, within well-being and resiliency categories of “Strength,” “Typical,” and “Area of Need.” At baseline, overall, 78 percent of treatment group children across all sites were rated by their parent in the Strength (27 percent) or Typical (51 percent) categories, indicating that the children showed either a typical or a high amount of behaviors related to resilience at the time of pre-assessment. The remaining treatment group children (22 percent) were scored at baseline in the Area of Need category, indicating that those children were at risk for exhibiting or developing social and emotional problems. 
A review of the post-DECA data provide these descriptive findings about children after having participated and completed the Protect MiFamily program:
70 percent of the children assessed at Area of Need pre-assessment improved their well-being after completing the program;
65 percent of children assessed as Strength pre-assessment remained at this level after completing the program; however, 32 percent of the children declined to the Typical level at post-assessment;
Over one-half of children assessed at Typical pre-assessment remained Typical at post-assessment;
Fewer children assessed at Typical pre-assessment improved after completing the program compared to children assessed as Area of Need pre-assessment; and,
About 1 in 10 children worsened from their pre-assessment level of Typical, to Area of Need after completing the program.
The county sites generally had similar outcomes pre- and post-assessment trends but with a notable difference -- Muskegon County had many more children assessed at Typical pre-assessment who improved post-assessment to Strength (51 percent) and fewer children worsen to Area of Need post-assessment (4 percent) compared to the other counties.
Overall, the descriptive DECA analysis supports the improvement of well-being for one-third of the children who completed the Protect MiFamily program but at a higher proportion (70 percent) for children who had Area of Need pre-assessment scores. However, the improvement between pre- and post-assessment did not meet the MDHHS benchmark of 90 percent of children showing improvement in behavior at the post-test.
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The Evaluation Cost Study examined whether the Protect MiFamily Program intervention resulted in an increase in expenditures for supportive, evidence-based services to maintain children safely in their own home while it reduced expenditures for out-of-home care and re-investigations, and moreover, are Protect MiFamily treatment costs offset due to improvement in more positive long-term outcomes for children and families.
The Cost Study conducted both descriptive and statistical analysis. The descriptive analysis that explored comprehensive case cost outcomes by exploring the 1) average per-case cost; 2) average total program cost; 3) average program duration per case; and 4) foster care incidence and CPS incidence rates.
In reviewing both the average per-case cost and total program costs, the evaluation team found that the majority of the Protect MiFamily treatment group costs were direct services costs and indirect costs, which accounted for about 85 percent of the cost for treatment group families. The control groups general services costs are considerably lower than treatment group costs in all three counties, and this difference comprises the majority of the cost difference overall between the treatment and control groups.
The team also found that treatment group cases had higher average foster care costs in all three of the demonstration counties, while CPS re-investigation costs were relatively equal between treatment and control groups.
A descriptive analysis was done to see if the duration of Protect MiFamily treatment group cases had an effect on total case costs and the cost of adverse outcomes. Calculating the Protect MiFamily direct program costs, foster care costs, and CPS re-investigation costs, separately by county and across three different treatment duration categories: 1) less than 6 months, 2) less than one year, and 3) more than one year, the data showed that overall, total case costs are largely driven by the Protect MiFamily program direct costs. Therefore, longer treatment in the intervention for treatment group cases corresponds to higher total case costs. However, in all three counties foster care costs per case are lower for those treatment group cases that stay in the Protect MiFamily program for greater than one year. Another point from this analysis was that re-investigation costs were higher for families who exited Protect MiFamily after one year in Kalamazoo and Macomb Counties, but not in Muskegon County. 
The evaluation team also conducted cost trend analyses that compared treatment and control group costs over the years of the demonstration in four areas: 1) total program costs from all sources; 2) Protect MiFamily treatment group costs versus control group general service costs and CPS ongoing case costs; 3) foster care costs; and 4) CPS re-investigation costs. The general trend was relatively consistent across all three counties and for all four cost groups—on an average monthly per-case basis over the demonstration period, treatment group cases incurred more cost than control group cases, primarily due to the higher Protect MiFamily direct service (intervention) costs relative to the cost of general services and administrative costs of ongoing CPS Services for the control group.
Finally, the team developed a model to predict total case costs while controlling for key demographic characteristics including county, treatment/control group, and case demographic information including number of parents in the family, number of children (age 0-18) in the family, gender, race, and average age of parents and children. The results confirmed that overall, treatment cases have higher total costs, and within the demonstration counties, Kalamazoo and Muskegon counties’ costs were higher than Macomb County. The model also shows that treatment cases with more children are more expensive (p < 0.00). Additionally, the analysis showed that the coefficient on number of children was considerably lower than the average cost of a case, which suggests that cases with multiple children are less expensive on a per-child basis. The gender, race, and age of the parents or children did not have a statistically significant effect on predicted total case cost.
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This is the Final Report evaluating the Michigan Department of Health and Human Services (MDHHS) Title IV-E waiver demonstration, Protect MiFamily. The goal of the Protect MiFamily evaluation is to test whether families served by the program have improved outcomes attributed to the array of intensive and innovative home-based family preservation services that were tailored to the needs of individual families. The families referred to Protect MiFamily services had contact with Children’s Protective Services (CPS) due to child abuse/neglect allegations.
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For several years prior to the waiver, Michigan fell short of the national average on key measures related to child safety. The Child and Family Services Review (CFSR) noted that Michigan needed to improve in the area of repeat occurrence of child maltreatment in families and concluded that Michigan’s lack of family prevention services contributed to recurrent maltreatment. The review also noted that for families with an abuse and neglect allegation(s), children remaining in their own homes continued to be at risk, either because services were not provided to the family or because the services provided did not target key safety concerns.
[bookmark: _Toc446581623][bookmark: _Toc529529558]5.2	Purpose of the Waiver Demonstration
The Protect MiFamily program seeks to enhance the safety and explicitly improve the well-being of children and families by providing an innovative array of prevention services to families with young children who are at high or intensive risk for maltreatment as determined by CPS, following allegations of abuse or neglect. The MDHHS offers prevention programs and family preservation services, but none that offer the combination of evidence-based interventions or resemble the characteristics of those services planned for families in the waiver demonstration project. The MDHHS sought federal approval for a Title IV-E Waiver to provide funding for prevention services for the following reasons:
To fill a gap in prevention and preservation services to meet the complex needs of families that require longer-term intensive interventions and services to make sustainable progress;
To decrease overrepresentation of young children in foster care. Statistical trends indicated that Michigan needed to do more to effectively support families with very young children to prevent abuse and neglect and entry into foster care;
To remedy Michigan’s high rate of maltreatment victimization and recidivism, particularly among the younger children;
To allow the State to align federal funding with the Michigan child welfare priorities through the use of Title IV-E funds to incentivize prevention and preservation services as well as community supports to keep children safely in their own homes and improve family functioning, well-being, and independence; and
To improve the State’s performance on the Child and Family Services Review.
[bookmark: _Toc529529559]5.3	Program Components
Protect MiFamily expands the secondary and tertiary prevention service array provided to families with young children that are determined by CPS to be at high or intensive risk for child maltreatment recurrence. Specifically, Protect MiFamily fills a service gap for families that require long-term, more risk-specific interventions to prevent repeat child maltreatment and removal of children from their homes. The intensity and duration of family engagement is based on the family’s needs and progress as determined by risk and safety assessments and re-assessments, measures of child trauma and child development, progress reports from treatment providers, and continuous concrete measures of improved child and family functioning, and caregiver protective factors.
Protect MiFamily operated in three sites: Kalamazoo, Macomb, and Muskegon counties. MDHHS established contracts in partnership with Samaritas (Lutheran Social Services of Michigan) and Catholic Charities of West Michigan to deliver Protect MiFamily services to families that includes initial assessments and surveys that identify each family’s strengths and needs, coordinating timely referrals to community providers, providing clinical and evidence-based interventions, and directly engaging families in their own homes to build strengths and reduce risk. The Protect MiFamily project was designed to increase child safety, strengthen parental capacities, and improve child well-being. The demonstration is expected to result in a reduction in child maltreatment recurrence and the number of young children placed in out of home care, and a measurable increase in social and emotional well-being of children.
MDHHS contracted with Westat and the University of Michigan, School of Social Work, to conduct a rigorous evaluation of the Protect MiFamily program demonstration. The evaluation team’s activities involved developing the evaluation plan and evaluation methodology and performing all evaluation activities that included random assignment of families into a treatment or control group, receiving and processing administrative and primary data, collecting qualitative data on the program implementation, and conducting statistical measurement and outcome analysis designed to determine the demonstration’s success on established MDHHS outcomes. The evaluation team conducted process, outcome, and cost studies for the evaluation, and also provided ongoing support to MDHHS and private agency staff for evaluation activities, and prepared necessary reports.
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[bookmark: _Toc529529561]6.1	The Protect MiFamily Demonstration Theory of Change
Target Population. The Protect MiFamily program model targets a population especially vulnerable to safety risks. Eligible families included all those investigated by CPS for child abuse and/or neglect who had at least one child 0-5 years of age, a finding of Category II (substantiated CPS complaint) or Category IV (unsubstantiated CPS complaint), who had high to intensive risk levels at initial assessment. More detailed information about the demonstration population is provided later in section 6.2.4, in the Evaluation Overview 
Evaluation Goals. The theory of change is based on a set of waiver goals:
Prevent the incidence and recurrence of child maltreatment;
Reduce the number of children who enter out-of-home placement; 
Improve child safety and family well-being; and
Be cost effective and cost neutral.
Outcomes. From these goals, a set of proximal and distal outcomes were developed for families receiving the program:
Proximal Outcomes
Increased parental capacity to safely care for their children as determined by the Protective Factors Survey;
Decreased risk of maltreatment and increased safety as determined by the Structured Decision-Making (SDM) Risk and Safety Reassessments; and
Improved social and emotional well-being for children as determined by the Devereux Early Childhood Assessment.
Distal Outcomes
Decreased child maltreatment and recidivism as determined by the absence of confirmed CPS investigations; and
Decreased court-ordered removal and out-of-home placement of children ages 0-5.
Standardized screenings/surveys and evidence-based programming serve as the foundation for change, but this foundation will only support the weight of developmental gains if services are well targeted to the families’ needs, families are connected with providers in a timely manner, and treatment is delivered at a sufficient dosage (i.e., duration and service amount accepted by families).
Key Model Components. The key components of the service model include prevention and intensive family preservation services designed to create an environment that promotes optimal child and family development and reduces child abuse and neglect:
Strengthening Families, Protective Factors approach to build family strengths. Private agencies are responsible for providing direct intervention with families and establishing a link to evidence-based home visiting programs, resources, and strategies in order to build the following protective factors: 1) social connections; 2) parental resilience; 3) knowledge of parenting and child development; 4) concrete support in times of need and 5) social and emotional competence.
Reliance on the use of evidence-based programs and interventions whenever feasible. Specific evidence-based interventions to which families assigned to the treatment group may be referred include Nurse-Family Partnership, Early Head Start, Healthy Families America, and Trauma-Focused Cognitive Behavioral Therapy, among others. 
Targeted screening for domestic violence, substance abuse, and mental illness with immediate links to supportive community services and treatment. Private agency contractors with appropriate clinical training administer a Family Psychosocial screen to the parent(s) in the family’s home within seven days of referral to Protect MiFamily (see Bright Futures Pediatric Intake Form and MDHHS Psychosocial Screen/DV Supplement in Appendix B). Referrals to the appropriate community service provider(s) are made based upon the screening results.
Child trauma screening and trauma informed practice. Children ages 0-5 who are referred to the waiver demonstration are screened for trauma within 30 days of the family’s referral using the Trauma Screening Checklist (see Appendix B). Based upon the screening completed and in consultation with parents, referrals are provided for Trauma-Focused Cognitive Behavioral Therapy, Parent-Child Interaction Therapy, or other appropriate intervention such as Head Start or Parent-Infant Psychotherapy.
Long-term, family support and services. Protect MiFamily provides up to 15 months of family support with variable intensity of engagement based on family needs, strengths, and progress.
Payment to assist families with immediate needs and short-term stressors. Waiver project funds may be used for payment for goods and services to reduce short-term family stressors and help divert children from out-of-home placement (e.g., transportation, respite care, household needs, etc.).
Pay for Performance Contracting. Protect MiFamily utilizes performance-based contracting that incentivizes achievement of identified outcomes related to child safety and well-being. Each month, the private agency is paid 75 percent of their approved expenses according to the established rate, with the remainder of payment held in abeyance. Twelve months after the family was referred for Protect MiFamily services, the private agency is eligible to bill for 50 percent of the money held in abeyance if the family maintains participation in the project and does not experience confirmed maltreatment or court-ordered removal from the home. At 15 months, the private agency is eligible to bill for the remaining 50 percent of the money held in abeyance if the family has not experienced confirmed maltreatment or court ordered removal from the home, and the children do not exhibit worsened well-being as determined by the Devereux Early Childhood Assessment (DECA) post-test. The Michigan Title IV-E Waiver Theory of Change diagram is shown below.
The Michigan Title IV-E Waiver Theory of Change diagram is shown in Figure 6-1, below.
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This section presents an overview of the evaluation. Details are provided about the:
Evaluation methodology;
Major research questions;
Target population;
Sampling Plan;
Data sources and data collection methods;
Data analysis plans; and the
Evaluation timeframe.
[bookmark: _Toc529529563]6.2.1	Evaluation Methodology
The evaluation methodology is designed to test the overarching hypothesis of the demonstration -- that connecting families with well-targeted and effective services (i.e. evidence-based services that reflect family needs and strengths) will improve family functioning, decrease the risk of subsequent maltreatment, and prevent the placement of children in foster care. 
[bookmark: _Toc529529564]6.2.2	Major Research Questions
The goal of the evaluation is to determine whether families who receive Protect MiFamily services achieve better outcomes than families who receive services as usual; and for those families who receive Protect MiFamily services, the evaluation will work to determine which families benefited most from the waiver demonstration and why; which services or program components were most effective with regards to safety, permanency and well-being; and, how might the State of Michigan modify the treatment services to achieve even better outcomes?
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[bookmark: _Toc529529565]Figure 6-1. Michigan Title IV-E Waiver Demonstration Theory of Change Model
Expected Proximal Outcomes
· Increased parental capacity to safely care for their children as determined by the Protective Factors Survey

· Decreased risk of maltreatment and increased safety as determined by the SDM Risk and Safety Reassessments

· Improved social and emotional well-being for children as determined by the Devereux Early Childhood Assessment

Expected Distal Outcomes

· Decreased maltreatment and recidivism as determined by the absence of confirmed CPS investigation

· Decreased court-ordered removal and out-of-home placement of children ages 0-5

Components of Prevention and Intensive Family Preservation Services


 													
Pay for Performance Contracting
Payment incentives will motivate private agencies to effectively engage with families, coordinate appropriate and meaningful services, and develop community relationship to ensure service availability and accessibility.

 
· Family Psychosocial Screening 
· Link to substance abuse, domestic violence, and/or mental health services
· Child trauma screening 
· Evidence-based trauma intervention
· Protective factors engagement to build parenting capacity
· Case planning aligned family needs and  protective factors
· Frequent child safety assessments and planning
· Coordination with evidence-based services



Family-Focused Engagement
· Direct engagement by private agency workers
· Emphasis on positive, supportive, respectful   relationships 
· Family involvement in case planning
· Family Satisfaction Surveys and service adjustments as needed
· 15 months of intervention and support
· 3 phases of engagement 
· Type of service, frequency of contact, and intensity of direct engagement based on child safety, family needs, and parental progress


Families With Children Age 0-5 Identified By CPS To Be At High Or Intensive Risk For Maltreatment
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The evaluation team, through its outcome, process, and cost studies, will examine the following major research questions:
1. Is the duration and intensity of engagement and service intervention based on the family’s identified needs? How does the waiver intervention service regimen address family needs as compared to “services as usual” provided both pre-waiver and during the waiver to the control families?
Are the agencies providing and managing services to effectively engage the families, coordinating meaningful and effective services, and developing community relationships that ensure available and accessible services to meet the families’ needs? How does the provision, accessibility, and availability of waiver intervention services compare to the provision, accessibility, and availability of services pre-waiver and to control families?
Are families demonstrating increased capacity to safely care for their children, experiencing improved social and emotional well-being, and less likely to experience subsequent maltreatment or out-of-home placement? How do measures of safety, permanency, and well-being for children receiving waiver intervention services compare to measures of safety, permanency, and well-being for children in the control group?
Are expenditures for investigations and out-of-home care decreasing while expenditures for supportive evidence-based services to maintain children safely in their own home increasing?
Are the waiver intervention services cost effective and commensurate with the outcomes achieved? Does the cost of waiver intervention services effectively demonstrate better outcomes of safety, permanency and well-being as compared to the outcomes demonstrated through “services as usual?”
The classic treatment design was selected because it is widely considered the “gold standard” for creating equivalent comparison groups and for allowing confident claims about the causal effects of services. Families eligible for the demonstration (see the total population subsection below for eligibility details) are randomly assigned to the demonstration. Random assignment occurs at the family level, at each of the three counties’ agencies, at the time the CPS disposition is completed. In very rare circumstances, some eligible families may require immediate in-home services and waiting for a supervisor’s approval of the case disposition is not feasible. For these cases, random assignment occurs when the CPS investigative caseworker determines an eligible case to be a Category II disposition or a Category IV disposition with a high or intensive risk level. Cases remain in their assigned groups (treatment or control) for the duration of the child welfare case and for the life of the demonstration. It is important to note that this is not a “no treatment” design in that families assigned to the control group will receive services as usual (i.e., services that would have been available in the absence of the demonstration waiver). 
The evaluation includes the analysis of services data as part of our process study. Service data plays an important role, both in the evaluation outcomes, but they also allow the evaluation team to monitor and help minimize design contamination such as crossover cases, which are control group families who receive treatment services. Contamination should be less of an issue in Kalamazoo and Macomb counties, as these contracted agencies are serving only control or treatment group families. At the start of the demonstration, the evaluation team was alerted that in Muskegon County, the contracted agency was providing services to both control and treatment group families. In this agency, each worker will be assigned to work with either treatment group families receiving waiver services or control group families. Our evaluation paid particular attention to the service provision in Muskegon County and found no cross contamination between workers serving treatment and control group families. 
[bookmark: _Toc529529566]6.2.3	Target Population
Eligible families for the demonstration project included all investigated child abuse and neglect reports with a disposition/finding of Category II or Category IV, with high or intensive risk assessment scores, in three Michigan counties, Macomb, Muskegon and Kalamazoo, between August 1, 2013 to February 28, 2018. Each eligible family must also have at least one child who is between 0 and 5 years of age.
A Category II case has a finding of a preponderance of evidence of child abuse/neglect and the risk assessment indicates a high or intensive risk. Services must be provided by CPS, in conjunction with community-based services. A Category IV case has no finding of a preponderance of evidence of child abuse/neglect although eligible Category IV families had a risk assessment that indicated a high or intensive risk. For the Category IV cases, although the allegation is unsubstantiated, MDHHS must assist the child’s family in voluntarily participating in community-based services commensurate with the risk level determined by the risk assessment. 
[bookmark: _Toc529529567]6.2.4	Sampling Plan
Eligible families were randomly selected for participation in the waiver beginning August 1, 2013. Initially, the probability of selection was set so that 90 percent of the families selected for the waiver are Category II cases and 10 percent are Category IV cases. The 90 percent-10 percent split was selected based on the number of available cases and to reduce the risk that the contractor takes on due to projected family attrition—Category IV being non-abuse or neglect cases (a preponderance of evidence that shows abuse or neglect did not occur). The plan was to revise the 90 percent/10 percent split on occasion if needed, based upon caseload trends and the participation rates of both categories of cases. Families selected for the demonstration were randomly assigned to the treatment and control groups using a 2:1 sampling ratio (a 1/3 probability of assignment to the control group and a 2/3 probability of assignment to the treatment group). 
The selection rates were adjusted during the course of the demonstration as it became clear that too few cases were being assigned to the treatment and control groups. For example, in 2016, percentages of eligible Category II cases were increased significantly for each demonstration site and the number of Category IV cases assigned to the control and treatment groups was increased for Macomb County; in 2017, all agencies again increased the number of cases assigned to treatment and control conditions to reach the desired target for the demonstration.
Based on this sampling ratio, the evaluation team anticipated an enrollment of at least 300 families per year to the treatment group and 150 families per year to the control group over the five-year demonstration period, for a total sample of at least 2,250 (1,500 treatment and 750 control). However, the anticipated enrollment was not met over the demonstration period due primarily to the following:
There were periodic issues with the randomizers working at each county or across counties. MDHHS informed the evaluation team and asked for support in fixing issues when appropriate but at times, random assignment may have been put off while these issues were resolved.
Counties were limited in randomly assigning families when they did not have enough workers to serve families
In 2014, MDHHS instituted a new SACWIS system, MiSACWIS. Random assignment of families stopped for about a month while this transition took place. 
Although a 1:1 sampling ratio provides the greatest power for detecting differences in outcomes, the 2:1 ratio does not significantly compromise the power. Random assignment ended February 8, 2018. At the end of the random assignment period a total of:
1,583 families were assigned to the demonstration.
588 families assigned to the control group.
995 families assigned to the treatment group. 
The final distribution of cases after final data cleaning is given in Table 6-1. 
[bookmark: _Toc529529568]Table 6-1. Families Randomly Assigned to the Waiver Demonstration by Complaint Disposition Category, Group Condition, and County (N=3,061)
	
	Category II
	Category IV
	Total

	CONTROL
	496
	92
	588

	 Kalamazoo
	199¹
	13
	212

	 Macomb
	129²
	674
	196

	 Muskegon
	168³
	12
	180

	TREATMENT
	829
	166
	995

	 Kalamazoo
	309
	18
	327

	 Macomb
	279
	118
	397

	 Muskegon
	241
	30
	271

	TOTAL T/C
	1,325
	258
	1,583

	UNSELECTED
	168
	1,310
	1,478

	Kalamazoo
	43
	431
	474

	Macomb
	71
	483
	554

	Muskegon
	54
	396
	450

	TOTAL 
	1,493
	1,568
	3,061


¹ - includes 2 crossover
² - includes 5 crossover
³ - includes 3 crossover
4 - includes 1 crossover
A total of 11 cases in the demonstration randomly assigned to the control group are crossover cases (Kalamazoo, 2; Macomb, 6; Muskegon, 3). A crossover is a case that is randomly assigned to the control group but is erroneously referred to and served by the Protect MiFamily program. These cases are tracked separately to prevent disruption of services that have already begun for the family. For the purposes of the evaluation, these cases will be in the control group, and handled separated for the outcome analyses.
This overall number of randomly assigned families is significantly lower than the planned sample size for the demonstration (2,250). Also, the proportion of Category IV cases out of all treatment and control cases is approximately 16 percent rather than the planned 10 percent. More information is provided on the impacts of these final data in the Power Analysis section that follows.
With regard to contamination, contract agencies were not (in at least two of the three participating counties) providing services to both treatment and control group families. As stated earlier in the section, Muskegon County workers originally provided services to both treatment and control group families; however, the evaluation team found no cross contamination between workers serving treatment and control group families. With regard to additional confounding variables, the evaluation team monitored changes in pilot projects and policy innovations within each of the participating counties by attending and monitoring policy and leadership meetings throughout the life of the waiver demonstration; however, with random assignment in place, it is likely that any changes in practice or policy was expected to be equally distributed or have an equal effect) across both the treatment and control groups. 
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Power analysis is a general term for the analysis of the relationship between sample size (number of families selected for the waiver), effect size (difference between the treatment and control group outcome), and the probability of concluding that the treatment and control group outcomes are significantly different (power). The results of the power analysis depend on how the data are collected and on the outcome measure being assessed. If the outcome measure is a percentage, the power for detecting a specified effect size depends on the percentages in the two groups. Table 6-2 shows the probability (power) of concluding that the percentages in the two groups are significantly different at the 5 percent level (i.e., using a 95 percent confidence interval) as a function of the percentages in the control group (in the first column) and the effect size (in the top row). Traditionally, the desired power is assumed to equal or exceed 80 percent. Thus, combinations with power greater than 0.80 (or 80 percent) are shaded in Table 6-2 below.
[bookmark: _Toc529529570]Table 6-2. Power for Detecting Percentage Differences Between the Treatment and Control Groups
	Proportion in Control Group
	Effect size: Proportion Difference, Treatment-Control

	
	-0.08
	-0.06
	-0.04
	0.04
	0.06
	0.08

	0.1
	100%
	100%
	90.6%
	79.5%
	97.9%
	99.9%

	0.3
	98.3%
	85.4%
	50.7%
	48.8%
	81.7%
	96.6%

	0.5
	94.9%
	76.7%
	43.2%
	43.2%
	76.7%
	94.9%

	0.7
	96.6%
	81.7%
	48.8%
	50.7%
	85.4%
	98.3%

	0.9
	99.9%
	97.9%
	79.5%
	90.6%
	100%
	100%


Based on the final sample file, the evaluation team re-ran the original power analysis to account for both the lower than expected sample size and the change in the proportion of cases that were assigned to treatment versus control (T:C ratio). The planned analysis anticipated 2,250 cases, with a T:C ratio of 2:1. The final sample file included only 1,584 cases, with a T:C ratio closer to 1.7:1. Table X shows the probability (power) of concluding that the percentages in the two groups are significantly different at the 5 percent level (i.e., using a 95 percent confidence interval) as a function of the percentages in the control group (in the first column) and the effect size (in the top row). Traditionally, the desired power is assumed to equal or exceed 80 percent.
The top section of the table repeats the power analysis presented in Table 6-3 of the Evaluation Plan. The bottom section of the table presents the revised power analysis, based on numbers expected to be similar to the final sample. The power to detect small to moderate effects (magnitude of 0.4 to 0.6) has dropped considerably compared to the planned power. More information about the impact of these effects is discussed in the Outcomes Study, Section 7 of the report.


[bookmark: _Toc529529571]Table 6-3. Power for Detecting Percentage Differences Between the Treatment and Control Groups, Planned vs. Actual
	
	
	Effect size: Proportion Difference, Treatment-Control

	
	Proportion in Control Group
	-0.08
	-0.06
	-0.04
	0.04
	0.06
	0.08

	Planned (n=2,250, T to C ratio 2:1)
	0.1
	100.0%
	100.0%
	90.6%
	79.5%
	97.9%
	99.9%

	
	0.3
	98.3%
	85.4%
	50.7%
	48.8%
	81.7%
	96.6%

	
	0.5
	94.9%
	76.7%
	43.2%
	43.2%
	76.7%
	94.9%

	
	0.7
	96.6%
	81.7%
	48.8%
	50.7%
	85.4%
	98.3%

	
	0.9
	99.9%
	97.9%
	79.5%
	90.6%
	100.0%
	100.0%

	Actual (n=1,584, 
T to C ratio 1.7:1)
	0.1
	100.0%
	99.6%
	80.1%
	66.9%
	93.2%
	99.3%

	
	0.3
	93.9%
	73.5%
	39.8%
	38.2%
	69.3%
	90.3%

	
	0.5
	87.0%
	63.7%
	33.7%
	33.7%
	63.7%
	87.0%

	
	0.7
	90.3%
	69.3%
	38.2%
	39.8%
	73.5%
	93.9%

	
	0.9
	99.3%
	93.2%
	66.9%
	80.1%
	99.6%
	100.0%



[bookmark: _Toc529529572]6.2.6	Evaluation Data Sources, Data Collection Methods, and Data Analysis
6.2.6.1	 Process Study
The Process Study examines implementation of the waiver demonstration. The Process Study also includes a measure of program implementation fidelity. Throughout the demonstration, process data provides feedback to assess whether the demonstration is proceeding as intended and to identify barriers encountered and any changes needed for successful implementation.
Data collection sources for the process study include:
Agency documentation
Agency administrative data
Semi-structured interviews and focus groups 
Family Satisfaction Survey
Model Fidelity Checklist 
The evaluation team retrieved and reviewed existing agency documentation, including agency policy and procedures manual, meeting notes, planning reports, any available needs assessment or community readiness reports, documentation of asset mapping, and other relevant administrative reports and documents. The team also attended the County Directors Teleconferences and the Steering Committee meetings which later became Implementation Team meetings. 
The evaluation team used administrative data from the Protect MiFamily Database, and other sources as needed to examine implementation process and progress. This included capturing such information as the type of direct services provided to the waiver families and the types of other community or provider services received by the children and families. Control group service data was provided from the Control Group Expenditure Data Collection form that is completed for cost analysis. Control data were available for control Category II families as long as the case remained open through the administrative data system. Category IV cases often close immediately after the case receives a disposition and the risk and safety assessment is completed. For Cat IV control families, there were no service data.
The evaluation team also collected information about the number and type of staff involved in the waiver implementation as well as the level of staff training, experience, and education. This data was collected from the service provider contractors and provided through the Protect MiFamily central office.
The evaluation team conducted three site visits to complete semi-structured interviews and focus groups with multi-level informants such as front-line, supervisorial and leadership staff and key stakeholders. Separate focus groups were convened by staff level to ensure that front-line staff, for example, were comfortable in sharing barriers and challenges to implementing Protect MiFamily services. The interviews and focus group protocols include questions related to organizational and service aspects, intra-agency and inter-agency relationships, inter-agency collaboration in the provision of services and communication on client needs, relevant topics, and other topics agreed upon by MDHHS, key stakeholders and the evaluation team.
To minimize data collection burden, the evaluation team examines existing records and agency documentation, such as meeting agendas, notes, and key policies as well as available data such as community-specific information in preparation of interview and focus group protocols that provides further context for the interview and focus group data.
Private agency provider staff administered the Family Satisfaction Survey (Appendix A) at the end of each family team meeting scheduled at the end of each phase. The evaluation team proposed that the primary caregiver be strongly encouraged to complete the self-administered survey prior to leaving the family team meeting and that the service provider send the surveys back to Westat on a monthly basis. To ensure the primary caregiver respondent that his/her information remains confidential, the evaluation team provided the respondent a postage-paid Westat envelope that can be sealed with a “special” sticker that they place on the sealed envelope. Respondents were told that the seal will only be broken by the individual inputting the survey data at Westat. The respondent can then complete the survey, place it in a Westat self-addressed envelope provided, place a label seal (or initial the back seal), and place it in a box in the provider’s office for the provider to send back to the evaluators. If for some reason the respondent preferred to complete and mail the survey back at another time, he/she can use the same self-addressed envelope provided and place the survey in an outside mailbox. 
The core components of the Protect MiFamily model are contained in the Model Fidelity Checklist (Appendix A). The evaluation team used the quarterly Model Fidelity Checklist for primary assessment of adherence to the waiver model for treatment group service provision. Central office Protect MiFamily staff complete the Checklist from documentation in the treatment families’ case folders containing case notes and completed copies of the child and family assessments, screeners, and service records.
The evaluation team also worked in collaboration with the Protect MiFamily central office to best utilize activity and report level Quality Service Review (QSR) data in 2015 and 2016 to supplement the Checklist data. QSR activities include annual and site-specific interviews, case file reviews, and administrative data analyses. QSR data included activities and was provided in a narrative report.
6.2.6.2 Outcome Study
The Michigan waiver demonstration outcome evaluation addresses these research hypotheses: 
When compared to families assigned to the control group:
Children in the treatment group will experience fewer subsequent maltreatment episodes in the 15 months following acceptance into the demonstration, as determined by the absence of a subsequent, confirmed CPS complaint investigation (Category I, II, or III). (Data source: Michigan Statewide Automated Child Welfare Information System (MiSACWIS))
Children in the treatment group will remain safe in their homes 15 months following acceptance into the waiver, as determined by a “safe” or “safe with services” designation on the Safety Re-Assessment (Data source: MiSACWIS).
The risk of future maltreatment for children in the treatment group will be reduced to low or moderate and will not elevate in the 15 months following acceptance into the waiver, as determined by the Structured Decision-Making (SDM) Risk Re-Assessment (Data source: MiSACWIS).
Children in the treatment group will remain in their homes throughout 15 months intervention following acceptance into the waiver, as determined by the absence of a court-order authorizing the children to be taken into protective custody. (Data source: MiSACWIS).
For Treatment group families:
Parents and or caregivers in the treatment group will make positive changes in protective factors as determined by completion of the Protective Factors Survey (PFS) completed before and after the intervention. (Data Source:  Protective Factors Survey, a product of the Friends National Resource Center and the University of Kansas Institute for Educational Research and Public Science). (See Appendix B)
Children in the treatment group will demonstrate improved well-being as determined completion of the Devereux Early Childhood Assessment (DECA) completed in the first 30 days and at the end of the intervention. (Data Source: Devereux Early Childhood Assessment, a product of the Center for Resilient Children). (See Appendix B).
Administrative Outcome Analyses. The Outcome Study tests hypotheses related to child safety and permanency. The key measure of safety is the subsequent report of child maltreatment. The evaluation team will specifically look at all allegations/reports of maltreatment that occur subsequent to random assignment (i.e. the date the parents enrolled in the waiver). Between fiscal year 2009 and 2012, historically, approximately 32 percent of Category II and IV cases (age zero through five) experienced a subsequent report of abuse/neglect and approximately 10 percent entered the substitute care system in Michigan. The evaluation (and thus the analyses) investigates how these estimates have changed for demonstration families overall and how the estimates vary between the treatment and control groups. The timing of recurring maltreatment is also considered -- that is, how much time is elapsing between referral to the demonstration (from an original maltreatment occurrence) and any subsequent reports of maltreatment. Additionally, the team will explore each of the county sites to see if significant county differences emerge, and demographic and risk attributes that may affect this outcome.
The key measure of permanency is that children in the treatment group will be more likely to remain safely in their homes following acceptance into the waiver. Similar to the analyses with the maltreatment data, the evaluation team used the administrative data (e.g. substitute care records) from MiSACWIS to capture placement rates for both the treatment and control groups. The evaluation team explores the overall risk of entry into substitute care settings and the timing of entry into substitute care. As with the maltreatment, the team will explore each of the county sites to see if significant county differences emerge, and demographic attributes that may affect this outcome.
For family risk, the evaluation team analyzes the risk assessment data to understand whether families improve in reducing risk factors and strengthening protective factors over the course of the intervention. These analyses provide a general sense of whether the Protect MiFamily program is achieving the primary outcomes of interest. The Structured Decision-Making (SDM) re-assessment of risk data is contained in the administrative data system, MiSACWIS, and the evaluation team performs analysis of the SDM risk levels at time of referral for services, treatment services and control services as usual, compared to the risk level determined in subsequent SDM re-assessments. Risk levels are intensive risk, high risk, moderate risk, and low risk.
When the evaluation was proposed, the evaluation planned to engage in more sophisticated analyses in an attempt to understand: (1) which components of the intervention services were most effective; and (2) which families (e.g., demographics, risk profiles) were benefiting most from the intervention; and (3) whether protective factor changes over time are related to family and child outcomes for those in the treatment group. The final evaluation does include several regression models that attempt to understand how risk factors help explain the removal of children from the biological family home and the recurrence of maltreatment. The multi-level modeling targeting which program components was not possible given there was no reliable source of service data for both treatment and control families. 
Initially, the team had planned implementation analyses that focus on whether or not the waiver services were delivered as intended using descriptive analyses to examine services offered and received by waiver families (which are included in the PMF database) and the control group, model fidelity checklist scores, and participant satisfaction surveys. Bivariate analyses would examine associations between fidelity checklist scores and caseworker characteristics as well as satisfaction survey responses and family characteristics. Frequently, child welfare programs that are described on paper look very different from the programs that are delivered in the field. Numerous factors help explain the discrepancies including, but not limited to, parental cooperation, service availability, and caseworker knowledge and training. However, due to inadequate data on demonstration services, the team was unable to do this analysis for the demonstration. 
Primary Data Analyses. The Protective Factors Services data is collected for the treatment group caregiver/parent only, two times during the demonstration – within the 30 days in the first phase, and at the end of the intervention, by private agency workers. Protective factors outcomes are measured by reviewing caretaker responses in five areas – family functioning/resilience, social support, concrete support, nurturing and attachment, and knowledge of parenting/child development. Responses are provided at the family, caretaker, and child levels. Part III, a subpart in the Core Protective Factors questions, requires that the parent focus his/her responses on one child in the household that will benefit most from participation in the services. The survey results are designed to provide a snapshot of the family’s protective factors (for evaluation purposes) at the time the survey is completed. Families are scored pre/post in each area.
The Devereux Early Childhood Assessment (DECA) requires a pre- and post- assessment administered by the waiver worker and completed by the parent or caregiver for each child age 0 through 5 years in the household at the start of the demonstration. The assessment is administered using age-appropriate forms, depending on the age of the child at the time of administration of the assessment. Items from the assessment of individual children are calculated into percentiles and t-scores. The differences in children’s scores from pre-test and post-test will be examined to determine improvement in social–emotional well-being using the DECA Total Protect Factors Score, which allows children to be scored and assessed across age-specific forms, i.e., for those children who moved from one age form to the next during the course of the demonstration. The evaluation team will also review descriptive scores pre-post (strength, typical, area of need) for the subscales.


6.2.6.3	 Cost Study
The approach to cost analysis starts with examining service costs and resource utilizations both for the treatment group and the control group. The evaluation team worked closely with MDHHS to identify and obtain program costs in key categories including direct costs for Protect MiFamily programming, ongoing services, foster care placement, and CPS re-investigations. The team obtained agency administrative data from MDHHS on payment records for all treatment group and control group families. This includes spending from all funding sources available, including federal, state and county sources. The analysis will primarily utilize data that appears in the state’s financial records as billed amounts. In addition, the analysis considers only billed amounts after waiver assignment and the corresponding time period for the control group.
The analyses explore how the cost of services to families in the treatment group and cost of services for families in control group are different and how these costs change over time. The evaluation team analyzes any shift of costs between cost categories since the theory surmises there will be reductions for treatment group costs for re-investigations and out-of-home placements and increases in cost for direct services for the treatment group. The discussion of results explicitly states any caveats and limitations due to variations in data measurements and availability of data.
As part of the analysis, if feasible, the team will explore cost effectiveness using the number of subsequent child maltreatment episodes and the number of children remaining safe in their own homes for 15 months without foster care placement as the key outcomes. After identifying the major outcomes that show a statistically significant difference between the treatment and control groups, the team will perform cost-effectiveness analyses to examine whether the costs of Protect MiFamily intervention services are justified by the outcomes. Thus, the cost effectiveness ratio, Costs (Intervention – Comparison) / Outcomes (Intervention-Comparison), associated with Protect MiFamily relative to the comparison group. Such a ratio, for example, would reveal the difference in costs between the treatment and control groups for each additional child remaining safe in home for 15 months without maltreatment or placement into foster care.
[bookmark: _Toc529529573]6.3	Evaluation Limitations
This section briefly describes the methodological, logistical, and resource limitations of the evaluation plan. 
[bookmark: _Toc529529574]6.3.1	Random Assignment
The random assignment method is critical to a successful demonstration that includes a random control trial evaluation. In the case of the Protect MiFamily demonstration, random assignment began August 1, 2013 and continued to February 8, 2018. The evaluation team statistician worked closely with MDHHS to develop a randomizer that was accurate and would work for randomizing cases across the demonstration sites. The selection probabilities were set initially to (roughly) achieve the total target number of cases: at least 300 families per year to the treatment group and 150 families per year to the control group over the five-year demonstration period, for a total sample of at least 2,250 (1,500 treatment and 750 control). The sampling ratio for treatment/control was 2:1. Among the treatment and control cases, the targets were designed to keep the number of treatment cases about twice the number of control cases and the number of Category IV cases at 10 percent of the number of cases assigned to treatment or control. Although a 1:1 sampling ratio provides the greatest power for detecting differences in outcomes, the 2:1 ratio does not significantly compromise the power.
The evaluation team reviewed the random assignment numbers routinely and reported them to MDHHS on a quarterly basis. The selection rates were adjusted periodically during the course of the demonstration. The evaluation team ran an initial power analysis to identify the power to detect differences in outcomes. If random assignment targets were not met, it could affect the ability of the evaluation to detect effects between treatment and control. See section 6.2.6 above on page 33, and discussion of the Outcome Study on page 93 for final random assignment results and implications for the evaluation.
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As with any new initiative, planning for adequate staff and training those staff to reach full implementation fidelity is key to the success of a program. Moreover, maintaining levels of properly trained staff in each treatment provider agency and quality ongoing training for new staff is important and can certainly affect the success of the initiative and the ability of the evaluation to accurately assess program outcomes. Additionally, the availability of services in the communities selected for the demonstration is critical to the success of treatment family outcomes. See Section 7 Process Study on page 41 for further details on staff training, fidelity to the model, and the ability of the demonstration sites to provide adequate services to support treatment group families.
[bookmark: _Toc529529576]6.3.3	Data Collection
Random control trial evaluations are dependent on being able to evaluate both the treatment and control groups equally, and to do so requires data collection for both groups to accurately compare the two groups, and to help explain outcomes. However, it is not always feasible, especially in the busy world of child welfare services, to collect the same data for a control group as it is the treatment group. For the Protect MiFamily demonstration, it was not possible to conduct the same baseline assessment/screening data or follow-up data for control group cases that were collected for the treatment group. The result is that the evaluation team is limited in its ability to assess the experiences and outcomes for both groups.
Moreover, it is important for a pre/post comparison to have sufficient pre and post-data collected for each participating family and it can be very challenging to collect post-surveys and assessments with families in a program that is 13-15 months long; attrition can be a significant barrier. Discussion of primary data collection for treatment group outcomes is detailed in Section 8.2.1 of the Outcome Study.
Cost studies are known for being difficult to accurately conduct, especially in child welfare services, due to barriers in connecting service data with financial data. In addition, there are benefits to families that programs may provide that are difficult or impossible to quantify in a dollar amount, such as whether the family was reunified more quickly than they otherwise would have been, or other improved mental or physical health outcomes for the children. As such, planning and conducting a comprehensive cost-benefit analysis or cost-effectiveness analysis must be specially planned, and even then, can be very challenging.
[bookmark: _Toc446581630][bookmark: _Toc529529577]6.4	Evaluation Timeframe and Implementation Status
The evaluation began with the approval of the Evaluation Plan by the Children’s Bureau on July 18, 2013. On August 1, 2013, Michigan began random assignment and implementation of the Protect MiFamily in all three demonstration sites -- Macomb, Kalamazoo, and Muskegon counties. Random assignment ended February 8, 2018. The Protect MiFamily central office staff and evaluation team agreed to end random assignment in February so that all families in the demonstration had time to receive at least baseline assessments and surveys before the end of the evaluation data collection in June. 
Data collection for the evaluation began in August 2013 and ended June 30, 2018. The evaluation team reported progress and descriptive statistics to MDHHS in quarterly progress reports beginning in December 2013 and ending April 2018. The evaluation team also reported on the evaluation status, progress, descriptive statistics, and outcomes in semi-annual and annual reports beginning in December 2013 and ending in August 2018. The evaluation is scheduled to conclude with the approval of the final report due on January 31, 2019. Protect MiFamily services ended September 2018, with the Macomb County site ending services in August 2018. Overall, the MDHHS and evaluation team worked diligently to ensure that evaluation timeframes and milestones were maintained as originally planned throughout the demonstration. 
The remaining sections of this report will cover evaluation activities and outcomes for the process, outcomes, and cost studies.
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[bookmark: _Toc529529579]7.1	Overview
The Process Study examines the implementation of the Protect MiFamily Program demonstration for the evaluation. The Process Study was designed in collaboration with the Protect MiFamily steering committee. Based on discussions prior to the implementation of the project, the study addresses several domains:
1. Organizational and contextual facilitators and barriers that hinder and/or enhance the implementation or the provision, accessibility, availability, or quality of service;
Inter-agency relationships as they relate to the quality of service provision, collaboration, communication, and successful outcomes that include State MDHHS-Child Welfare, Local MDHHS-Child Welfare, private agency Protect MiFamily services providers, other community service providers, and community partners;
Social, economic, and political factors affecting replicability or effectiveness of intervention services;
Staff training and experience;
Adherence and compliance to model protocol for service provision related to outcomes for children and families; and
Family satisfaction with the Protect MiFamily program and services.
In addition to these study domains, additional components were identified by MDHHS and added to the study that examine the planning and administrative support for the demonstration, including ongoing monitoring, oversight, and problem resolution at various organizational levels. Essentially the Process Study was designed not only to detail the planning and implementation of the Protect MiFamily program, but also provide context for the outcome data and insights into the ability of the Protect MiFamily private agencies to provide and coordinate services, and to effectively engage families in collaboration with community agencies to meet identified family needs, address family satisfaction, and follow fidelity to the service delivery model.
[bookmark: _Toc529529580]7.1.1	Key Research Questions
The Process Study was designed to answer these key research questions:
How does the provision, accessibility, and availability of waiver intervention services compare to the provision, accessibility, and availability of services pre-waiver and to control families?
How does the intervention service regimen address family needs compared to “services as usual” provided both pre-waiver and during the demonstration, to the control families?
Is the duration and intensity of engagement and service intervention based on the family’s identified needs?
Are the agencies providing and managing services to effectively engage the families, coordinating meaningful and effective services, and developing community relationships that ensure available and accessible services to meet the families’ needs?
[bookmark: _Toc529529581]7.1.2	Data Sources
The Process Study uses multiple sources of data that include:
1. Model Fidelity Checklist; 
Services data that includes services provided to treatment group families documented in the Protect MiFamily database. and administrative data and case-by-case county reports on services for control group families;
Family Satisfaction Survey for treatment group families;
Interview and focus groups held with staff from MDHHS Child Protective Services, Protect MiFamily Service Providers, and selected leadership staff at MDHHS and community service providers, conducted by onsite visits by the evaluation team; and
Agency documentation that included program implementation plans, demonstration reports, meeting minutes, training materials, and telephone observation of coaching calls.
The information from each data source is presented below in separate sections, including a discussion of data collection, data analysis and findings, and findings are summarized and discussed at the end of the section. The information about agency documentation, evaluation team observations of meetings, and coaching calls presented in combination with the information from the onsite interviews and focus groups.
[bookmark: IDX][bookmark: _Toc529529582]7.2	Model Fidelity
Model fidelity is the adherence and compliance to model protocol for service provision related to outcomes for children and families. The study used a model fidelity tool and collected data over the course of the demonstration period to measure model fidelity. Figure 7-1 summarizes the fidelity activities during years 1-5 for the Process Study.


[bookmark: _Toc529529583]Figure 7-1. Model Fidelity Activity, August 2013 – July 2018

[bookmark: _Toc529529584]7.2.1	Model Fidelity Activities
In the first few months of the study, the Protect MiFamily central office staff and the evaluation team worked collaboratively to develop a tool to measure model fidelity. The Model Fidelity Checklist (referred to as the Checklist; see Appendix B, Model Fidelity Checklist) consists of 20 questions that assess private agency staff members’ adherence to the Protect MiFamily model. Protect MiFamily central office staff completed the questions on the Checklist by performing a review of treatment group case records.
Training. In October 2013, the evaluation team conducted Checklist data collection training with two Protect MiFamily central office staff persons who served as the Checklist raters. Training topics included a review of the Model Fidelity Checklist (Checklist) items, appropriate item-level responses (yes/no/N/A), sources of information for each item, and instructions on retrieving the sample case IDs. During the training, the evaluation team and the Protect MiFamily central office project manager set a quarterly data collection schedule of reviewing 60 cases (20 per demonstration county) quarter during the demonstration period.
Interrater Reliability Testing and Checklist Revisions. Prior to data collection, the evaluation team conducted inter-rater reliability testing with the Protect MiFamily central office staff. The purpose of the test was to establish the reliability of the staff members Checklist ratings and ensure that each rater was reviewing and completing the Checklist in the same manner. In November 2013, the two raters completed an inter-rater reliability test, rating a random sample of 30 cases each (10 per county per rater) and submitting their completed Checklists to the evaluation team for review of item-level consistency in responses. The fidelity task lead compared total model fidelity scores from each rater using Cohen's kappa coefficient, a measure of rater agreement suggested for use with nominal scales and when there are two raters (Hoyt, 2010). The initial inter-rater reliability test did not achieve acceptable results; there was low agreement between the raters (K=.15. p=.000). The minimum suggested level of acceptable agreement is Kappa > .6 (Landis & Koch, 1977).
The evaluation team met with the two raters to discuss item-level divergences. The raters stated that the referral and service start dates were not precisely identified on the referral form (MDHHS-892-FEW), a source of data for Checklist. Use of different dates by cases resulted in different ratings. Further, items on the Checklist corresponded to activities occurring in different phases of program service. One of the raters was not clear on whether the item should be rated if the service activity occurred outside of the correct phase. Finally, the raters informed the evaluation team of two service changes. The time limit for the first phase of waiver services changed from “up to 45 days” to “up to 60 days.” Also, per the Protect MiFamily Case Flow document, private agency staff were to update the Protect MiFamily Safety Assessment Plan at each home visit; however, those staff were advised by Protect MiFamily central office project manager that they could use the original safety plan if it was still applicable in addressing any safety concerns. When the raters reviewed the safety plan, they could not always determine if the plan had been updated during the face-to-face visit between private agency staff and families. After the raters and the evaluation team met the following changes were made:
The referral form was revised to include both the referral date and the start date of services;
A referral date field was added to the Checklist so that the raters could document the correct referral date;
The pertinent phase of service was added to each Checklist item; and
Protect MiFamily central office staff requested that private agency staff provide case notes on how the safety plan was addressed, even if the plan was not changed from visit to visit.
The raters planned to repeat the inter-rater reliability process in December 2013. However, one of the raters went on leave. To accommodate the single rater, the evaluation team reduced the sample to one set of 30 cases (10 per county). The rater completed the initial Checklists in February of 2014. To complete the Checklists, the rater went to each demonstration county, pulled the case files associated with the selected IDs, and reviewed documentation for evidence of adherence to the Protect MiFamily program model (i.e., completion of Checklist items). 
Data Collection and Checklist Revisions. The two trained Protect MiFamily central office program staff members conducted the first model fidelity data collection in January 2014. They reviewed the files of a group of Protect MiFamily treatment group cases that were randomly selected by the evaluation team, and they rated the service provision of those cases based on the Checklist items. 
Treatment group cases were eligible to be selected for review at any point during the three phases of their Protect MiFamily services. Due to the length of the program, cases could be selected for fidelity review more than once, and in fact, some cases were chosen multiple times. Cases selected for review could be open or closed. Data collection continued on a quarterly basis during the demonstration period (August 2013– July 2018). A total of 960 treatment group cases were rated overall (including multiple reviews of single cases). A total of 588 unique treatment group cases were rated at least once. Table 7-1 presents the opened or closed status and distribution of reviewed cases for the evaluation.
[bookmark: _Toc529529585]Table 7-1. Model Fidelity Checklist Cases, by Open and Close Status and Waiver Phase
	Case Status at Review
	Phase 1
	Phase 2
	Phase 3
	Total

	Open
	38
	232
	70
	340

	Closed 
	69
	306
	245
	620

	Total 
	107
	538
	315
	960


Throughout the demonstration period, the evaluation team periodically met by phone with MDHHS Protect MiFamily central office staff to review ongoing fidelity activities, identify any changes to Protect MiFamily practice, determine subsequent Checklist revisions, and discuss data collection, fidelity scores, and the implications of scores. 
Another Checklist revision occurred in April 2014, towards the end of the first year of the evaluation. This revision was in response to the change in timing for the administration of the Family Psychosocial Screening. Protect MiFamily private agency staff were advised that they had 7 days, instead of 72 hours, to complete the screening. In late April – early May, the remaining rater used the revised Checklist to complete the last fidelity reviews for Year 1.
In July 2014, a second Protect MiFamily program central office staff member became available to serve as a fidelity rater. The evaluation team immediately trained both raters and training discussions pointed to the need for further Checklist revisions. It was determined that the Checklist required instructions that were more specific as to the appropriate use of the “not applicable” rating.
After training, the two raters conducted reviews of the second randomly selected inter-rater reliability sample. This sample was reduced (n=15 cases; 5 per county) to facilitate timely completion of the reliability assessment, which in turn, helped the raters re-align with the original data collection schedule. This second test, completed at the end of July 2014, achieved desired results. There was perfect agreement between the two raters (K=1.00, p=.000). Due to the high level of reliability (or agreement between raters), Year 2 quarterly fidelity ratings could then be completed. Both raters reviewed the first of two larger samples (90 cases) in October 2014 (Year 2). Sample sizes were increased to get back on track with the number of cases that should have been reviewed by that point in the project.
In Year 2, the evaluation team noticed Protect MiFamily private agency staff were rarely meeting family contact standards, particularly in Phases 1 and 2 of the program, where requirements are more stringent. The Phase 1 standard required private agency staff to make face-to-face contact with each member of the family twice every seven days. In Phase 2, the standard required staff to make face-to-face family contact once every seven days. In January 2015, the evaluation team and the raters met to discuss challenges with keeping the Phase 1 and 2 contact standards. The raters stated that issues outside of the control of private agency staff affected the contact standards. For example, some families refused to participate in Protect MiFamily and/or canceled face-to-face appointments. As a result of the meeting, the Checklist was revised to include two measures on the standards for Protect MiFamily private agency workers’ contact with the family. The first measure (A1a; see Appendix B for the Model Fidelity Checklist) retained the original contact criteria by treatment phase: Twice every seven days in Phase 1 and once every seven days in Phase 2. If the first standard (A1a) was not met, then the raters completed the second item (A1b). The second item measured whether the family contact standard was met within an acceptable time range: Twice every eight to 10 days in Phase 1 and once every eight to 10 days in Phase 2. The Protect MiFamily central office Project Manager and the raters provided guidance on the most appropriate range of time for item A1b. Space for comments was also included in the Checklist, allowing raters to note the reasons for a missed contact.
After the meeting, the raters were trained on items A1a and A1b. In February 2015, raters began using Checklists with the new items; they rated the standard sample size of 60 cases. After the February data collection, the evaluation team and the raters discussed the new items. During the discussion, the raters also informed the evaluation team of a change in practice. Private agency staff were now being asked to complete the final safety re-assessment and final progress report at case closure, in any phase of the program. Previously staff had to complete these documents only when a case closed in Phase 3. These practice changes resulted in the final Checklist revision.
From Year 3 of the evaluation forward, raters reviewed the standard sample size, 60 cases per quarter (20 cases per county). However, severe weather prevented the raters from reviewing cases during one quarter. From Year 4 forward, the standard sample size was rated for the scheduled review period, four quarters each year.
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The Model Fidelity Checklist measured the degree to which Protect MiFamily services were implemented with fidelity. Model Fidelity Checklist items are aggregated to derive an overall fidelity score for each of the cases reviewed. This score represents the extent to which the services delivered by the Protect MiFamily private agency staff (worker) adhered to the Protect MiFamily model. 
County-level fidelity scores were derived by computing a per-worker mean score for cases reviewed at each county site and using the worker’s mean to calculate the county’s average score (grand mean). County-level scores ranged from 0- 100 (maximum score). The evaluation team and the Protect MiFamily central office project manager discussed the desired level of performance and the optimal score for each county and set the desired model fidelity score at 95. 
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In the paragraphs below, fidelity findings are presented in detailed at the county level and by practice area. The three demonstration counties are Kalamazoo County, Macomb County, and Muskegon County. The three practice areas include: 1) Contacts and Assessments, (2) Family Team Meetings, and (3) Worker Service Delivery. 
Overall, findings show that throughout the evaluation period, private agency staff struggled to maintain the face-to-face family contact standards. Staff developed the most competency in the practice area of Worker Service Delivery. 
7.2.3.1 Fidelity Checklist Findings
Fidelity Scores by County. County level model fidelity scores were derived by computing a per-worker mean, for all workers included in the fidelity review, and using the worker’s mean to calculate the county’s average score (grand mean). County level scores ranged from 0-100 (100 is the high and maximum score) with 95 being the benchmark level desired per county. 
Figure 7-2 presents fidelity scores, by county, over the demonstration period. Overall, fidelity scores for the demonstration did not reach the benchmark of 95 in any of the demonstration counties; however, fidelity scores were generally high and remained relatively stable throughout the demonstration in two of the three counties, possibly influenced by higher staff stability in those counties. Scores increased in the third county in the final year when staff were more stable. While the benchmark was not met by any county site during the evaluation, a score of 80 or higher was maintained since the second quarter of year 1 in Kalamazoo and since the second quarter of year 2 in Muskegon. Macomb’s fidelity scores remained near or above 80 for two quarters in year 2 and in year 3, then scores fell in the first quarter of year 4. However, scores increased again in the following quarter of year 4 and remained above 80 in year 5. Kalamazoo did achieve a score of 94 in year 3. Data tables with the individual scores are located in Appendix A of the report.
Positive trends in fidelity scores and maintenance of higher scores reflect adherence to the Protect MiFamily model. Decreases in fidelity scores often coincided with practitioner turnover; new private agency staff needed time to develop competency. 
[bookmark: _Toc529529588]Figure 7-2. County Level Fidelity Scores by Quarter (Years 1 – 5)
[image: ]
Model Adherence by Practice Area. As previously mentioned, the Model Fidelity Checklist is organized into three practice categories: 1) Contacts and Assessments, 2) Family Team Meetings, and 3) Worker Service Delivery. These practice areas represent key activities in the Protect MiFamily model. For example, administering the Psychosocial Screening is one of the items in the Contacts and Assessments practice area. Item level scores, per category, provide further information on areas where model adherence is and is not occurring. Staff performance across practice areas supports implementation of the model’s protective factors framework. 
Contacts. The original Protect MiFamily model criteria required that private agency staff serving families have face-to-face contact with each family twice a week in Phase 1 and once a week in Phase 2. As explained in the data collection section, in February 2015, the Protect MiFamily central office Project Manager and staff informed the evaluation team about issues outside of the control of the private agency staff affecting contact standards. For example, families could refuse to participate in Protect MiFamily and/or canceled face-to-face appointments. Additionally, private agency staff had to meet with the caregiver of record and all children involved in the case. If all parties were not present during a face-to-face meeting, then the contact standard was not met. In response to the challenges with contacts, the evaluation team assisted by developing a revised rating for contact standards in Phases 1 and 2, which the team referred to as the “within-range standard.” The newer standard required private agency staff to have face-to-face contact with the family twice every 8-10 days in Phase 1, and once every 8-10 days in Phase 2, which gave private agency staff three additional days to meet Phase 1 and 2 contact standards. In February 2015, raters started using this new within-range contact standard for fidelity.
Table 7-2 presents model fidelity contact area scores (1a and 1b) for each quarter. The table includes 13 quarters of contact data with both the original standard criteria and the revised standard criteria. Item-level scores for the contact practice area show that meeting the family face-to-face contact standards is a continuing challenge, particularly in Phases 1 and 2 of the program when the number of these contacts is high. The numbers (N) for the different standards reflect those families at different stages of the program.[footnoteRef:1] [1:  Item 1a. Applies to families in every phase of the program. The item asks, “Did the waiver worker maintain contact standards with the family as required for this phase?” The original contact standards are twice every 7 days in Phase 1; once every 7 days in Phase 2; once a month in Phase 3). Item 1b. The within range standard, is only completed for families in Phases 1 or 2 if the answer to 1a is no. Item 1b. Asks, “If the waiver worker did not maintain contact standards with the family as required for this phase, was the family contacted twice every 8-10 days in Phase 1, or once every 8-10 days in Phase 2?”] 
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	Quarters
	1a. Met Contact Standard*
	1b. Met Contact Standard**

	
	Yes
	No
	Yes
	No

	 
	N
	%
	N
	%
	N
	%
	N
	%

	Year 2, Quarter 2
	30
	34
	59
	66
	19
	40
	29
	60

	Year 2, Quarter 3
	29
	48
	32
	52
	11
	37
	19
	63

	

	Year 3, Quarter 1
	31
	52
	29
	48
	13
	62
	8
	38

	Year 3, Quarter 2
	23
	38
	37
	62
	15
	45
	18
	55

	Year 3, Quarter 3
	19
	32
	41
	68
	12
	32
	25
	68

	

	Quarters
	1a. Met Contact Standard*
	1b. Met Contact Standard**

	
	Yes
	No
	Yes
	No

	 
	N
	%
	N
	%
	N
	%
	N
	%

	Year 4, Quarter 1
	17
	28
	43
	72
	11
	31
	25
	69

	Year 4, Quarter 2
	29
	48
	31
	52
	8
	31
	18
	69

	Year 4, Quarter 3
	28
	47
	32
	53
	5
	19
	21
	81

	Year 4, Quarter 4
	23
	38
	37
	62
	11
	32
	23
	68

	

	Year 5, Quarter 1
	20
	33
	40
	67
	6
	18
	28
	82

	Year 5, Quarter 2
	26
	43
	34
	57
	6
	21
	23
	79

	Year 5, Quarter 3
	19
	32
	41
	68
	12
	32
	26
	68

	Year 5, Quarter 4
	28
	47
	32
	53
	6
	22
	21
	78


* Item 1a. Did the waiver worker maintain contact standards with the family as required for this phase? (Twice every 7 days in Phase 1; once every 7 days in Phase 2; once a month in Phase 3). All cases are assessed for adherence to Item 1a. 
** Item 1b. If the waiver worker did not maintain contact standards with the family as required for this phase, was the family contacted twice every 8-10 days in Phase 1, or once every 8-10 days in Phase 2? Item 1b. Only assesses the Phase 1 or 2 cases that did not meet the original contact standards in item 1a. Within-range standard.
Assessments. Table 7-3 provides Assessment item-level scores by county, and by practice area for the last (fourth) quarter of year five (see Appendix A for full data on all item-level scores) for items with at least 10 cases per county. The raters only completed items appropriate for the Phase, meaning every item may not be applicable to the full sample of cases (20 per county). Though these scores provide detailed information on county level performance, though scores may not accurately reflect countywide practices when less than 10 cases per county were rated. Findings show that Protect MiFamily private agency workers’ adherence to safety assessment practices (Item 9) and requirements for progress reporting (Item 12) were high. The quarter also demonstrated strengths in another key practice, administration of the Risk Re-assessment (Item 7). 
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	County
	Kalamazoo
	Macomb
	Muskegon

	
	N
	Yes
	No
	N
	Yes
	No
	N
	Yes
	No

	Assessment Items

	7. If appropriate for case status (open/closed) or case category, did the waiver worker complete the Risk Re-Assessment as required for this phase?
PHASES TWO & THREE
	17
	100%
(17)
	N/A
(0)
	11
	100%
(11)
	N/A
(0)
	14
	93%
(13)
	7%
(1)

	9. Is there evidence that the waiver worker addressed the Waiver Safety Assessment Plan as required for this phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	19
	95%
(18)
	5%
(1)

	12. Did the waiver worker complete the progress report as required for this phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	16
	100%
(16)
	N/A
(0)
	19
	95%
(18)
	5%
(1)


Family Team Meetings. Fidelity scores for Family Team Meetings were conducted for year 5, quarter 4 but are not presented in the report; see tables in Appendix A. The scores indicate that for the ten Kalamazoo cases requiring family team meetings, those meetings occurred as required. Very few family team meetings occurred in Macomb during the rating period; however, for all five cases, meetings occurred as required (Item 1 – Family Team Meeting). During the fourth quarter, no family team meetings were required in Muskegon County.
Worker Service Delivery. Table 7-4 provides Service Delivery item-level scores by county, and by practice area for year 5, the last (fourth) quarter for items with at least 10 cases per county (see Appendix A for full data on all item-level scores). The four Worker Service Delivery items are: (1) providing referrals to community and concrete services, (2) advancing families through the phases of the model, (3) summarizing progress at case closure, and (4) consistently demonstrate high adherence to the Protect MiFamily model. Three out of the four items are required in every phase of the program. Workers may have high competency in these areas because they frequently complete the required tasks. Repetition helps build competency and competency means the model is being consistently implemented, as intended, by the private agency workers. These findings suggest that service referrals were happening in practice. Moreover, given that this information was done through case review, the results on these items suggests that data on service referrals were more likely to be captured within the written case notes; which corresponds to the lack of service data available in the Protect MiFamily database (details on program service data are presented later in section 7.3). However, it should be noted that evidence of service referrals, which is what the fidelity raters check for, does not guarantee that a family participated in the service or completed the service. Referrals to services are only the first step in the process.
[bookmark: _Toc529529591]Table 7-4. Model Fidelity Checklist: Service Delivery Items by county, Year 5 Quarter 4 (60)
	County
	Kalamazoo
	Macomb
	Muskegon

	
	N
	Yes
	No
	N
	Yes
	No
	N
	Yes
	No

	Worker Service Delivery Items

	1. Were the provided community service referrals related to family's identified risks and needs?
ALL PHASES
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	20
	95%
(19)
	5%
(1)

	2. Did the waiver worker advance the family through this phase in accordance with the time allotted for this waiver phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	19
	100%
(19)
	N/A
(0)

	3. Did the waiver worker refer and link the family to concrete services that addressed either child safety, risk, or well-being?
ALL PHASES
	20
	100%
(20)
	N/A
(0)
	15
	100%
(15)
	N/A
(0)
	20
	100%
(20)
	N/A
(0)

	4. Did the waiver worker send the letter summarizing progress to the family no later than 7 days after case closure?
ALL PHASES
	17
	100%
(17)
	N/A
(0)
	14
	100%
(14)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)


7.2.3.2 Family Needs and Intervention Predictive Data Analysis
The Protect MiFamily program theory of change hypothesized that participating families’ needs would be met by implementation of a model delivered with appropriate intensity (i.e., adherence to the model) and within a specific timeframe (i.e., duration of services). To assess the theory of change, the evaluation team addressed the question: is there any relationship between family needs (characteristics) and duration and intensity of the service intervention.
To answer this question, the team conducted an assessment of whether family characteristics observed at baseline predicted model fidelity scores. The objective of the predictive analysis is to identify any of the family characteristics, observed at intake, that may be related to or predict the fidelity score. The team used regression analysis to identify family characteristics that were significantly related to or predicted the fidelity score.
Sample. The sample for the predictive analysis included 524 families that had both at least one fidelity review that occurred during or after February 2015 and available baseline data from the Family Psychosocial Screening and Trauma Checklist Screening, which included a total of 720 fidelity records. Since several major revisions to the Checklist occurred before the February 2015 review, cases with earlier fidelity scores were excluded because they were not directly comparable to the later scores used for modeling. 
Because a family could be selected more than once for a fidelity review, and because the longer the service period for a family, the more likely it is that a family would be selected one or more times for review. There was a total of 13 Checklist review periods between February 2015 and the final review in June of 2018. Depending on when the case was referred to MiFamily, it could have been eligible for selection in as many as 13 or as few as 3 reviews. Without any correction, families with earlier referral dates are overrepresented in the sample, which could cause bias.
One solution could be to select only one record per family, such as a randomly selected record or the first or last review. However, this option discards data, which is especially problematic since fidelity scores for a family often change across time. Instead, an analysis weight was used to account for the variation in selection probabilities while retaining all data. Each of the 720 fidelity review records included in the analysis, which may include multiple records per family, was assigned a weight inversely proportional to the number of chances for selection; for example, a case referred to MiFamily before the last 5 reviews would receive a weight of one-fifth (1/5). These weights were then rescaled to sum to the total of 524 families in the sample for the predictive analysis. This rescaling is not strictly necessary for the analysis, since when using an analysis weight only the relative values (not the absolute values) are important, but it makes the final weights easier to interpret.
Variables. The data file for the predictive analysis had one family-level record per fidelity review and included the following data items:
Mean child age
Number of children
Number of children in the family ages 0-5
Protect MiFamily phase
Date of family referral to Protect MiFamily
Date of case closure (if applicable)
Model Fidelity Checklist completion date
Number of days the family was served in the Protect MiFamily program
Measures of child-level trauma from the Child Trauma Checklist
Measures of child well-being from the Devereux Education
Family-level measures of risk/need from the Family Psychosocial Screening
Trauma and need assessment data were used because this information is used at intake by the Protect MiFamily private provider workers to develop a service plan. Details about the data and sources for the analysis are listed in Table 7-5.
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	Data Source
	Value or Range
	Level of Measurement

	Devereux Early Childhood Assessment (DECA) pre-survey score 
	1 = 'Area of Need', 
2 = 'Typical', 
3 = 'Strength'
	Child 

	Family Psychosocial Screening Item - Caregiver Identified as Abused/Neglected as Child
	0=Abuse/Neglect Not Identified
1=Abuse/Neglect Identified
	Caregiver

	Family Psychosocial Screening Item - Caregiver Depression Identified
	0=Depression Not Identified
1=Depression Identified
	Caregiver

	Family Psychosocial Screening Item - Caregiver Experienced Domestic Abuse 
	0=Domestic Abuse Not Experienced
1=Domestic Abuse Experienced
	Caregiver

	Family Psychosocial Screening Item - Caregiver Drug or Alcohol Abuse Identified
	0=Drug or Alcohol Abuse Not Identified
1= Drug or Alcohol Abuse Identified
	Caregiver

	Family Psychosocial Screening Item - Support Person Identified
	0=Person Not Identified
1=Person Identified
	Caregiver

	Child age
	 0-5
	Child

	Date Model Fidelity Checklist completed
	February 2015 – May 2018
	Family

	Date family referred to Protect MiFamily
	August 2013 to October 2017
	Family

	Number of days the case was served (case completed program)
	0-540
	Family

	Fidelity Checklist score for review date
	0-1
	Family

	Number of Family Psychosocial Screening Items identified
	0, 1, and 2 or more
	Caregiver

	Known child trauma or concerns identified by the Child Trauma Checklist Screening [Trauma]
	0 = Worker indicated no known trauma and no trauma concerns for child
1 = Worker indicated known trauma but no trauma concerns for child
2 = Worker indicated no known trauma but indicated at least one trauma concern for child
6 = Worker indicated known trauma and at least one trauma concern for the child
7 = Worker indicated known trauma and all trauma concerns for the child
	Child 


The evaluation team derived some variables, from the original data, for the analysis. For cases with multiple children, the team calculated case-level summary statistics for variables which varied among children (e.g., Child Trauma Checklist measure, child age, Devereux Early Childhood Assessment (DECA) pre-survey score). Since the trauma variable is a combination of two concepts (“known or suspected” versus “no known” child trauma) and the assessment of trauma behavioral concerns is coded as none, at least one, and all, two trauma variables were created: one for “known trauma” (i.e., Known Trauma = 0 means child had no known trauma; or = 1 means child has known or suspected trauma) and another for “The number of trauma behavioral concerns” (0, 1, or 2 or more). Across children in each family, calculations of the maximum of these trauma variables was completed (Max known trauma and Max number of trauma concerns), the mean age of the children, the mean DECA pre-survey score, and the number of children per family. The maximum child trauma variables were used as opposed to the mean, on the assumption that the greater number of child trauma concerns per case was more important than child trauma averages in service planning. The combinations of worse case measures of known child trauma (Yes/No) and number of child trauma concerns (0, 1, All) were combined to create a max-trauma case-level variable (MaxTrauma), with the coding similar to the original known child trauma variable. Using the case data, the number of years from the family’s referral date to Protect MiFamily was calculated, to completing the fidelity review (time to fidelity review) and the number of needs from the Family Psychosocial Screening, excluding whether a support person was identified (risk_n4 as zero to 4). Table 7-6 shows the original and derived variables used in the analysis.
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	Variable description
	Value or Range

	Family Psychosocial Screening Item - Caregiver Identified as Abused/Neglected as Child
	0=Abuse/Neglect Not Identified
1=Abuse/Neglect Identified

	Family Psychosocial Screening Item - Caregiver Depression Identified
	0=Depression Not Identified
1=Depression Identified

	Family Psychosocial Screening Item - Caregiver Experienced Domestic Abuse 
	0=Domestic Abuse Not Experienced
1=Domestic Abuse Experienced

	Family Psychosocial Screening Item - Caregiver Drug or Alcohol Abuse Identified
	0=Drug or Alcohol Abuse Not Identified
1= Drug or Alcohol Abuse Identified

	Family Psychosocial Screening Item - Support Person Identified
	0=Person Not Identified
1=Person Identified

	PMF Phase
	1-3

	Date referred to Protect MiFamily
	August 2013 to October 2017

	Number of days the case was served 
	0-540

	Number of Family Psychosocial Screening Items identified [need]
	0, 1, and 2 or more

	Mean of Devereux Early Childhood Assessment (DECA) pre-score 
	1-3

	Mean Child age
	 0-5

	Number of children
	1-8

	Any known trauma from the Trauma Checklist Screening [MaxKTrauma]
	0 = None, 1 = known trauma for at least one child

	Maximum number of trauma concerns across children [MaxNCTrauma]
	0, 1, 2 or more

	Worst case for known trauma or concerns [MaxTrauma], based on the combination of [MaxKTrauma] and [MaxNCTrauma]
	0-7
0 = Worker indicated no known trauma and no trauma concerns for child
1 = Worker indicated known trauma but no trauma concerns for child
2 = Worker indicated no known trauma but indicated at least one trauma concern for child
6 = Worker indicated known trauma and at least one trauma concern for the child
7 = Worker indicated known trauma and all trauma concerns for the child

	Number of Family Psychosocial Screening Items identified, excluding “Family Psychosocial Screening Item - Support Person Identified” which has a positive rather than negative implication
	0, 1, 2, 3, or 4

	Years between referral date and fidelity checklist completion date
	0.04 to 4.87


Data Analysis. To test the research question – is there any relationship between family needs (characteristics) and duration and intensity of service intervention, lasso regression was used to select the variables that best predicted fidelity score among all variables listed in Table 7-6 (Tibshirani, 1996). Cross-validated lasso regression is a method frequently used to select variables with the best predictive power rather than those that simply perform well on the observed data. Main effects, as well as all two-way interactions, were included in the pool of predictors. Variable selection was performed with the weights, but without explicit model-based correction for the repeated measures nature of the data. The weights provided a basic correction for the multiple records per family, allowing us to fit a simple linear regression model. This is a good enough approximation for model selection purposes, since nearly all variable selection procedures do not accommodate the more complex mixed models required to model repeated measures outcomes. 
The selected interactions and the corresponding main effects were then entered into a weighted linear regression model that accounted for the clustering of observations within cases. Some complex interactions were no longer statistically significant (p>0.5) after controlling for clustering and including the main effects for the interactions (lasso regression does not require that main effects be included before interactions), so these were dropped from the final model. 
Model Findings. The Fidelity predictive analysis model answers the research question on the relationship between family needs and duration and intensity of service intervention with the following findings:
A statistically significant relationship between model fidelity score and child trauma. A higher fidelity score was associated with a higher maximum child trauma score. 
Low-need/risk cases were more likely to have lower fidelity scores near the start of Protect MiFamily services but after nearly a year of services, fidelity scores were similar across all levels of case need. 
And for cases where caregivers were identified as having baseline drug or alcohol abuse issues, model fidelity scores were higher near the start of services. The effect reversed over time such that fidelity scores of these cases were significantly lower than cases with no baseline drug or alcohol issues near one year of services. 
In reviewing details of the model, overall, fidelity scores in the analysis sample ranged from 0.33 to 1.0; 232 (32 percent) of the 720 fidelity scores were equal to 1. The weighted mean fidelity score was 0.86. The final model included the pairwise interactions between days of service with needs and with FPS drug and alcohol abuse, as well as their main effects. It also included MaxTrauma and Protect MiFamily phase. Fidelity scores are generally much higher in Protect MiFamily phase 3 (weighted mean= 0.94, median=1) than in phases 1 or 2 (phase 1: weighted mean=0.85, median=0.89; phase 2: weighted mean=0.81, median=0.8). Maximum trauma scores of 0, 1, or 2 are also associated with slightly lower fidelity scores (weighted mean= 0.85) than higher maximum trauma scores (weighted mean= 0.87).
The model interaction between family needs/risks (number of Family Psychosocial Screening items identified, collapsed into 0, 1, or 2+) and days of service suggests that the relationship between fidelity score and days of service varies for different levels of need/risk. Lower-need cases (no Family Psychosocial Screening items were noted, N=112) tend to have lower fidelity scores when services start. However, by approximately 200 days of service, fidelity scores are comparable across all need levels; 81 out of 112 reviews (72 percent) with no FPS items noted were served for more than 200 days, compared with 119 out of 191 reviews (62.3 percent) with one FPS item noted and 465 out of 620 reviews (73.9 percent) with two or more FPS items noted.
Similarly, the selected interaction effect between caregiver drug and/or alcohol abuse and days of service indicates that these cases tend to have higher fidelity scores near the beginning of the service period (before approximately 200 days of service), but actually have lower fidelity scores around the one-year mark; 374 out of the 523 records (72 percent) without drug and alcohol abuse present that have more than 200 days of service, compared to 291 out of 409 (71 percent) cases with drug and/or alcohol abuse present. 
These findings suggest that initially, Protect MiFamily private agency workers prioritized higher need/risk cases, meaning families with higher needs/risks received Protect MiFamily services with a higher degree of fidelity. However, for cases where caregivers were identified as having baseline drug or alcohol abuse issues, although model fidelity scores were similarly higher near the start of services, the effect reversed over time such that fidelity scores of these cases were significantly lower than cases with no baseline caregiver drug or alcohol issues near one year of services. Continuing caregiver substance abuse issues over the service period may have impacted the private agency workers’ attempts to deliver Protect MiFamily services with fidelity over time. More discussion on the model fidelity findings and outcomes can be found in the Discussion section of the Process Study, later in this report.
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Services to families are a significant aspect of the Protect MiFamily model, and therefore play a key part in the assessment of the Protect MiFamily outcomes. The evaluation team collected and analyzed service data to understand whether the treatment intervention was meeting the needs of treatment families and to understand if service provision to the treatment families was different from control group families. 
This section presents a review of the service data collected and analyzed for the Process Study for both the treatment group and control group families. The section then provides a discussion about the data collection issues and data quality that includes qualitative information that provides insights on the service provision, from the evaluation team’s site visit interviews.
Service Provision Data Collection. Service data to support the evaluation came from two sources. Treatment group service data were entered into the Protect MiFamily database by Protect MiFamily private agency data entry staff from paper forms filled out by the Protect MiFamily workers. The Protect MiFamily central office staff sent the evaluation team cumulative treatment group service data in the Protect MiFamily database on a monthly basis. Treatment group service data, reported at the family-case level, were documented from August 1, 2013 through June 30, 2018 in the Protect MiFamily database for 75.4 percent (750/995) of families randomly assigned to the Protect MiFamily treatment group and include both Category II and IV families. 
Control group services data was provided separately based on information documented by CPS workers on the Control Group Expenditure Data Collection form (see Appendix B). Control group service data, also reported at the family-case level, were documented from August 1, 2013 through June 30, 2018, for 34.8 percent (201/577[footnoteRef:2]) of control group families. The control group service data include only Category II families.[footnoteRef:3] Documentation of services for treatment and control group families accrued over the course of the evaluation and, as will be discussed later in this section, presented several challenges. [2:  Total of 588 families randomized to control condition minus 11 crossover cases.]  [3:  All service data collected for the Control Group reflect services for Category II families only; cases resulting in a Category IV designation are routinely closed out for control families, without an offer of services.] 

Data Quality. To assess completeness and reliability of the service data, the evaluation team performed regular review of the accumulating data using cross-site (county) comparisons evaluating the following:
Do documented services share similarities across sites such as use (or demand) for specific services?
Does consistency and cross-site alignment suggest the accumulating service data were reliable or complete?
Do any perceived patterns persist over the course of data collection?
What, if any, differences or irregularities displayed and why?
The evaluation plan originally called for the tracking of individual- or person-level services through four milestones of service provision: (1) assessed need, (2) referral, (3) participation, and (4) completion. However, upon initial review of the service data provided for the evaluation, the team realized that the Protect MiFamily database and the Control Group Expenditure Data Collection Form collected service data only at the family level and not on individual family members; therefore, the evaluation could not assess service data at the client level as was originally planned. As a result, the team’s reporting on services was limited to providing family-case-level counts of services provided to control and treatment group cases with an inability to determine whether specific family member needs that may have been shown in child or family assessments were met by specific services.
In addition, the service milestones (assessed need, referred, participated, and completed) were not being accurately documented. For treatment group families, the Protect MiFamily database was originally designed by MDHHS to capture service data at the “final” milestone the family attained for the specific service. Service milestones were overwritten in the database each time the service status for a family changed, i.e., from needed, to referred, to received. For example, if the individual counseling service was originally entered in the database as a “needed” service on July 1, 2014, then the family was “referred” for the service on July 31, 2014, the only date of service that would show in the final data was July 31, 2014 as “referred.” As a result, the evaluation team wasn’t able to track the progression of services over time.
In 2014, the evaluation team convened meetings with the Protect MiFamily central office staff and private agency staff to see if it would be possible to improve data documentation for evaluation use. The central office staff moved forward in developing a workaround in the database to address the data limitations; however, this did not fully resolve the data issues. In early 2016, the Protect MiFamily central office staff and evaluation team revised the database to allow better tracking of service milestones in two ways—first, a family’s service milestone progression was no longer overwritten when updated. Second, new service process codes were added to provide information on whether a service was “Referred but Denied,” “Referred but Declined to Participate,” “Referred but Family Ineligible for Service,” “Referred and Participated but Did Not Complete Service,” or “Completed.”
Qualitative Service Data Collection. Contextual data on service provision and service availability emerged from the focus group and interview data from the three site visits conducted over during the demonstration. The focus group and interview protocols included questions for CPS and Protect MiFamily private agency staff on how families were referred to services, service availability, and gaps in the service array in each community, and barriers and facilitators to getting families the services they need. In addition, evaluation staff reached out to Protect MiFamily private and central office program staff by phone and email to discuss service data issues. These qualitative data (transcripts, notes, email, and other documentation) were entered into NVivo qualitative data analysis software and analyzed for major themes around service provision to Protect MiFamily participants. The analysis focused on answering two research questions:
1. Are agencies coordinating meaningful and effective services and developing community relationships that ensure available and accessible services to meet the families' needs?
How does the provision, accessibility, and availability of waiver intervention services compare to the provision, accessibility, and availability of services pre-waiver and to control families? 
In addition, the evaluation team looked to qualitative data for clarifying context around the low rate of referral to community services found in the quantitative service data.
[bookmark: _Toc529529595]7.3.1	Quantitative Service Data Analysis and Findings
Mapping Service Provision to Identified Needs and Risks of Treatment Group Families. In planning for the Final Report, the evaluation team conducted some initial analyses in late 2017 to examine the service data for patterns of need and service provision for 461 treatment group families documented to have received one or more services. The team looked at family needs, based on baseline risk factors from the Family Psychosocial Screening and Child Trauma Checklist, and how they compare to the first line treatment services provided to families.
For this analysis, two risk conditions for which Protect MiFamily provides clearly relatable, risk-specific services were selected: (1) domestic violence identified through the Family Psychosocial Screener, and (2) known or suspected child trauma from the NCTSN Trauma Screening Checklist. Because a number of factors may delay the documentation of these services, service data were reviewed for families who had been served by Protect MiFamily for 6 or more months with the rationale that these families would be in Phase 2 of the program and would likely be receiving services for clearly relatable risks by this time.
Services for Domestic Violence. Treatment group families were screened for domestic violence using the Family Psychosocial Screener/DV Supplement. In September 2017, a total of 179 treatment group families served for 6 or more months had been indicated for a risk of domestic violence (38.8 percent of families served for > 6 months). Acknowledgment of domestic violence in a family suggests a referral and provision of one or more first line domestic violence (DV) services, i.e., Domestic Violence Victim Support, Domestic Violence Offender Intervention. Additionally, two related services were added – Legal Aid and Crisis Support. For families with identified risk for domestic violence, the team looked at the number and percentages of families for whom at least one of these services was Provided as reported in the data (includes Provided, Provided/Not Completed, Provided/Completed). Additionally, for those families with the risk that did not have a service provided, the evaluation team identified whether the service was Needed/Planned or Referred (includes Referred, Referred but Declined, Referred but Denied or Ineligible) for the family.
Table 7-7 indicates that the majority of families identified with the risk of domestic violence did not receive any of the risk-specific DV services. A relatively small percentage of families, between 14 percent and 27 percent depending on the service, were provided services. There were also some families who had DV services either planned or were in the referral process, between 11-21 percent.
[bookmark: _Toc529529596]Table 7-7. Services to Treatment Group Families with Identified Risk of Domestic Violence (179)
	Domestic Violence Victim Support Services
	Frequency
	Percent
	Cumulative
Frequency
	Cumulative
Percent

	DV Victim Support

	None
	92
	51.40
	92
	51.4

	Service Provided
	49
	27.37
	141
	78.8

	Service Referred
	25
	13.97
	166
	92.8

	Service Needed/Planned
	13
	7.26
	179
	100.00

	DV Offender Intervention

	None
	120
	67.04
	120
	67.1

	Service Provided
	29
	16.20
	149
	83.3

	Service Referred
	20
	11.17
	169
	94.4

	Service Needed/Planned
	10
	5.59
	179
	100.00

	Legal Aid

	None
	126
	70.39
	126
	70.4

	Service Provided
	33
	18.44
	159
	88.8

	Service Referred
	14
	7.82
	173
	96.7

	Service Needed/Planned
	6
	3.35
	179
	100.00

	Crisis Support

	None
	147
	82.12
	147
	82.1

	Service Provided
	25
	13.97
	172
	96.1

	Service Referred
	3
	1.68
	175
	97.8

	Service Needed/Planned
	4
	2.23
	179
	100.00


Services for Known or Suspected Child Trauma. Children in treatment group families were screened for known or suspected trauma using The National Child Traumatic Stress Network (NCTSN) Trauma Screening Checklist. For the screening, workers identified known or suspected trauma for a child (e.g., physical abuse, emotional abuse, neglectful home environment, etc.). If the child was positive for known or suspected trauma, the screen suggested a comprehensive trauma assessment to understand the needs and functioning of the child. In September 2017, 339 treatment group families served for 6 or more months had a child identified with known or suspected trauma.
A known or suspected history of trauma would suggest referral and provision of one or more Protect MiFamily trauma-specific services, i.e., Trauma Assessment, Trauma-focused Intervention, Trauma-focused Parenting, or Trauma-focused Cognitive-Behavioral Therapy (CBT). The evaluation team looked at the number and percentages of families for whom each of these services was “Provided” (includes Provided, Provided/not completed, Provided/ completed). For those who were not provided services, the evaluation team looked to see if services were “in process,” i.e., “Needed/Planned” or “Referred” (includes Referred, Referred but declined, Referred but denied/ineligible).
As displayed in Table 7-8 below, the data show that the majority of families with children identified as having known or suspected trauma were not reported as receiving any of the risk-specific trauma services. A relatively small percentage of families, between 2 percent and 16 percent depending on the service, were provided identified trauma-specific services. Also, a very small proportion of families with a child identified with this risk had trauma services either planned or in the referral process, between 0-3 percent. 
[bookmark: _Toc529529597]Table 7-8. Treatment Group Families Identified as Having a Child with Known or Suspected Trauma (339)
	Trauma Services
	Frequency
	Percent
	Cumulative
Frequency
	Cumulative
Percent

	Trauma Services

	None
	264
	77.88
	264
	77.9

	Service Provided
	54
	15.93
	318
	93.8

	Service Referred
	10
	2.95
	328
	96.8

	Service Needed/Planned
	11
	3.24
	339
	100.00

	Trauma-focused Intervention Services

	None
	313
	92.33
	313
	92.3

	Service Provided
	14
	4.13
	327
	96.5

	Service Referred
	4
	1.18
	331
	97.6

	Service Needed/Planned
	8
	2.36
	339
	100.00

	Trauma-focused Parenting Services

	None
	328
	96.76
	328
	96.8

	Service Provided
	7
	2.06
	335
	98.8

	Service Referred
	4
	1.18
	339
	100.00

	Service Needed/Planned
	0
	0
	0
	0

	Trauma-focused Cognitive Behavioral Therapy (CBT) Services

	None
	321
	94.69
	321
	94.7

	Service Provided
	10
	2.95
	331
	97.6

	Service Referred
	5
	1.47
	336
	99.1

	Service Needed/Planned
	3
	0.88
	339
	100.00


Services for Substance Abuse. To explore other data available on services, the evaluation team looked at all families who had substance abuse needs identified on the Family Psychosocial Screen and had completed at least one Family Satisfaction Survey (FSS) (n=277). The Family Satisfaction Survey asks treatment group caregivers whether the Protect MiFamily program was helping them get substance abuse treatment services (a response of 4 “Agree” or 5 “Strongly Agree” on question 9 of the survey). The team examined the surveys to determine how many of the 277 families (with a substance abuse need identified on the Family Psychosocial Screener) had reported receiving any type of substance abuse services in the service data. The analysis found that substance abuse services were underreported in the service data compared to the self-report by families in the FSS. Table 7-9 presents the results of these analyses. While 74 percent of the families reported receiving substance abuse treatment services in the Family Satisfaction Survey while only 38 percent of the treatment families were reported by Protect MiFamily workers as receiving Substance Abuse Treatment Services in the service data.
[bookmark: _Toc529529598]Table 7-9. Treatment Group Families with an Identified Need for Substance Abuse Treatment (277)
	Family Satisfaction Survey
Report of Substance Abuse Service Received 
	Service Data
Report of Substance Abuse Service Received

	Received
	Did Not Receive
	Received
	Did Not Receive

	74%
(206)
	26%
(71)
	38%
(105)
	62%
(172)


The mapping of first-line services to the selected documented risks for treatment group families, and this additional review of Family Satisfaction Survey information, raised questions about whether service data was of adequate quality to use for responding to research questions regarding service utilization, accessibility, and/or documentation as planned. Services to treatment group families were reported in relatively scarce numbers leading the evaluation team to question if this was a result of incomplete service documentation or if other explanations were possible. After reviewing these services data, the evaluation team reached out to Protect MiFamily central office program and private agency staff to gain further insights into these issues and to better understand the low numbers of service referrals documented in the Protect MiFamily database and, if these data were accurate, why so few families may be receiving the services specific to the identified risks and needs. The feedback received from staff was congruent with what the evaluation team heard during site visit interviews and focus groups. These qualitative data suggests two major contributing factors: (1) underreporting of services by workers, and (2) lower than expected referral to outside community services. These findings will be discussed further in the Qualitative Analysis findings later in this section.
Ultimately, the evaluation team determined that the quantitative service data was not of the quality required to provide accurate information to assess and determine findings on the provision of services to treatment families. However, the evaluation team was able to examine the service data for overall patterns and irregularities, as presented in the following sections.
[bookmark: _GoBack]7.3.1.1 Treatment and Control Services Data Comparisons 
In this section, data is presented on the treatment and control group services, based on the quantitative service data received for treatment group cases in the Protect MiFamily database, and control group service data provided to the evaluation by MDHHS. As stated in the previous section, the evaluation team feels this data has significant limitations for answering the evaluation research questions; however, the team wanted to provide a review of overall service provision and the most commonly documented services provided to families.
Treatment Service Data. In Table 7-10 below, the top three services provided to families are displayed by county. From the outset-to-conclusion of service data collection for treatment group families, the same three services consistently appeared in the top positions of services provided across all three demonstration sites—Protective Factors, Concrete Assistance, and Parent Skills Development. While the order of the first and second services differ for the Muskegon site, services otherwise align across the three sites. These data reflect services actually provided to families, i.e., the percentage of treatment group families provided a given service. The ‘Percent Provided’ includes services that were both 'Provided - Completed' and 'Provided - Not Completed' but do not include families in the earlier stages of service delivery, i.e., families identified as ‘Need/Planned’ and/or ‘Referred’ for a particular service.
Also shown in the table, treatment group service data also consistently indicated that fewer services overall were provided to Macomb families or, alternately, may not have been documented as fully for Macomb as by the other two sites.


[bookmark: _Toc529529599]Table 7-10. Top Three Treatment Group Services Provided, by County and Category II & IV
	Top 3 Treatment Services by County
	Percent Provided
	Cat. II
	Cat. IV

	KALAMAZOO (274)
	
	
	

	DWWS_Protective Factors
	94.9 %
	90.1%
	4.7%

	DWWS_Concrete Assistance
	89.4 %
	85.5%
	4.4%

	DWWS_Parent Skills Development
	75.5 %
	71.5%
	4.0%

	MACOMB (260)
	
	
	

	DWWS_Protective Factors
	56.5 %
	44.6%
	11.9%

	DWWS_Concrete Assistance
	54.6 %
	39.6%
	15.0%

	DWWS_Parent Skills Development
	49.6 %
	38.8%
	10.8%

	MUSKEGON (216)
	
	
	

	DWWS_Concrete Assistance
	83.8 %
	78.2%
	5.6%

	DWWS_Protective Factors
	80.6 %
	75.5%
	5.1%

	DWWS_Parent Skills Development
	71.3 %
	67.6%
	3.7%


Control Service Data. Control group service data recorded through June 30, 2018 shows at least one service was documented for 201 control group families or 34.8  percent (201/577[footnoteRef:4]) of all Category II families randomly assigned in the demonstration. These families received one or more of 48 documented services. All data collected reflect services for Category II families only; cases resulting in a Category IV designation are routinely closed out without an offer of services. [4:  Total of 588 families randomized to control condition minus 11 crossover cases.] 

In contrast to the consistency in the types of services most often provided to the treatment group families, Table 7-11 shows the top 3 services for control group families varies across the three counties, with the exception of Substance Abuse, Drug Testing.


[bookmark: _Toc529529600]Table 7-11. Top 3 Control Group Services Provided, by County
	Top 3 Control Services by County
	CAT II
Percent
Provided

	KALAMAZOO (83)
	

	Substance Abuse, Drug Testing
	11.4 %

	Home-based Outreach Counseling
	9.8 %

	CPS Case Management
	8.8 %

	MACOMB (58)
	

	Families First (FFM)
	27.2 %

	Families Together, Building Solutions (FTBS)
	13.2 %

	Substance Abuse, Drug Testing
	8.0 %

	MUSKEGON (60)
	

	Substance Abuse, Drug Testing
	12.6 %

	CPS Case Management
	10.9 %

	Concrete Assistance
	8.7 %


7.3.1.2	 Qualitative Findings on Services
This section presents findings from the Process Study qualitative data on treatment group service provision, collected through documentation and onsite interviews and focus groups (see section 7.5 for more details about the onsite interviews and focus groups). This data provides insights about community service referrals, specific service types, and barriers to serving treatment group cases.
Services Provision and Referral to Community Services. Overall, quantitative service data showed a lower rate of referral to community services than expected. The low rate of referral to community services may be due in part to poor documentation and also to Protect MiFamily staff providing most services (mainly psycho-educational) themselves in the home. Qualitative data collected provides further insight into this issue. According to Protect MiFamily staff, referrals were primarily used for clinical services (substance abuse treatment, mental health) that require specialized professional or certified providers. The low rate of referral to community services was also influenced by client resistance, transportation or scheduling barriers, service availability, and the cost of outside services.
Also, Worker Service Delivery Items on the model fidelity Checklist (providing referrals to community and concrete services, advancing families through the phases of the model, and summarizing progress at case closure) demonstrated high adherence to the Protect MiFamily model from the final quarter of Fidelity reviews. In addition, Family Satisfaction Survey data indicated a higher rate of receipt of substance abuse services than indicated in the service data. Feedback from staff also indicated that some risk-specific services, such as domestic violence and child trauma services, were often documented as more general service types such as "counseling." These data in summary suggest that service referrals for treatment group families happened in practice but were possibly captured better in case notes than in the Protect MiFamily database. It is also worth noting that referrals do not guarantee that a family attended or completed the service. Also, the lack of documented formal service referrals was sometimes challenging for CPS workers who need formal documentation of qualified services in order to either close cases or present cases at court.
The Protect MiFamily model, originally called for private agency workers to take over as the case managers for families in the program. The private agency workers were to be “responsible for providing direct intervention with families and establishing a link to evidence-based home visiting programs, resources, and strategies in order to build the following protective factors: (1) social connections; (2) parental resilience; (3) knowledge of parenting and child development; (4) concrete support in times of need; and (5) social and emotional competence.”[footnoteRef:5] Over the course of the program, they would refer families to services and connect them with community resources so that by the time the families finished Protect MiFamily, they would have a strong support network they could continue to access on their own. [5:  Michigan’s Title IV-E Waiver “Protect MiFamily” Evaluation Plan, June 17, 2013, page 4.] 

By design, the Protect MiFamily project model allowed flexibility in the type and intensity of direct worker interventions and community services provided to each family. Drawing on a menu of these services, caseworkers were to collaborate extensively with community providers. Although service referrals were made, when clinically necessary, in all three demonstration sites, the private agencies relied on the program workers to deliver a significant amount of services themselves, often in the form of psychoeducation, coaching, or modeling.
In early 2014, Protect MiFamily central office staff raised the issue of whether the private agencies were attempting to provide most of the services themselves, with the Protect MiFamily private agency program managers. The program managers considered service provision by the Protect MiFamily workers to be an acceptable interpretation of the program model, and at the April 2014 Casey convening, they asked for clarification on the program philosophy on service provision. MDHHS central office distributed a refresher handout on strengthening families and protective factors to all demonstration sites to encourage the use of community resources/referrals for Protect MiFamily families so that families would continue to have access to those services when their participation in Protect MiFamily ended.
In the 2015 Process Study MDHHS interviews, the evaluation team heard that referrals to community services were lower than anticipated and despite some improvement, needed to be strengthened. At the Shared Learning Event March 8, 2016, the central office again raised a discussion of referrals to services within the community. Each site was recognized for their efforts to collaborate and discussed collaboration goals for the remainder of the year. 
During the 2015 site visit, the evaluation team asked the Protect MiFamily private agency staff in all three sites for further explanation of what appeared from the evaluation team perspective to be a misunderstanding of the program model as it pertains to service delivery. Workers, supervisors, and managers in all three sites did not see a conflict or misinterpretation of the program model. They agreed that the Protect MiFamily workers provided services themselves as much as possible, and only referred out to community service providers if the family has clinical needs (mainly substance abuse and mental health) that exceed the qualifications of the Protect MiFamily staff.
Barriers to Service Referrals. During Process Study site visits over the course of the demonstration, both CPS and private agency staff explained that the shift in focus from service referral to service delivery had two main drivers: (1) difficulty in referring to outside services due to payment or provider capacity issues; and (2) ability or willingness of families to go to outside service providers. The primary barrier discussed by staff was payment for outside services. CPS refers out to contracted services paid for by MDHHS. In contrast, the Protect MiFamily program had a set expenditure of $600 per family to cover all expenses for the full 15 months of the program, including any out-of-pocket assessments or services. At the outset of the program, Protect MiFamily was expected to handle all service referrals, including payment. For most outside services, private agencies relied on the client’s Medicaid or private insurance for payment whenever possible. However, the high cost of certain assessments, such as psychological and substance abuse assessments, soon proved a significant enough barrier that responsibility for these referrals reverted to CPS. In addition, staff discussed other system- or family-level barriers to service referrals, including:
Long waiting lists at service providers;
Service provider does not accept referral or screens out family;
Appropriate service provider does not exist, has shut down, or is not high quality;
Family is resistant to going to outside service provider;
Family cannot get to service provider (lack of car, lack of public transit options); and
Family cannot make an appointment during provider’s business hours (due to work or lack of child care).
Both CPS and private agency staff perceived strengths and drawbacks to this approach, as expressed by one Protect MiFamily supervisor who shared that workers have clear strengths engaging with clients, but that their clinical expertise is limited, and they are mindful about when a client’s needs go beyond a Protect MiFamily worker’s abilities. Supervisors also confirmed similar barriers workers shared about client barriers to accessing services such as transportation, child care, etc.
Not unexpectedly, both CPS and private agency staff often prioritized the needs of the families over the structures of the program model. In focus groups, staff in all three counties acknowledged that CPS did sometimes pay for services for treatment families, either at the request of the private worker or at the judgement of the CPS ongoing worker.
Domestic Violence Services. Data from agency documentation, site visit focus groups and interviews also revealed that first-line domestic violence services (i.e., Domestic Violence Victim Support and Domestic Violence Offender Intervention), and two related services (Legal Aid and Crisis Support) were not underused, but rather there were barriers to these types of services. Workers cited “the nature of domestic violence” and domestic violence was described as episodic with an initial crisis sometimes followed by a long period of no crisis leading victims to feel they do not need the specific DV support. Workers expressed the difficulty engaging both victims and perpetrators in services. Clients were described as more resistant to seeking domestic violence services. Perpetrators of DV were described as more unwilling to participate in DV services, and especially so, if there was law enforcement involvement.
Additionally, domestic violence was described as one area of need among many and therefore other service providers who provided more of an array of services in a “one stop shopping” approach were utilized. In particular, two multi-service agencies were mentioned that were not listed in the service database. It is possible that given a choice, the preference of the client family and the convenience or inconvenience of a service location and time needed to access each service, may have impacted the decision of a family to select one service provider over another, or to pass on or give up services altogether.
Evaluators also heard that domestic violence services could be “hidden” under the code for individual counseling or that workers would not always “count” services that were already in place at the time of a referral to another agency. A few workers suggested that case notes and safety plans were considered as service documentation.
Child Trauma Services. The services for known or suspected child trauma did not yield the expected number of referrals for first line risk specific services as expected (i.e., Trauma Assessment, Trauma-focused Intervention, Trauma-focused Parenting or Trauma-focused Cognitive-Behavioral Therapy-CBT). Workers reported that parental denial, the ability to admit their children are experiencing trauma, and the difficulty of families to acknowledge their responsibility in addressing trauma with professional assistance as impediments to addressing trauma. 
Workers also cited the expense of trauma assessments, the lack of insurance coverage, as well as related scheduling logistics as another barrier. Some workers expressed that CPS was sometimes resistant to making referrals for trauma assessment due to the difficulty obtaining authorization especially with cases with no court involvement, as well as the amount of time it can take to complete/schedule an assessment.
As with Domestic Violence services, workers described that some trauma services were being counted as counseling referrals or mental health assessments. Protect MiFamily workers reported providing trauma-focused services to families, which was sometimes counted in other categories such as protective factors or parent skill development. Thus, it appears that Protect MiFamily workers did recognize risk for domestic violence and known or suspected child trauma, however, for a variety of reasons, used broader service interventions to help address these needs.
Family Connection to Community Services. Aside from the budgetary considerations, the most significant issue with regards to the model is whether families leave the program with enough knowledge and connections to be able to find the support and services they need. Protect MiFamily agency staff in all three sites reported that when they close out a case, they review the resources and services the client can access and provide them with a written list. Supervisors suggested that workers really try to make sure they are assessing client needs prior to closure and putting things in place or sending resources that a family may still need. A CPS worker shared that the Protect MiFamily program shows clients how to access services and negotiate accessing services and different resources. However, both CPS and private agency staff also acknowledged that, ultimately, it was up to the individual family to access the resources.
[bookmark: _Toc529529601]7.4	Family Satisfaction Survey
Data Collection. Other data collection for the Process Study included a Family Satisfaction Survey (see Appendix B), which was developed to assess program participants’ satisfaction with the waiver funded program and services. The survey was designed for Protect MiFamily staff to administer the survey to the family three times, at the end of each phase of Protect MiFamily services. Participants completed the Family Satisfaction Survey at the end of each phase of the program. Families were given a postage-paid envelope to mail the survey directly back to the evaluation team, or the family could place the sealed survey in a survey collection box located at each county’s provider agency office. Each provider agency would periodically mail batches of surveys collected in this way to the evaluation team. Evaluators conducted training for Protect MiFamily private agency staff on how to administer the survey.
Over the life of the project, the evaluation received 1,130 usable surveys for clients enrolled in the project between August 1, 2013 and the close of data collection on July 31, 2018. The evaluation team received surveys that were not usable due to missing, truncated, or incorrect case or individual identifiers, or other critical missing data. Table 7-12 shows the final totals of usable Family Satisfaction Surveys received, by phase and by county.
[bookmark: _Toc529529602]Table 7-12. Family Satisfaction Survey Final Totals
	Family Satisfaction Surveys
	Number
	Percent

	Total
	1,130
	100%

	Kalamazoo
	460
	41%

	Macomb
	300
	27%

	Muskegon
	370
	33%

	Number of Phase 1 Surveys by County
	Number
	Percent of Phase 1 Surveys

	Kalamazoo
	207
	41%

	Macomb
	136
	27%

	Muskegon
	160
	32%

	Total Phase 1
	503
	100%

	Number of Phase 2 Surveys by County
	Number
	Percent of Phase 2 Surveys

	Kalamazoo
	145
	40%

	Macomb
	100
	28%

	Muskegon
	115
	32%

	Total Phase 2
	360
	100%

	Number of Phase 3 Surveys by County
	Number
	Percent of Phase 3 Surveys

	Kalamazoo
	108
	41%

	Macomb
	64
	24%

	Muskegon
	95
	36%

	Total Phase 3
	267
	100%


Data Analysis. Family satisfaction data was analyzed to produce total responses (frequencies) by question numbers. In addition to looking at satisfaction by question, evaluators derived an overall satisfaction score by averaging responses to all satisfaction survey questions.
Findings. This section presents findings of the overall satisfaction and subscale satisfaction scores, followed by overall satisfaction responses by survey item and phase of the program. Overall, data from the Family Satisfaction Surveys have consistently shown that caregiver participants reported high satisfaction with the program, particularly the relationship with their Protect MiFamily private agency program worker. 
Evaluators derived an overall satisfaction score by averaging individual responses to all satisfaction survey questions. The evaluation team also derived satisfaction subscale scores for three areas: (1) satisfaction with the waiver worker, (2) satisfaction with statements that implied a service-worker interaction and/or something the worker taught helped the family and, (3) statements that reflected a client was referred or likely to be referred to a service in the community (e.g., housing, mental health, and/or substance abuse). The overall average and subscale satisfaction scores are provided in Table 7-13. These data show that the level of satisfaction caregivers had remained high for Protect MiFamily services overall and has increased slightly since the Interim Report (a final score of 4.48 out of 5, compared with 4.45 at the time of the Interim Report). 
[bookmark: _Toc529529603]Table 7-13. Family Satisfaction Survey Overall and Subscale Scores, for All Sites and by County
	Satisfaction Items
	Mean Score Satisfaction Scores

	
	All sites
(N)1
	Kalamazoo
(N=460)
	Macomb
(N=300)
	Muskegon
(N=370)

	Overall average score 
(all satisfaction questions)
	4.48
(1058) 1
	4.46
(431)
	4.42
(281)
	4.55
(346)

	Average score of questions on satisfaction with worker 
	4.72
(1127)
	4.72
(460)
	4.71
(298)
	4.74
(369)

	Average score of questions on satisfaction with services and worker interaction
	4.35
(1110)
	4.33
(454)
	4.26
(293)
	4.45
(363)

	Average score of questions with services/received primarily within the community
	4.25
(763)
	4.23
(323)
	4.19
(205)
	4.34
(235)


1 The total N for surveys is 1,130. The Ns provided for each score are adjusted for the number of missing or N/A responses.
The evaluation team also computed frequencies on all surveys by phase. Table 7-14 shows the percentage of responses that indicated high satisfaction (respondent chose either 4 “Agree” or 5 “Strongly Agree”) for each item by phase. The data indicate that participants were highly satisfied with the overall program, particularly with their worker, with overall service delivery, knowledge of how to contact other agencies to get help and learning how to keep their family safe.
A few service categories, such as money and time management, substance abuse treatment, and help finding housing, have lower overall satisfaction rates, although still near or above 70 percent. Time management shows a sharp rise in satisfaction between phases, indicating that families received these services later in the program. Help finding a place to live also rises between phases, but remains lower than other services, even in Phase 3; this may be more a reflection of the statewide affordable housing crisis than of Protect MiFamily efforts. Money management and substance abuse treatment also rise, but remain relatively lower than other items; however, these scores still indicate overall satisfaction with services.
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Table 7-14. Family Satisfaction Survey Responses, by Program Phases
	Family Satisfaction Survey Items
	Percentage “Agree” or “Strongly Agree” responses (high satisfaction)1

	
	All Phases
	Phase 1
	Phase 2
	Phase 3

	Satisfaction with services received

	Getting services needed
	95.6%
	94.6%
	96.9%
	95.8%

	Taught new ways to talk and work w/ each other
	89.1%
	82.3%
	94.1%
	94.7%

	Taught better ways to deal with child behavior
	87.3%
	79.7%
	93.5%
	93.1%

	Know how to contact other agencies
	95.1%
	92.1%
	97.5%
	97.4%

	Taught to manage money better
	73.1%
	64.0%
	78.1%
	82.8%

	Taught to manage time better
	82.9%
	76.6%
	85.7%
	90.9%

	Better able to understand and deal with feelings
	89.3%
	84.4%
	92.1%
	94.6%

	Getting mental health services needed
	89.4%
	86.8%
	90.5%
	93.0%

	Getting substance abuse treatment needed
	82.9%
	78.6%
	87.4%
	85.6%

	Help finding a place to live
	74.2%
	68.8%
	76.8%
	81.0%

	Taught ways to keep family safe
	95.1%
	93.1%
	97.4%
	95.8%

	Learning how to keep home clean and safe
	85.4%
	81.0%
	86.9%
	90.8%

	Satisfaction with Protect MiFamily worker

	Appointments are at convenient places
	98.6%
	97.4%
	99.7%
	99.2%

	Appointments are at convenient times
	99.0%
	98.6%
	99.2%
	99.6%

	Worker asks for family’s opinions
	98.1%
	99.2%
	99.2%
	98.9%

	Worker welcomes family’s input for service plan
	98.4%
	97.6%
	99.2%
	98.9%

	Protect MiFamily helped family meet goals
	92.1%
	85.6%
	97.5%
	97.0%


1Missing and N/A responses have been excluded. The tables in Appendix X show satisfaction rates with N/A responses included.
[bookmark: _Toc529529605]7.5	Site Visits: Interview and Focus Groups
Data Collection. The evaluation team conducted a planned series of onsite visits in Michigan for the Process Study, to collect interview and focus group data from Protect MiFamily central office staff, county CPS staff, and private agency staff three times during the course of the evaluation. For these visits, the team developed detailed interview and focus group protocols and guides and a respondent consent form. Interview guides included questions related to organizational and service aspects of both the child welfare system and the demonstration, intra-agency and inter-agency relationships and collaboration, challenges and strengths of the program model and assessment tools, training and supervision. The evaluation team received IRB approval for the interview guides and they were revised slightly for each site visit to fit the stage of project implementation. See Appendix B for latest version of the interview and focus group protocols and consent form.
The team conducted a total of three site visits: the first occurred in September 2013, the second in October 2015, and the final visit occurred in March 2018. During the onsite visits, the team met with and conducted interviews and focus groups with all Protect MiFamily private agency workers, supervisors and directors, a sample of MDHHS County Child Protective Services workers and supervisors that primarily included those with investigative and/or ongoing cases.
For each visit, there were four focus groups conducted at each demonstration site—one with CPS investigative and ongoing workers, one with CPS supervisors, one with private agency workers, and one with private agency supervisors and directors. Protect MiFamily Agency Directors were interviewed separately from supervisors during the 2015 and 2018 site visits. In addition, in 2013 a focus group was held with the family preservation program staff (Families First) in Muskegon County to better understand the differences between Protect MiFamily and current preservation services and to assess the potential for any cross over with Protect MiFamily clients. MDHHS staff interviewed included those that were involved in the planning and implementation of the Protect MiFamily demonstration and a sample of staff who served on the waiver steering committee. For the 2015 and 2018 data collection periods, a sample of the MDHHS staff were interviewed by telephone.
Initial Onsite Visit – September 2013. In the initial data collection in September 2013, the evaluation team conducted site visits to each of the three waiver counties and the MDHHS agency headquarters to collect information about the waiver demonstration program and local Child Protective Services operations, as well as assess the early implementation of the project. At the conclusion of the 2013 site visit, the evaluation team debriefed the Protect MiFamily Project Director and staff at the State office. 
During the site visit, Protect MiFamily private agency staff had requested training on motivational interviewing. As a follow-up to this request, the Protect MiFamily central office staff requested that the evaluation team conduct training on motivational interviewing for the private agency Protect MiFamily workers. A training on interviewing techniques was held in November 2013. In addition, the training served to help private agency Protect MiFamily staff understand the evaluation design and purpose and to emphasize the importance of following evaluation protocols while conducting assessments (i.e., taking client self-report and not changing answers based on what a worker thought was accurate).
Second Onsite Visit – October 2015. The second site visit conducted in October 2015, focused on assessing the ongoing implementation of the Protect MiFamily program. The evaluation team conducted site visits to each of the three waiver counties to collect information about the waiver demonstration program and the local Child Protective Services operations. Selected MDHHS staff and community service providers in each demonstration county were interviewed via telephone. The MDHHS staff interviewed in this second visit represented a smaller sample than those interviewed during the initial 2013 site visit and included the DHHS Program Director and Analysts.
Service provider interviews were added as an additional group of respondents in 2015 in an attempt to assess any effects of the project in the service provider community or gain insight into additional service facilitators and/or barriers. A prospective sample of service providers were identified for interviews during focus groups with Protect MI Family private agency workers and managers. Subsequently, four service providers were interviewed with at least one representing each demonstration county. The service providers varied in their focus and included a provider that works with children who have developmental delays from birth to 36 months; a domestic and sexual violence center; a drug detoxification center; and a life skills training program.
Final Onsite Visit – March 2018. The third and final site visit was completed in March 2018. The final visit focused on assessing the final year of implementation of the Protect MiFamily program and overall lessons learned from the viewpoints of Protect MiFamily central office, CPS and private agency staff.
The evaluation team conducted site visits to each of the three demonstration counties to conduct focus groups with Protect MiFamily private workers, supervisors, and management, and CPS workers and supervisors. After the final visit, selected MDHHS staff were interviewed by telephone including the DHHS Program Director and Analyst and the former lead of the Protect MiFamily demonstration, who had written the original proposal.
Data Analysis. The evaluation team transcribed and reviewed the interview and focus group data from the onsite visits to identify major implementation themes guided by the main domains of interest in the Process Study plan:
1. Identification of organizational or contextual barriers that hinder implementation or the provision, accessibility, availability, or quality of service;
Identification of organizational or contextual facilitators that enhance implementation or the provision, accessibility, availability, or quality of service;
Inter-agency-relationships as it relates to the quality of service provision, collaboration, communication, and successful outcomes that include; courts, State MDHHS-Child Welfare, Local MDHHS-Child Welfare, Protect MiFamily Private Services Providers, other service providers in community, and community partners;
Social, economic, and political factors affecting replicability or effectiveness of intervention services; and
Staff training and experience.
The data from the 2015 and 2018 visits were analyzed with the aid of NVivo, a qualitative analysis software program. Agency documentation such as MDDHS reports, steering committee and county director meeting notes, and training agendas were also reviewed to provide relevant information. 
For the analysis process, the evaluation team used a modified grounded theory analytical approach, which was guided by the research questions and items of interest (Gilgun, 1994). This supports examination of implementation across varying contexts and the inclusion and preservation of multi-level viewpoints as gathered from various stakeholders. The analytic team worked together to create a common coding structure or “coding tree” with categories responsive to the major research questions. 
Findings. Results of the Process Study interviews and focus groups conducted during site visits are presented below. First, data are reported from the three site visits conducted, as well as the telephone interviews with MDDHS staff. The findings also include a review of agency documentation and the evaluation team’s participation in the Casey Convening, Shared Learning Events, project steering committee meetings, coaching calls, and county director calls.
Analysis findings from the focus groups, interviews, and documentation are presented to respond to the following research questions regarding barriers and facilitators to implementation:
Do the Protect MiFamily assessments accurately assess the families’ needs and risks?
Is the duration and intensity of engagement and service intervention based on the family’s identified needs?
Are the agencies providing and managing services to effectively engage the families, coordinating meaningful and effective services, and developing community relationships that ensure available and accessible services to meet the families’ needs?
Are interagency relationships facilitating the delivery of treatment services to the families in need?
Does staff turnover and hiring of new staff cause barriers to successful implementation of Protect MiFamily?
Does the training provided to workers and supervisors facilitate the successful provision of the Protect MiFamily service model?
Assessments. One of the distinguishing features of the Protect MiFamily model is the required use of specialized assessments that provide the Protect MiFamily workers and clients. These screenings and assessments provide important data about the family’s needs and strengths for the purposes of case planning. Protect MiFamily workers and supervisors in all three counties agreed that the assessments, in particular, the Family Psychosocial Screen, were useful in helping identify family’s issues that needed to be addressed, facilitating discussions between the family and the Protect MiFamily worker, and giving direction for case planning. A challenge for the program is the timing of these instruments; while they are conducted early in Phase 1 to provide critical baseline information about the family, at the time they are completed workers have often not yet built enough rapport with the family to overcome the initial distress of Child Protect Services involvement. As a result, the parent’s self-report may not always accurately reflect the family’s strengths and needs, which posed challenges for case planning. For example, parents may feel the need to over report strengths and under report needs. While this can make assessment for case planning difficult, some staff noted that even assessments they found to be less accurate served as useful discussion tools with the family.
Program and Phase Length. The other major component that sets Protect MiFamily apart from other prevention programs was the 15-month length of the program and the three-phase structure. The intensity of engagement, as measured by required in-person contacts with the family, started with two in-person visits per week in Phase 1. Then contact was reduced to one visit per week in Phase 2 (the longest phase), and finally one visit per month in Phase 3. To answer the question of whether the duration and intensity of engagement and service intervention was based on the family's identified needs, and further, whether it adequately served the family's needs, the evaluation team asked CPS and Protect MiFamily private agency staff about the length of the program and the movement between phases.
In general, CPS and Protect MiFamily staff agreed that a longer prevention program is an important and greatly needed addition to the array of prevention services in Michigan. “To stay that consistent person in their life for that length of time is huge because it’s just a support for a lot longer than what other programs offer,” one Protect MiFamily staff person expressed. Another staff person noted that many families do well in a program at first but experience a “drop” a few months later; still having the support from their Protect MiFamily worker helps them get through the drop without losing their progress.
However, CPS and Protect MiFamily staff also agreed that 15 months was too long for most families. One Protect MiFamily worker expressed the opinion that 9 to 12 months would be adequate and that most families wanted to stop participating at about nine months. Likewise, staff in all three private agencies agreed that 9 to 12 months would be the ideal program length for most families, potentially with options for extension if the family needed further support. As one staff person noted: “I’ve been a part of some of those meetings where they say thank you for your help, I appreciate you, but I just can’t maintain this contact any longer. I’ve got too many other obligations at this point. And usually those are good things. That’s because they’ve been connected to another provider or they have steady employment, things of that nature.”
Protect MiFamily private agency staff also expressed a desire to have more flexibility in moving families between phases of the program. In particular, staff mentioned Phase 2 as burdensome to many families because of the required weekly contacts. Staff felt that if they had more flexibility to set the frequency of contacts in accordance with the family’s individual needs, they believed that families might continue longer in the program. From the CPS perspective, one staff person explained that they would have liked to see some higher risk families remain longer in Phase 1 in order to maintain more frequent contacts, as they would have in a traditional CPS ongoing case or in one of the more intensive crisis-oriented prevention programs. In early implementation, it was noticed that some families were being moved too quickly from Phase 2 to Phase 3. The Protect MiFamily central office staff successfully addressed this issue by providing additional training to the Protect MiFamily private agency staff on using the risk assessment to guide appropriate phase progression.
Family Engagement. To answer the question of whether the Protect MiFamily private agencies provided and managed services to effectively engage families, the evaluation team asked staff about engagement strategies and the facilitators and barriers to engagement they experienced. In general, both CPS and private agency staff felt that Protect MiFamily workers were effective in engaging families, although keeping them engaged could be challenging without an open CPS case.
According to both CPS and Protect MiFamily staff, the chief benefit of the extended length of the program is the opportunity for a worker to engage the family for a longer time and deeper level than is possible in either CPS ongoing services or other existing prevention programs. “One of the biggest things we hear is the amount of time given to service the families, our staff really are engaging with them...on another level,” a Protect MiFamily staff person noted, and went on to express a perception that a trusting relationship made families more open to service referrals or worker interventions and more likely to share with their worker when they need help with something. CPS staff also agreed that families had better rapport with their Protect MiFamily worker and that often clients preferred to contact the Protect MiFamily worker when they had a problem rather than their CPS ongoing worker.
Consistently high family satisfaction ratings indicate that many families did build strong relationships with their workers. However, many families also left the program before completing the 15 months of services, even strongly engaged families. Both CPS and Protect MiFamily staff noted that this often occurred when the CPS case closed, and the family felt they had completed everything they needed to do. Protect MiFamily private agency staff described a number of strategies used to keep families engaged for the full length of the program, including persistence in contact attempts, variety in method of contact (e.g., texting, Facebook, unannounced visits), listening and validation of the client’s feelings and perspective, and the promise of concrete assistance. One of the strongest themes regarding engagement was the need to take a step back at times and wait for the family to be ready to continue work. To maintain the relationship and satisfy contact requirements, workers sometimes spent visits engaging the family in fun, low pressure activities, such as family game play or taking the mother out on errands or self-care activities.
Interagency Relationships. The question of whether interagency relationships facilitated the delivery of treatment group services focused mainly on the quality of the collaborative relationships between private agencies and the local CPS office. The working relationship between CPS and Protect MiFamily, both on the agency and staff levels, was both a facilitator and a barrier at times throughout the project. Staff reported that good teamwork between workers often led to better outcomes for the family. In contrast, lack of communication between the Protect MiFamily and CPS ongoing worker often led to conflicting priorities and confusion for the family as to what they needed to do.
When the evaluation team first visited the three demonstration counties at the launch of Protect MiFamily, CPS staff expressed a great deal of uncertainty about the Protect MiFamily program, at times nearly verging on hostility. The demonstration launched at a time of particular sensitivity around the relationship between public and private agencies in Michigan child welfare; specifically, the question of privatization of child welfare services was forefront on the minds of many MDHHS employees. Because the model, as launched, mimicked the role of the ongoing CPS caseworker, CPS staff expressed a strong perception that Protect MiFamily had been created with the goal of eventually privatizing CPS ongoing casework. As the project went on, the perception of Protect MiFamily as a potential threat to CPS jobs gradually faded. By the final site visit, all CPS staff agreed that the Protect MiFamily program filled a gap in Michigan prevention services by providing a longer intervention to families who needed it, and many expressed that they were sorry that the program would not be continuing after the waiver ended. “Prevention does work. We need it...we get to see all these great benefits and it’s the first thing on the chopping block,” one CPS staff person noted. 
Roles and Responsibilities. From the beginning of the waiver demonstration, CPS and private agency staff expressed confusion about their respective roles with Protect MiFamily treatment cases and how responsibilities should be shared. As presented to CPS and Protect MiFamily staff at rollout, the model called for the Protect MiFamily worker to assume full case management responsibility for the case; however, CPS still retained legal responsibility for the safety of the children and Protect MiFamily workers could not replace a trained Protective Services worker. The Protect MiFamily central office provided documentation around roles and tasks during the initial referral and transfer of a case to Protect MiFamily, but confusion remained as to areas of responsibility and whether Protect MiFamily should function as a service provider (CPS retains case management responsibility) or a purchase of service provider (CPS only monitors) throughout the life of a case. 
Although the model called for the latter approach, the question of responsibility, specifically for the safety of the children involved, often led to a clash between competing case management priorities stemming from a fundamental difference in goals and expectations between protective services and prevention. CPS seeks to aggressively mitigate immediate safety risks to avoid having to remove the child; Protect MiFamily seeks to mitigate the long-term risk level to keep the family from recurring maltreatment or the child entering foster care. CPS has legal authority; Protect MiFamily is a voluntary program. Both CPS and Protect MiFamily staff expressed frustration at the difficulty of balancing these divergent approaches in such a way that CPS could meet its protective responsibilities while Protect MiFamily maintains the relationship development and engagement at the heart of the program model.
By the end of the project, CPS and private agency staff had largely figured out what division of responsibility worked best for them. In all three counties, due to their ultimate legal responsibility for the safety of the children involved in a case, CPS decided to retain case management responsibility and utilize Protect MiFamily as a service provider. Where trust existed between agencies or workers, this resulted in a strong working relationship. Where there was a lack of trust in the private agency or specific worker, CPS supervisors directed their workers to manage the case as though Protect MiFamily was not involved.
Interagency Collaboration. How CPS and Protect MiFamily workers partnered with each other in their day-to-day work varied widely from county to county and worker to worker. Across all three demonstration counties, the key to building a trusting collaborative relationship was the frequency and quality of the communication between staff at all levels. In many cases, CPS and PMF workers overcame barriers by making an effort to engage with each other and work as a team, both in case planning and working with the family. Some workers expressed that conducting joint visits to the family helped keep everyone on the same page, ensuring that crucial safety issues were being addressed and that the family was receiving a consistent message from both workers. Staff who had the opportunity to work with each other over a longer time period got to know each other’s communication and work styles; this familiarity facilitated the teaming process and helped build a trusting collaborative relationship.
The day-to-day collaboration between CPS staff and Protect MiFamily staff had some formal facilitators built into the model. For example, every CPS investigation that has substantiated allegations and becomes an ongoing CPS case must have a family team meeting (FTM) to transfer the case from the investigator to the ongoing worker. For cases randomized to the Protect MiFamily treatment group, CPS staff were required to invite the Protect MiFamily worker to the FTM. CPS and Protect MiFamily staff reported that, when the FTM happened as intended per the model, it was a helpful facilitator in getting everyone on the same page. However, staff also reported that frequently either the Protect MiFamily or CPS ongoing worker would not be included in the FTM, usually due to logistical complications or lack of communication. Protect MiFamily workers were also required to enter their contacts with the family into MiSACWIS and provide regular reports on progress. Many CPS and Protect MiFamily staff liked this method of communication, but many others felt frustrated by a lack of detail (on the CPS side) or a sense that their reports were not being read (on the Protect MiFamily side).
The Protect MiFamily private agencies and Protect MiFamily central office staff also implemented other formalized attempts to build the relationships and facilitate communication between the public and private agencies, including:
Job shadowing opportunities for new Protect MiFamily workers to spend a day with a CPS worker;
Gatherings to help Protect MiFamily and CPS staff to get to know each other better;
Inviting CPS staff to the annual Shared Learning Event and Casey convening;
In-person presentations from Protect MiFamily central office staff to introduce new CPS workers to the Protect MiFamily model; and
Quarterly meetings of Protect MiFamily and CPS supervisors.
Of these relationship facilitators, CPS and Protect MiFamily staff reported that job shadowing and participating in the convening and Shared Learning Event were most effective in improving relationships between workers. CPS staff reported that while they appreciated the offer of further training for their workers from the Protect MiFamily central office staff, they preferred to hear about the program from their local agency partners.
In all three counties, both CPS staff and Protect MiFamily private agency staff described their collaborative relationship at the beginning of the project as poor due to the lack of clarity regarding roles and responsibilities, hostility over privatization, and little communication. However, by the final year of the project, the interagency collaboration looked very different in each of the three counties. 
In Muskegon County, CPS and private agency staff described a close partnership at all staff levels with good communication and teamwork on cases. “Things have improved tremendously with our relationship with CPS and I think we really have a smooth working relationship with them now,” a Protect MiFamily staff person reported, a sentiment echoed by CPS staff. Staff from both agencies attributed the improvement to consistent and frank communication between agency leadership, a commitment to working through issues as they arose, and persistent education for CPS administration and staff on the Protect MiFamily model by the private agency supervisors and director to eliminate misconceptions about the model and promote cooperation. In addition, the private agency, which also houses the well-regarded Families First program, already had a solid working relationship with CPS. As one CPS supervisor explained: “We had that luxury of having those relationships already, so we were able to come to the table early on and...do some planning to help smooth out the rough spots.” Staff also credit the good relationship to the relatively low worker turnover rate, which allowed workers to get to know each other and develop individual relationships.
In Kalamazoo County, lingering disagreement regarding roles and responsibilities still troubled the relationship between the public and private agencies, and the smoothness of the collaboration varied from person to person on both the worker and supervisor level. Overall, CPS and Protect MiFamily reported that, despite some problems, the relationship had improved greatly over the five years. “I’d say it depends on the worker. For some it goes really well and for others it’s a struggle,” noted a Protect MiFamily staff person, and the same opinion was expressed by CPS staff as well. Some Protect MiFamily staff expressed that some CPS staff only “tolerated” them and did not know how to use them as service providers; but workers on both sides also described successful partnerships built on regular communication and proactive addressing of concerns.
In Macomb County, staff described the relationship between CPS and the private agency as “contentious” and “tense,” especially on the management level. A Protect MiFamily staff person expressed that the collaboration worked best when individual workers were left to figure things out with each other. Supervisors also noted that structured attempts to foster collaboration were not as well received by CPS staff as they had been in the other sites. The Protect MiFamily program in Macomb County struggled with high staff turnover, which stabilized in the final two years of the program, but the lack of consistent staff may have contributed to the lack of trust and interaction between the two agencies. By the end, some individual workers had developed good working relationships with each other, but overall, as one CPS worker noted, “the bottom line remains that there’s got to be a lot more communication and training to make it a heck of a lot more effective than it was, generally speaking.”
Staff Turnover and Hiring. This section provides details about whether staff turnover and the hiring of new staff were barriers to successful implementation of the Protect MiFamily program. Private agencies had some staff recruiting and retention challenges due to the entry-level nature of the position, but largely stabilized turnover in the final two years of the project. Randomizer rates were adjusted to compensate for reduced staff capacity when necessary to minimize impact on services.
Like most social service programs, Protect MiFamily had challenges with worker turnover and recruitment. Protect MiFamily managers and supervisors identified several contributing factors to the worker turnover:
Worker burnout;
Workers finding new jobs with better salary, workload, or commute; and
Workers moving to a different career path/specialization.
The Protect MiFamily central office staff worked with the evaluation team to adjust the randomizer rates for each private agency when necessary to compensate for reduced staff capacity. Although this led to a smaller sample size for the evaluation than expected, it kept caseloads reasonable for the remaining workers and helped minimize the impact of turnover on families receiving services.
Private agencies looked to recruit and retain experienced and highly educated staff, but at times found it more challenging than expected to find staff with experience in child welfare for an entry level position. Private agency staff felt that turnover had largely stabilized by the last two years of the program. They credit this to strategic hiring, strong supervisory staff, team bonding, and a passion for the work.
Training. The evaluation team also examined a related research question—Does the training provided to workers and supervisors facilitate the successful provision of the Protect MiFamily service model? The project provided an intensive and well-planned two-week training for Protect MiFamily workers at initial implementation. Training for new hires after the initial cohort was delivered by the private agencies according to requirements built into their contracts and consisted mainly of online modules and training by supervisors. The addition of job shadowing was well received by workers. Closer collaboration with the MDHHS training unit might have provided more standardized training, but this was hindered by the fact that Protect MiFamily was a demonstration rather than a permanent program. Over the five years, the Protect MiFamily central office and the private agencies provided many opportunities for ongoing training for program staff.
Initial Training. The initial cohort of Protect MiFamily workers attended an intensive two-week training in Lansing prior to the implementation of the program. A training workgroup, which included the Child Welfare Training Institute (CWTI), developed an intensive 80-hour training curriculum on all aspects of the project, assessments, and selected content areas such as trauma, domestic violence, and substance abuse. MDHHS decided to spend the bulk of the training budget at the beginning of the project due to financial considerations; the federal government paid 50 percent of the training since it was done under developmental costs. CPS training focused on an overview of the project, case flow, eligibility, random assignment procedures, as well as the consent process, the latter conducted by the evaluators.
New Hire and Ongoing Training. For workers hired after the initial cohort, the project attempted to replicate the overall content of the initial training by specifying, in the private agency contracts, the number of hours of training new hires are required to receive in various subject areas. What form that training takes often depended on whether a MDHHS training class was being offered at the time and whether the new worker could access it. Initially, the Protect MiFamily central office had arranged for new Protect MiFamily workers to have priority enrollment in MDHHS training classes, but changes in the training unit made it more difficult to get workers enrolled. If a training class was not available, workers viewed online training videos and received training from their supervisors. Although not mandated, the Protect MiFamily central office program staff recommended that all three sites add job shadowing of fellow Protect MiFamily workers as part of their new worker training, which staff now report is one of the most helpful parts of their training. Some workers also shadowed a CPS worker for a day to learn about protective services. Although staff reported that the CPS job shadowing fell off after a while, workers who did this job shadowing felt it had been helpful.
In both the 2015 and 2018 focus groups, workers shared that because their training was delivered mostly by supervisors and online training modules, it could look different depending on the supervisor or when the worker was hired. Protect MiFamily private agency leadership and staff felt that they were adequately training workers for their jobs but would like more standardization and less burden on the supervisors. Supervisors also shared that they would have liked to have training specifically geared toward their supervisory role. Protect MiFamily central office staff noted that, had the program continued after the waiver period, the central office would have worked with the training unit to enhance staff training.
Ongoing training and professional development were built into the model in the form of regular coaching calls on various subjects requested by Protect MiFamily private agency staff and an annual Shared Learning Event that included training sessions. The coaching calls reduced in frequency and eventually stopped due to lack of staff requests. However, the Protect MiFamily central office and the private agencies continued providing ongoing training to their workers whenever possible, in a wide range of subject areas. “If we ask for it, they provide,” one worker said. Trainings specifically mentioned in focus groups included:
Safe and Together domestic violence training
Safe Sleep training
Safe TALK suicide prevention training
Mental health and substance abuse trainings
Trauma screening training
ACES (Adverse Childhood Experiences) training
House needs training
Social work training
Pain management training
In addition, all three agencies reported that they delivered frequent in-house trainings and refreshers on protective factors and other topics relevant to the Protect MiFamily model. Agencies also had service providers come to present on their topic areas and how to best utilize their services.
[bookmark: _Toc529529606]7.6	Discussion
The Process Study examined implementation of the waiver demonstration. The Process Study also included a measure of program implementation fidelity and family satisfaction with services. Throughout the course of the waiver demonstration, process data provided feedback to the program to assess whether the demonstration was proceeding as intended and to identify barriers encountered and any changes needed for successful implementation. The major research findings are discussed below. 
[bookmark: Major_Findings_from_the_Process_Evaluati][bookmark: Interviews_and_Focus_Groups][bookmark: Model_Fidelity][bookmark: _Toc529529607]7.6.1	Model Fidelity
A robust sample of treatment group cases (n=960 with 588 unique cases) were assessed for fidelity despite data collection limitations. The fidelity sample size (588 unique cases) was approximately 40 percent of the treatment group families that were served by Protect MiFamily services. Model fidelity data was scheduled to be collected quarterly. Two Protect MiFamily central office program staff were to rate 20 randomly selected treatment cases per county. However, changes in staffing, completion of inter-rater reliability tests, and the occurrence of severe weather resulted in less time for fidelity reviews and a lower number of cases rated during the first year of the evaluation. 
Research Question: Is there any relationship between family needs (characteristics) and duration and intensity of service intervention need?
Finding: The fidelity predictive analysis reported a significant relationship between a worker’s fidelity score and child trauma (higher fidelity score associated with higher maximum trauma score).
Finding: Low-need treatment group cases were more likely to have lower fidelity scores near the start of services but after nearly a year of services, fidelity scores were similar across all levels of need.
Finding: For treatment group cases where caregivers were identified as having baseline drug or alcohol abuse issues, model fidelity scores were higher near the start of services. The effect reversed over time such that fidelity scores of these cases were significantly lower near one year of services than treatment group cases with no baseline drug or alcohol issues. 
Barriers and Facilitators of Fidelity. The Model fidelity data showed some barriers and facilitators to Protect MiFamily service – as designed by MDHHS. MDHHS set the desired county-level fidelity score at 95. Counties did not achieve this score, although Kalamazoo County came quite close in one quarter of fidelity review, with a score of 94. Kalamazoo County and Muskegon County scores were high (at least 80 or above) early in the evaluation period and remained stable through the end of Protect MiFamily implementation. Scores in Macomb County fluctuated and were not consistently at 80 or above until the end of year 4. Overall, the high and stable scores in Kalamazoo and Muskegon counties may have been influenced by staff stability; those two counties had less turnover among private agency staff as compared to Macomb County. New staff require time to develop competency in service delivery.
One of the barriers identified from the model fidelity data was the inability for Protect MiFamily private agency workers to meet family contact standards. Item-level fidelity scores showed that staff had difficulty meeting family contact standards, especially the more intensive standards in Phases 1 and 2 of the program. However, other Process Study data (worker interviews and Family Satisfaction data) showed that private agency staff were getting the information they needed and developing relationships with families despite challenges with the contact standards. This premise is supported by high item-level scores for conducting assessments. Throughout the evaluation period, based on cases reviewed for model fidelity, staff adhered to the model for conducting initial and continued safety and risk assessments meaning for those cases, workers were getting needed information on a regularly scheduled basis. Also, if the Family Satisfaction sample is robust, and families were largely satisfied, it suggests that families did not perceive a need for more contact. Thus, the lack of adherence to contact standards was a barrier to implementation of Protect MiFamily, as designed, but this barrier may not have affected practice in a meaningful way. Future implementation of Protect MiFamily should explore less stringent contact standards for Phases 1 and 2.
The model fidelity predictive analysis was conducted for both the Interim and Final Reports. In the Interim Report, a significant relationship was found between fidelity score and child trauma (higher fidelity score associated with known trauma for at least one child) and fidelity score and time to fidelity review (i.e., length of services). The analysis conducted in this report also found this association between fidelity score and child trauma, with higher fidelity scores associated with higher maximum child trauma scores. The current analysis extended the initial finding with regards to the relationship between fidelity scores and length of services, by identifying how family needs interact with the relationship between fidelity scores and length of services. Low-need cases were more likely to have lower fidelity scores near the start of services but after nearly a year of services, fidelity scores were similar across all levels of need. 
Similar to the Interim Report, the evaluation team suggests that initially, private agency workers prioritized higher need cases, meaning higher need cases received services with higher degree of fidelity. However, for cases where caregivers were identified as having baseline drug or alcohol abuse issues, although model fidelity scores were similarly higher near the start of services, the effect reversed over time such that fidelity scores of these cases were significantly lower than cases with no baseline drug or alcohol issues near one year of services. Continuing substance abuse issues may have impacted private agency worker’s attempts to deliver Protect MiFamily services with fidelity over time. Family Satisfaction Survey data showed that the majority of caregivers who needed substance abuse services reporting getting them. However, qualitative data from site visits found that the provision of substance abuse services did not always occur as planned because Protect MiFamily staff were providing many of a family’s needed services themselves instead of referring families to community-based services. Substance abuse services in particular required high-cost assessments. Those assessments could be a barrier to appropriate service referrals.
[bookmark: Family_Satisfaction][bookmark: Lessons_Learned_for_the_Process_Study][bookmark: _Toc529529608]7.6.2	Services
It was a goal of the Process Study to determine whether agencies provided and managed Protect MiFamily services by effectively. The analyses were to explore whether Protect MiFamily workers engaged the treatment group families and coordinated meaningful and effective services, and developed community relationships to ensure the available and accessible services to meet the families’ needs throughout the program and after the Protect MiFamily case closed. 
The Process Study also planned to determine how the provision, accessibility, and availability of waiver intervention services to treatment group families compared to the provision, accessibility and availability of services to control families. The service data analysis was essentially limited to understanding the extent to which data captured accurately represented services provided to control and treatment group cases, identifying the gaps in service documentation, and understanding the underlying factors that prevent a full picture of the role of services in the demonstration. While the Protect MiFamily sites made strides in the overall volume of service data collected and the number of families for whom service data exists; and the fidelity data and family satisfaction data analysis do help provide some insights, though limited, into the services families were referred to and provided, there was still insufficient service data for both the treatment group cases and control group cases to conduct meaningful analysis and as a result, meet this evaluation goal.
Research Question: Are the agencies providing and managing services to effectively engage the families, coordinating meaningful and effective services, and developing community relationships that ensure available and accessible services to meet the families’ needs?
Research Question: How does the provision, accessibility, and availability of waiver intervention services compare to the provision, accessibility, and availability of services pre-waiver and to control families?
Finding: The evaluation was challenged with the ability to capture accurate and complete service data for both treatment and control group cases to support the outcome analyses.
Finding: Overall, there was a lower rate of service referral to community services than expected. Low rates of service referrals may be due to Protect MiFamily private agency staff providing services (mainly psycho-educational) themselves in the home. Service referrals were primarily used for clinical services (substance abuse treatment, mental health) that required specialized professional or certified providers. The low rate of referral to community services was also influenced by client reluctance to go, availability of transportation or scheduling barriers, service availability, and the cost of outside services.
Finding: Worker Service Delivery Items (providing referrals to community and concrete services, advancing families through the phases of the model, and summarizing progress at case closure) demonstrated high adherence to the Protect MiFamily model from the final quarter of Fidelity reviews suggesting that service referrals happened in practice, but were possibly captured better in case note than the Protect MiFamily database. The evaluation team also recognizes that service referrals do not guarantee that a family attended or completed the service.
Finding: The lack of documented formal service referrals was sometimes challenging for CPS who needed formal documentation of qualified services in order to either close cases or present cases at court.


[bookmark: _Toc529529609]7.6.3	Family Satisfaction
The Family Satisfaction Survey was developed to assess program participants’ satisfaction with the waiver funded program and services.
Finding: Data from the Family Satisfaction Survey has consistently shown high satisfaction with the program over the demonstration period.
[bookmark: _Toc529529610]7.6.4	Interviews and Focus Groups
Research Question: Do the Protect MiFamily assessments accurately assess the families’ needs and risks?
Finding: The Protect MiFamily private agency staff found the assessments useful in helping the family identify their needs, risks, and strengths. The assessments also served as good case planning tools and facilitated productive discussions with families about needs, progress, and services.
Research Question: Is the duration and intensity of engagement and service intervention based on the family’s identified needs?
Finding: Protect MiFamily private agency staff felt that the prescribed duration and intensity (i.e., frequency of contacts) for each phase did not always meet the needs of the families. Staff thought that a 9- or 12-month program would meet the needs of most families and that more flexibility in phase movement and contact requirements might have kept some families from leaving the program early. About one-half of families who were served by Protect MiFamily left before completing the program.
Research Question: Are the Protect MiFamily agencies providing and managing services to effectively engage families?
Finding: In general, Protect MiFamily staff were effective in engaging families, although keeping them engaged was challenging once the open CPS case had closed. Staff had several strategies for keeping families engaged including:
Persistence and variety in contact attempts;
Listening and validation of client perspective;
Use of assessments to facilitate discussion on needs and progress;
Promise of concrete assistance; and
Allowing the family flexibility when needed.
Research Question: Are interagency relationships facilitating the delivery of treatment services to the families in need?
Finding: Confusion over case roles and responsibilities and fear of privatization contributed to challenges in developing good interagency relationships between CPS and Protect MiFamily private agency staff early in the demonstration. Over time, interagency relationships improved to varying degrees in each of the county sites. In all three counties, concern over CPS’s legal responsibility for child safety led to CPS treating Protect MiFamily as a service provider while keeping overall case management responsibilities which was not the original plan for the model.
Finding: Successful interagency worker relationships were highly individualized; however, the most successful relationships happened when CPS and Protect MiFamily staff worked as a team to set up mutual expectations at the beginning of a case and communicated well throughout the case to make sure both workers and the family were all on the same page.
Finding: Despite many efforts by the Protect MiFamily central office staff to build interagency cooperation, efforts had mixed results. CPS and Protect MiFamily staff welcomed the opportunity to spend time together at the annual Casey convenings, Shared Learning events, and through job shadowing, and felt it helped improve relationships between workers. However, visits by Protect MiFamily central office staff to train new CPS workers on the Protect MiFamily model were not always welcomed by the CPS agencies, and regular meetings and gatherings between Protect MiFamily private agency staff and CPS staff were not sustained in all three counties over the entire demonstration period.
Research Question: Do staff turnover and hiring of new staff cause barriers to successful implementation of Protect MiFamily?
Finding: Private agencies had some staff recruiting and retention challenges over the demonstration period due to the entry-level nature of the position. Staffing turnover did stabilize in the final two years of the demonstration. However, randomizer rates were adjusted the number of families entering the Protect MiFamily Demonstration to compensate for reduced staff capacity when necessary so as to minimize impact on services. However, staffing may have contributed to the lower number of families randomly assigned over the demonstration period.
Research Question: Does the training provided to workers and supervisors facilitate the successful provision of the Protect MiFamily service model?
Finding: Protect MiFamily central office staff provided an intensive and well-planned two-week training for Protect MiFamily private agency workers at initial implementation. Training for new hires after the initial cohort was delivered by the private agencies according to requirements built into their contracts and consisted mainly of online modules and training by supervisors. The addition of job shadowing was well received by workers. Perhaps closer collaboration between the Protect MiFamily central office training unit and private agency partners might have provided more standardized ongoing training opportunities for new staff, but this was hindered by the fact that Protect MiFamily was a demonstration rather than a permanent program. However, over the five years of the demonstration, the Protect MiFamily central office and the private agencies provided many opportunities for ongoing training for program staff.

[bookmark: _Toc529529611]8.	The Outcome Study
Evaluation outcomes are derived both from MDHHS administrative data and also from primary data collected from waiver participants. Administrative data outcomes include outcomes for all families randomly assigned to both treatment and control groups. The primary data collected focuses on the treatment group families only. The outcomes from administrative data will be presented, followed by information about primary data outcomes.
[bookmark: _Toc529529612]8.1	Outcomes: Administrative Data
[bookmark: _Toc529529613]8.1.1	Key Research Questions
The key research question for the outcomes study, addressed using MDHHS administrative data, is—Are treatment group families demonstrating increased capacity to safely care for their children? This overall question is broken down in several measures:
Treatment group children are less likely to experience subsequent maltreatment or out-of-home placement
The risk of future maltreatment for treatment group children is reduced to low or moderate (risk reassessment)
The likelihood of confirmed subsequent maltreatment will be significantly lower for children in the treatment group
The likelihood of substitute care placement will be significantly lower for children in the treatment group
[bookmark: _Toc529529614]8.1.2	Key Outcomes
The following key outcomes address the research questions listed above: 
Children in the treatment group will experience fewer subsequent maltreatment episodes in the 15 months following acceptance into the demonstration, as determined by the absence of a confirmed CPS complaint investigation (Category I, II, or III). 
Children in the treatment group will remain safe in their homes 15 months following acceptance into the waiver, as determined by a “safe” or “safe with services” designation on the Safety Re-Assessment. 
The risk of future maltreatment for children in the treatment group will be reduced to low or moderate and will not elevate in the 15 months following acceptance into the waiver, as determined by the Structured Decision Making (SDM) Risk Re-Assessment. 
Parents and or caregivers in the treatment group will make positive changes in protective factors. 
Children in the treatment group will demonstrate improved wellbeing. 
Children in the treatment group will remain in their homes throughout waiver intervention and 15 months following acceptance into the waiver, as determined by the absence of a court-order authorizing the children to be taken into protective custody. 
The number and percent of children in the treatment group who do not experience subsequent maltreatment episodes at the 12th and 24th month following random assignment will increase as compared to the number and percent in the control group. These intervals follow the federal benchmarks for measuring safety and permanency. 
The number and percent of children in the treatment group who remain in their homes at the 12th and 24th month following random assignment will increase as compared to children in control families. 
[bookmark: _Toc529529615]8.1.3	Sample
Sample Size. The selection probabilities for the treatment and control groups were initially set to achieve the desired target of 2,250 families (750 control group cases and 1,500 treatment group cases), and to keep the number of Category IV cases at about 10 percent of the total number of cases assigned to treatment or control. The selection rates were adjusted during the course of the demonstration as it became clear that too few cases were being assigned to the treatment and control groups. For example, in 2016, percentages of eligible Category II cases were increased significantly for each demonstration site and the number of Category IV cases assigned to the control and treatment groups was increased for Macomb County; in 2017, all agencies again increased the number of cases assigned to treatment and control conditions to reach the desired target for the demonstration. 
For the evaluation, a total of 1,583 families have been assigned to the demonstration: 588 families assigned to the control group and 995 families assigned to the treatment group. The overall number of randomly assigned families was significantly lower than the planned sample size for the demonstration (2,250). Also, the proportion of Category IV cases out of all treatment and control cases is approximately 16 percent rather than the planned 10 percent. The original planned analysis anticipated 2,250 cases, with a T:C ratio of 2:1. The final sample file included only 1,584 cases, with a T:C ratio closer to 1.7:1.
Based on the final sample file, the original power analysis was recalculated to take into account the lower than expected sample size and the change in the proportion of cases that were assigned to treatment versus control (T:C ratio). However, the change is not thought to have an effect on the administrative outcomes analysis. A complete review of the Sample and power analysis is provided in Section 6.2.5 of the report. 
[bookmark: _Toc529529616]8.1.4 Data Sources and Data Collection
The evaluation team received and reviewed the administrative data provided by MDHHS for the analysis, covering the period from August 1, 2013 to May 15, 2018. The team requested the administrative records for all Category II and Category IV cases that were associated with the three waiver counties (Kalamazoo, Macomb, and Muskegon). Outcomes for this section were measured at the family level (i.e., case level); values and percentages reflected in the following tables and figures reflect this level of observation. 
8.1.4.1 Population Demographic Characteristics
A total of 1,406 families were included for analysis. 177 cases were excluded due to being ineligible for treatment, being improperly assigned,[footnoteRef:6] or not referred to receive services. Treatment and control group totals for each county are reflected in Table 8-1. [6:  The case was served across both groups (crossover), or received the opposite treatment than what was assigned (N=12)
] 

[bookmark: _Toc529529617]Table 8-1. Group Sizes by County Site and Category
	County
	Category
	Control
	Treatment
	Total

	Kalamazoo
	II
	198
	274
	

	
	IV
	13
	14
	499

	Macomb
	II
	125
	249
	

	
	IV
	66
	61
	501

	Muskegon
	II
	167
	213
	

	
	IV
	12
	14
	406

	Total
	
	581
	825
	1,406


Table 8-2 provides the demographics of the sample. 
[bookmark: _Toc529529618]Table 8-2. Sample Demographics
	Group
	Variable
	Level
	Control
	Treatment

	Children
	Gender
	Female
	49% (553)
	48% (780)

	
	
	Male
	51% (579)
	52% (849)

	
	
	Missing
	1% (6)
	1% (11)

	
	Race
	American Indian/Alaska Native
	0% (0)
	1% (12)

	
	
	Asian
	0% (0)
	1% (11)

	
	
	Black/African American
	32% (366)
	30% (486)

	
	
	White
	40% (453)
	43% (702)

	
	
	Missing
	28% (319)
	26% (429)

	
	Age
	Mean [SD]
	5.5 [4.4]
	5.6 [4.5]

	Adults
	Gender
	Female
	46% (753)
	44% (1105)

	
	
	Male
	47% (763)
	47% (1163)

	
	
	Missing
	7% (111)
	9% (220)

	
	Race
	American Indian/Alaska Native
	0% (8)
	1% (19)

	
	
	Native Hawaiian/Other Pacific Islander
	0% (0)
	0% (0)

	
	
	Asian
	0% (2)
	0% (11)

	
	
	Black/African American
	23% (382)
	23% (576)

	
	
	White
	39% (632)
	40% (988)

	
	
	Missing
	37% (603)
	36% (894)

	
	Age
	Mean [SD]
	33.2 [10.6]
	34.3 [11]


[bookmark: _Toc529529619]8.1.5	Data Analysis
Analyses focused on the two primary outcome areas related to child safety: removal to foster care (measured using the subsequent placement of the child in foster care; and maltreatment recurrence (measured using substantiated reports of abuse or neglect following enrollment). Additionally, the overall prevalence and timing of these events is examined for the two study groups (treatment and control), as well as within each demonstration county and by the initial Category disposition, when appropriate. Separate tables are presented to examine if and how risk-levels change for families in each group upon re-assessment. Lastly, sub-group analyses using families from the treatment group are presented to determine if baseline survey responses (i.e. the Protective Factors Survey, and Family Psychosocial Survey) from these families are related to subsequent administrative outcomes. 
Throughout the section, test statistics are reported when appropriate to summarize group differences and determine whether given differences are statistically significant. Results from these tests are presented as recommended by the APA, in which the test statistic, degrees of freedom, and associated p-value are reported. For the analyses presented, chi-square (Χ2) tests are used to determine if group differences in frequencies/counts are greater than would be expected by chance, and t-tests (t) are used to determine if group averages are greater than would be expected by chance. Statistical significance is assessed on whether a given test statistic’s associated p-value (p) is at-or-below the commonly used value of 0.05. The p-value of a given test is the probability of encountering a given test-statistic, assuming the null hypothesis (i.e. that there is no difference between groups) is true. 
Removal from the Biological Family Home. One of the primary objectives of the waiver demonstration is to prevent the use of foster care placement associated with Category II and Category IV cases. In the following tables, removal is assessed for each group at 12 and 24 months, as well whether a family ever experienced a removal (i.e. removal at any point after random assignment). For each case (family), timing is based on the first recorded removal for any child associated with the family. Thus, if a family had multiple children removed, their timing and status is only assessed once.
Overall, the treatment group appeared to have a higher rate of removals (18 percent vs. 15 percent, see the 6th column in Table 8-3), but this difference is not statistically significant (Χ2 (df = 1) = 1.95, p = 0.16). Differences between the treatment and control groups in Kalamazoo and Muskegon were small and did not reach statistical significance (p’s > 0.05). However, the treatment group in Macomb County experienced removals nearly twice as frequently as the control group. These differences were marginally significant in Macomb for the whole sample overall (Χ2 (df = 1) = 3.97, p = 0.05), and marginally significant when comparing only Category II cases (Χ2 (df = 1) = 3.65, p = 0.06; see Table 8-4). No statistically significant differences were observed for Category IV families overall, or within individual county sites (all p values were far above 0.05). To summarize, the results for the sample overall indicate that families in the treatment group did not experience removals at a rate higher than what could be assumed by chance. However, there is some evidence that Macomb County families in the treatment group were more likely to experience a removal following random assignment, although these findings are not conclusive statistically. 
Macomb’s overall difference in the percentage of treatment families experiencing removal could be explained by decisions made in the first 12 months following random assignment. Treatment group families in Macomb County were more likely to be removed within the first 12 months (Χ2 (df = 1) = 5.59, p = 0.02; see Table 8-3). This pattern was also observed when comparing only Category II cases (Χ2 (df = 1) = 6.39, p = 0.01; see Table 8-4). Tests applied to the other county sites and to the overall sample did not show the same association (all p’s > 0.05). Overall, and across county demonstration sites and disposition categories, both the treatment group and control group experienced roughly the same percentage of cases experiencing removals between 13-24 months. 


[bookmark: _Toc529529620]Table 8-3. Foster Care Removal for All Cases
	County
	Group
	Total N
	Removed by 12mo.
	Removed by 24mo.
	Removed Ever

	Overall
	Control
	581
	10% (56)
	3% (17)
	15% (85)

	
	Treatment
	825
	13% (105)
	3% (25)
	18% (145)

	Kalamazoo
	Control
	211
	15% (31)
	4% (8)
	20% (43)

	
	Treatment
	288
	15% (43)
	4% (11)
	19% (56)

	Macomb
	Control
	191
	5% (9)
	2% (4)
	9% (17)

	
	Treatment
	310
	11% (35)
	2% (6)
	15% (48)

	Muskegon
	Control
	179
	9% (16)
	3% (5)
	14% (25)

	
	Treatment
	227
	12% (27)
	4% (8)
	18% (41)


[bookmark: _Toc529529621]Table 8-4. Foster Care Removal for Category II Cases
	County
	Group
	Total N
	Removed by 12mo.
	Removed by 24mo.
	Removed Ever

	Overall
	Control
	490
	11% (52)
	3% (15)
	16% (77)

	
	Treatment
	736
	14% (103)
	3% (22)
	19% (139)

	Kalamazoo
	Control
	198
	16% (31)
	4% (7)
	21% (42)

	
	Treatment
	274
	15% (42)
	4% (11)
	20% (55)

	Macomb
	Control
	125
	5% (6)
	2% (3)
	10% (12)

	
	Treatment
	249
	14% (35)
	1% (3)
	18% (44)

	Muskegon
	Control
	167
	9% (15)
	3% (5)
	14% (23)

	
	Treatment
	213
	12% (26)
	4% (8)
	19% (40)


Risk of removal was markedly lower for Category IV cases (see Table 8-5). Under 10 percent of Category IV families in both the treatment and control groups experienced a removal following enrollment. No differences were observed between the treatment and control groups, both overall (p = 0.81) and within each county (all p’s > 0.05).
[bookmark: _Toc529529622]Table 8-5. Foster Care Removal for Category IV Cases
	County
	Group
	Total N
	Removed by 12mo.
	Removed by 24mo.
	Removed Ever

	Overall
	Control
	91
	4% (4)
	2% (2)
	9% (8)

	
	Treatment
	89
	2% (2)
	3% (3)
	7% (6)

	Kalamazoo
	Control
	13
	0% (0)
	8% (1)
	8% (1)




	
	Treatment
	14
	7% (1)
	0% (0)
	7% (1)

	Macomb
	Control
	66
	5% (3)
	2% (1)
	8% (5)

	
	Treatment
	61
	0% (0)
	5% (3)
	7% (4)

	Muskegon
	Control
	12
	8% (1)
	0% (0)
	17% (2)

	
	Treatment
	14
	7% (1)
	0% (0)
	7% (1)


As stated, a primary objective of the waiver demonstration is to prevent the use of foster care placement associated with Category II and Category IV cases. This outcome was previously explored for all families associated with the wavier demonstration. In the following tables the outcomes for a subgroup of families are explored, to better understand if placement and subsequent reports of maltreatment are associated with a particular dose of the treatment services. That is, if families receive the full 15 months (full dose), will they achieve better outcomes compared to families that receive less than 15 months of services. Table 8-6 compares control group families vs. full dose families (i.e. families that closed only after 15 months of services), vs. less than full dose families (i.e. families that closed out of services in less than 15 months). It is important to note that the families that closed were dropped because their child was placed in a substitute care setting. Overall, it appears that families completing the full treatment (6 percent rate of removal) and families completing partial treatment (8 percent rate of removal) were less likely to experience a child removal as compared with families in the control group (15 percent). There exists some variation between the counties. It is important to note however that the control group could not be adjusted in a similar manner applied to the less than full dose group. The evaluation team was not able to identify which families in the control group discontinued services as usual because of a child removal. This may impact the interpretation of results.
[bookmark: _Toc529529623]Table 8-6. Subgroup Analysis for Foster Care Removal
	County
	Group
	Total N
	Removed

	Overall
	Control
	581
	15% (85)

	
	Completed
	316
	6% (20)

	
	Closed Early
	353
	8% (30)

	Kalamazoo
	Control
	211
	20% (43)

	
	Completed
	121
	7% (8)

	
	Closed Early
	89
	8% (7)




	Macomb
	Control
	191
	9% (17)

	
	Completed
	104
	3% (3)

	
	Closed Early
	161
	9% (15)

	Muskegon
	Control
	179
	14% (25)

	
	Completed
	91
	10% (9)

	
	Closed Early
	103
	8% (8)


Turning to the timing of removals, Table 8-7 presents data on the timing of the first recorded child removal from the home, from the date of random assignment. As with Tables 8-6, removal status and timing are assessed for each family only once. For the families that are associated with at least one removal, group averages are presented for the number of days between random assignment and the family’s first recorded removal date. Similar themes concerning overall incidence of removal can be found in findings concerning their timing. Overall, while the treatment group experienced removals more quickly compared to the control group on average, these differences were not statistically significant (overall or within each disposition category; p’s = 0.35, 0.59, and 0.54, respectively). However, some differences were observed across each county site. For example, treatment group families in Muskegon County showed longer times before removal compared to control families, but these differences were small and not statistically significant. Alternately, treatment group families in Macomb had a smaller average number of days to their first removal, however, t-tests performed on this difference were only marginally significant (p = 0.06, overall; p = 0.08, Category II cases). 
[bookmark: _Toc529529624]Table 8-7. Average Time to First Recorded Removal (Days)
	Category
	County
	Control
	Treatment
	t
	df
	p

	All Cases
II and IV
	Overall
	332
	290
	0.94
	180.27
	0.350

	
	Kalamazoo
	264
	247
	0.31
	86.42
	0.760

	
	Macomb
	496
	291
	1.96
	26.36
	0.061

	
	Muskegon
	338
	350
	-0.13
	58.62
	0.895

	Cat II
	Overall
	308
	284
	0.54
	170.21
	0.592

	
	Kalamazoo
	257
	250
	0.12
	84.71
	0.903

	
	Macomb
	487
	259
	1.84
	16.18
	0.084

	
	Muskegon
	308
	358
	-0.61
	59.42
	0.544


To further explore possible differences in the timing of removal, Figure 8-1 displays the cumulative incidences of removal for families in the treatment and control groups, overall and within each county site. As is commonly done in clinical studies tracking patient survival/mortality, cumulative incidence is measured using a Kaplan-Meier estimator. One of the benefits of this analysis is that it helps account for the fact that families/cases are observed over differing amounts of time, depending on when they were enrolled. 
Each demonstration group is presented as a colored line, with time (in years) expressed along the x-axis of the plots. As a group encounters incidence of removal, the line’s path rises horizontally in steps. As part of calculating each curve’s shape, the proportion of families estimated to have experienced the outcome at a given time point is adjusted based on the number of families at risk at that time point. This ensures that each case contributes information, regardless of how long it was observed. To aid visual presentation, the Kaplan-Meier estimate is subtracted from 1, in order to display cumulative incidence, i.e., the cumulative proportion of cases that have experienced the outcome of interest (as opposed to the proportion of those that have not experienced the outcome). Each point upon a group’s line reflects the probability of experiencing the outcome, given the amount of time that has passed. Eventually, the estimated probability of experiencing an outcome over time stabilizes, which is reflected graphically as stretches in which the line remains flat. Importantly, given that the lines reflect the cumulative likelihood of the outcome for a group, the lines do not decrease. Lastly, the shaded area of each plot serves as reference the 15-month period under which treatment families are expected to complete services.
Several findings can be observed in Figure 8-1. Overall, the risk of removal during the first few months is relatively equivalent between the treatment and control groups. This can be observed given that the lines for each group are close together over this period, indicating the probability of experiencing a removal in each group increases at roughly the same rate. The groups begin to show differences within approximately 5-6 months after enrollment, and this gap only begins to close around 2.5 years following enrollment. The curves for each group can be compared, testing the assumption that the underlying statistical processes reflected by the curves are the same. Overall, the differences between the treatment and control groups were not greater than what would be expected by chance (Log-rank Χ2 (df = 1) = 1.45, p = 0.23). The same can be said for Kalamazoo County (Log-rank Χ2 (df = 1) = 0.13, p = 0.71), and Muskegon County (Log-rank Χ2 (df = 1) = 0.71, p = 0.40). This indicates that, overall and within Kalamazoo and Muskegon, estimated probabilities of experiencing removal at a given time point were not statistically different across the treatment and control groups. However, statistically significant differences in Macomb County were observed between the treatment and control groups (Log-rank Χ2 (df = 1) = 4.29, p = 0.04). As can be observed in the figure, differences between the 


[bookmark: _Toc529529625]Figure 8-1. Cumulative Incidence of Families Experiencing Removal
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treatment and control groups in Macomb County are established much more quickly than what is observed in the other two sites and remain sizeable over time. It is worth noting that group differences appear in just a few months after enrollment (both overall and within each county site, aside from Kalamazoo County), as opposed to after the 15-month treatment period. 
Subsequent Reports of Maltreatment. A primary objective of all child welfare interventions is to protect children from incidents of abuse and neglect. Each family enrolled in Protect MiFamily is associated with an initial CPS report that brought them to the attention of the department and led to their enrollment in the study. The tables in this section describe details of the maltreatment recurrence assessed for the waiver treatment and control groups at 12 and 24 months, as well as overall (i.e., recurrence at any point after referral to Protect MiFamily). For each case, the recurrence status and timing are based on the first substantiated Child Protective Services investigation maltreatment finding for any child in the family. Thus, if a family had multiple investigations after random assignment into the demonstration, their timing and status is only assessed once.
Table 8-8 presents the maltreatment recurrence status of included families (both category II and IV) overall and by county site. Overall, the treatment group had a higher rate of child maltreatment recurrence (37 percent vs. 31 percent) and this difference is statistically significant (Χ2 (df = 1) = 4.39, p = 0.04). Each county also showed a higher percentage of the treatment group experiencing a maltreatment recurrence, although chi-square tests for Kalamazoo County and Muskegon County were not significant (all p’s > 0.05). Macomb County was the exception, showing the largest difference between treatment and control groups (Treatment: 30 percent vs. Control: 20 percent); this difference was statistically significant (Χ2 (df = 1) = 4.68, p = 0.03).
Counties showed varying patterns in the timing of recurrence. In Kalamazoo County, 25 percent of treatment group families experienced recurrence within the first 12 months after referral, and an additional 11 percent of the treatment group families experienced recurrence within 24 months. This is compared to 16 percent and 15 percent for control group families in Kalamazoo County. The gap between the treatment and control group families in Muskegon is also seen within the first 12 months (19 percent vs. 13 percent), then remains stable (9 percent vs. 9 percent at 24 months, with the final difference standing at 34 percent and 40 percent). Similar to the removal outcome, Macomb County’s treatment group families consistently recorded a higher percentage of maltreatment recurrence than the control group (13 percent vs. 19 percent) in the first 12 months, and final results show an overall difference in Macomb of 34 percent vs. 40 percent between the treatment and control groups. 
[bookmark: _Toc529529626]Table 8-8. Subsequent Recurrence of Child Maltreatment, All Cases
	County
	Group
	Total N
	Recurrence by 12mo.
	Recurrence by 24mo.
	Recurrence Ever

	Overall
	Control
	581
	14% (79)
	10% (56)
	31% (180)

	
	Treatment
	825
	21% (170)
	9% (73)
	37% (307)

	Kalamazoo
	Control
	211
	16% (34)
	15% (31)
	39% (82)

	
	Treatment
	288
	25% (72)
	11% (31)
	43% (125)

	Macomb
	Control
	191
	11% (21)
	4% (8)
	20% (38)

	
	Treatment
	310
	18% (55)
	7% (22)
	30% (92)

	Muskegon
	Control
	179
	13% (24)
	9% (17)
	34% (60)

	
	Treatment
	227
	19% (43)
	9% (20)
	40% (90)


Table 8-9 and Table 8-10 provide the differences in the rates of subsequent recurrence of child maltreatment overall and over time by initial case category disposition (Category II, Table 8-9 and Category IV Table 8-10) for treatment and control cases by county and overall sites.
[bookmark: _Toc529529627]Table 8-9. Timing of Subsequent Recurrence of Child Maltreatment for Category II Cases
	County
	Group
	Total N
	Recurrence by 12mo.
	Recurrence by 24mo.
	Recurrence Ever

	Overall
	Control
	490
	14% (68)
	10% (51)
	33% (160)

	
	Treatment
	736
	20% (144)
	9% (69)
	37% (274)

	Kalamazoo
	Control
	198
	15% (30)
	15% (30)
	39% (77)

	
	Treatment
	274
	24% (65)
	11% (30)
	43% (117)

	Macomb
	Control
	125
	12% (15)
	4% (5)
	21% (26)

	
	Treatment
	249
	16% (39)
	8% (19)
	29% (72)

	Muskegon
	Control
	167
	14% (23)
	10% (16)
	34% (57)

	
	Treatment
	213
	19% (40)
	9% (20)
	40% (85)



[bookmark: _Toc529529628]Table 8-10. Timing of Subsequent Recurrence of Child Maltreatment for Category IV Cases
	County
	Group
	Total N
	Recurrence by 12mo.
	Recurrence by 24mo.
	Recurrence Ever

	Overall
	Control
	91
	12% (11)
	5% (5)
	22% (20)

	
	Treatment
	89
	29% (26)
	4% (4)
	37% (33)

	Kalamazoo
	Control
	13
	31% (4)
	8% (1)
	38% (5)

	
	Treatment
	14
	50% (7)
	7% (1)
	57% (8)

	Macomb
	Control
	66
	9% (6)
	5% (3)
	18% (12)

	
	Treatment
	61
	26% (16)
	5% (3)
	33% (20)

	Muskegon
	Control
	12
	8% (1)
	8% (1)
	25% (3)

	
	Treatment
	14
	21% (3)
	0% (0)
	36% (5)



Similar to removal, Table 8-11 explores outcomes for a subgroup of families, to better understand if subsequent reports of child maltreatment are associated with a particular dose of the treatment services. These analyses mirror the subgroup analyses associated with removals. Overall, it appears that families completing the full treatment (41 percent) experienced higher risk of subsequent reports child maltreatment as compared with the families completing partial treatment (31 percent) and families in the control group (31 percent). There exists some variation between the counties, but the patterns are consistent. There is no data that can specifically help to explain why this pattern emerges. 
[bookmark: _Toc529529629]Table 8-11. Subgroup Analysis, Maltreatment Recurrence
	County
	Group
	Total N
	Recurrence

	Overall
	Control
	581
	31% (180)

	
	Completed
	316
	41% (131)

	
	Closed Early
	353
	31% (108)

	Kalamazoo
	Control
	211
	39% (82)

	
	Completed
	121
	48% (58)

	
	Closed Early
	89
	34% (30)

	Macomb
	Control
	191
	20% (38)

	
	Completed
	104
	34% (35)

	
	Closed Early
	161
	29% (46)

	Muskegon
	Control
	179
	34% (60)

	
	Completed
	91
	42% (38)

	
	Closed Early
	103
	31% (32)


Overall, families in the treatment group experienced recurrence more quickly (434 days vs. 492 days), however this difference was not statistically significant (see Table 8-12). T-tests performed on each county separately also showed no statistically significant differences in how quickly recurrence occurred between the treatment and control group families.


[bookmark: _Toc529529630]Table 8-12. Average Time to First Recorded Maltreatment Recurrence (Days)
	Category
	County
	Control
	Treatment
	t
	df
	p

	All Cases
	Overall
	492
	434
	1.68
	391.90
	0.095

	
	Kalamazoo
	474
	408
	1.33
	189.15
	0.185

	
	Macomb
	478
	391
	1.16
	63.85
	0.250

	
	Muskegon
	527
	514
	0.19
	130.18
	0.848

	Cat II
	Overall
	503
	453
	1.35
	354.65
	0.177

	
	Kalamazoo
	492
	424
	1.31
	178.81
	0.193

	
	Macomb
	491
	431
	0.63
	41.48
	0.533

	
	Muskegon
	523
	509
	0.20
	124.92
	0.842

	IV
	Overall
	410
	279
	1.29
	32.17
	0.208

	
	Kalamazoo
	199
	170
	0.32
	7.20
	0.760

	
	Macomb
	450
	245
	1.79
	15.34
	0.094

	
	Muskegon
	603
	590
	0.03
	3.56
	0.980


Figure 8-2 displays the cumulative incidences of recurrence for families in the treatment and control groups, overall and for each county demonstration site. As with Figure 8-1, the colored lines reflect the treatment and control groups, and the probability of experiencing recurrence given an amount of time from onset (enrollment, or random assignment into the study). As previously discussed in relation to Figure 8-1, probability is calculated using a Kaplan-Meier estimate subtracted from 1 (to display cumulative incidence, as opposed to survival). As with the findings concerning foster care removal, differences between the treatment and control groups appear to be established within the first six months following enrollment (random assignment). However, both demonstration groups appear to converge over the life of the study, indicating that risk for maltreatment recurrence between the groups appear to roughly balance over time. Overall, the statistical differences between the treatment and control groups’ curves were marginally significant (Log-rank Χ2 (df = 1) = 3.22, p = 0.07). As can be seen in their respective panels, differences between the demonstration groups in Kalamazoo County (Log-rank Χ2 (df = 1) = 0.53, p = 0.46) and Muskegon County (Log-rank Χ2 (df = 1) = 0.25, p = 0.62) were not significant. However, differences between the treatment and control groups in Macomb County were significant (Log-rank Χ2 (df = 1) = 5.11, p = 0.02).


[bookmark: _Toc529529631]Figure 8-2. Cumulative Incidence of Families Experiencing Maltreatment Recurrence
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Risk Assessments
The risk assessment tool is meant to facilitate structured decision making (SDM) with regards to case practice. The instrument consists of 22 items, and its scoring assigns one of four categories to summarize risk: Low, Moderate, High, and Intensive. All Category II and Category IV families with an initial risk assessment of high or intensive risk were eligible to be randomly assigned to the Protect MiFamily program. MDHHS policy requires that families be re-assessed for risk every 90 days, as long as the case remains open. The following tables compare the initial risk levels to the most recently completed re-assessment for each family. 
Table 8-13 presents data on risk re-assessments for abuse and neglect for the treatment and control group. This analysis excludes 130 cases that were missing an initial risk assessment level (63 control, 67 treatment; approximately 89 percent of the sample had a valid entry and were included). The vast majority of families show a lower risk level upon their most recent re-assessment. 
A total of 84 percent of families, in both the control and treatment groups, rated as high risk initially were re-assessed at a lower level -- either low or moderate risk (60 percent and 24 percent respectively). 78 percent of families in the control group initially rated as Intensive risk were re-assessed at either Low or Moderate (40 percent & 38 percent respectively), compared to 74 percent of Intensive families in the treatment group (40 percent low and 34 percent moderate). Differences between treatment and control group families initially assessed as High risk were not statistically significant (Χ2 (df = 1) = 0.003, p = 0.95). Differences between treatment and control families initially assessed as Intensive risk were not statistically significant (Χ2 (df = 1) = 0.23, p = 0.63).
[bookmark: _Toc529529632]Table 8-13. Initial Risk Level by Most Recent Re-Assessment Level for All Sites
	Group
	Initial Risk Level
	Low
	Moderate
	High
	Intensive

	Control
	High
	60% (222)
	24% (89)
	7% (27)
	9% (34)

	
	Intensive
	40% (22)
	38% (21)
	9% (5)
	13% (7)

	Treatment
	High
	55% (310)
	29% (167)
	7% (41)
	9% (50)

	
	Intensive
	40% (40)
	34% (34)
	10% (10)
	17% (17)


Table 8-14 below provides the data on the changes in risk re-assessment levels for treatment and control by the three county demonstration sites. 
Table 8-14. Initial Risk Level by Most Recent Re-Assessment Level, by County
	County
	Group
	Initial Risk Level
	Low
	Moderate
	High
	Intensive

	Kalamazoo
	Control
	High
	59% (87)
	22% (32)
	9% (13)
	11% (16)

	
	
	Intensive
	48% (10)
	29% (6)
	14% (3)
	10% (2)

	
	Treatment
	High
	55% (116)
	30% (63)
	9% (18)
	8% (16)

	
	
	Intensive
	38% (11)
	31% (9)
	14% (4)
	17% (5)

	Macomb
	Control
	High
	61% (54)
	23% (20)
	7% (6)
	9% (8)

	
	
	Intensive
	61% (11)
	27.8% (5)
	0% (0)
	11% (2)

	
	Treatment
	High
	50% (93)
	33% (61)
	7% (13)
	10% (18)

	
	
	Intensive
	44% (18)
	29% (12)
	7% (3)
	20% (8)

	Muskegon
	Control
	High
	60% (81)
	27% (37)
	6% (8)
	7% (10)

	
	
	Intensive
	6% (1)
	63% (10)
	13% (2)
	19% (3)

	
	Treatment
	High
	59% (101)
	25% (43)
	6% (10)
	9% (16)

	
	
	Intensive
	36% (11)
	42% (13)
	10% (3)
	13% (4)


Exploring Protective Factors and Family Psychosocial Survey Items with Outcomes. The following section examines whether family level protective factors and psychosocial indicators of risk, are associated with family safety outcomes. As part of enrollment in the Protect MiFamily program, families in the treatment group completed several screenings and surveys within the first month of being referred to the program. Among these are the Protective Factors Survey (PFS), and the Family Psychosocial Survey (FPS). Items in these surveys are completed by caregivers and cover several domains that could relate to future risk. All of the survey data used for the following analyses reflect baseline (initial) responses from families in the treatment group. It is important to note that control families are not reflected in the following analyses because the screenings and surveys were not conducted with control group families. Therefore, any associations reported could be conditional on having received services from the Protect MiFamily program.
The Protective Factors Survey is summarized through four sub-scales: Family Functioning/ Resiliency (M: 5.21, SD: 1.29), Social Support (M: 5.65, SD: 1.41), Concrete Support (M: 5.52, SD: 1.54), and Nurturing and Attachment (M: 6.45, SD: 0.75). Parents were asked questions in each of these subscales using a 7-point Likert Scale. The Family Psychosocial Survey is a set of five yes/no items that indicate whether 1) caretaker(s) indicated that they had a history of depression, 2) a history of Drug/Alcohol Abuse, 3) had been a victim or perpetrator of Domestic Violence, 4) had been a victim of Abuse/Neglect as a child, and 5) whether they were able to identify a key support person for themselves or their family.
This analysis examines the data of 781 treatment group families who completed both the FPS and initial PFS surveys (i.e., 92 percent of the treatment group; families that didn’t complete either of the instruments were excluded). Proportions from each county are as follows: Kalamazoo 274 (35 percent), Macomb 289 (37 percent), Muskegon 218 (28 percent). Binary logistic regression analyses were conducted for both the removal and the recurrence safety outcomes (families were assigned a 1 if they experienced the outcome at any point following their referral to the Protect MiFamily program and 0 otherwise). Regression models were fit with the following predictors:
4 PFS sub-scale scores (Family functioning, Social/Emotional Support, Concrete Support, Nurturing, and Attachment)
All 5 FPS items
County (Kalamazoo was used as the reference group)
Category (II was used as the reference group)
Figure 8-3 provides the results of the analysis. Results are presented as Average Marginal Effects (AME), which reflect the average change in an outcome’s predicted probability based on an increase/decrease of a predictor’s value. Displayed, are the estimated AMEs (dots) with 95 percent Confidence Intervals (lines on either side of the dot) for both outcomes. Dots and confidence intervals that are centered very close to zero in the graphic indicate that the predictor variable is unrelated to a negative safety outcome. The figure shows that few variables were associated with meaningful changes in the probability of maltreatment recurrence. Estimates for each of the PFS subscales were centered very close to 0, indicating that these predictors appear unrelated to subsequent reports of (substantiated) abuse/neglect. Only one of the FPS items, Domestic Violence, was associated with subsequent maltreatment; the model estimates that endorsement of this variable is associated with a 10 percent increase in the probability of recurrence, after controlling for other variables in the model. Caution should be exercised in the review of this result due to the large width of the confidence interval around the estimate, which indicates that the exact strength of this relationship could be very slight. The other variable of note in the model was that being served in Macomb County is associated with a roughly 15 percent decrease in the likelihood of maltreatment recurrence. Macomb County showed large differences in recurrence between study groups, but the overall prevalence of this outcome was lower than what was observed in the remaining counties.
Figure 8-3 also provides the regression information on the likelihood of a child’s foster care removal after referral to the Protect MiFamily program. The goal of these analyses was to determine if certain families (based on risk assessment) were more likely to experience a removal or a subsequent report of maltreatment. A similar pattern of results is observed for the removal and safety outcomes. None of the PFS subscales appear to be highly predictive of the likelihood of a child’s subsequent removal, and only one of the FPS items showed a meaningful association with the outcome. Depression was associated with a roughly 7 percent increase in the probability of removal, although as noted in the previous model, the confidence interval around this estimate is very wide (and thus the true association could be much smaller).
[bookmark: _Toc529529633]
Figure 8-3. Risk of Maltreatment Recurrence and Foster Care Removal by Baseline Items on the Family Psychosocial Screening and Protective Factors Survey
 [image: ]
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For descriptive purposes, and given the associations noted in each model, bar charts are presented tabulating the incidence of both outcomes by each of the FPS indicators (see Figure 8-4).
[bookmark: _Toc529529634]Figure 8-4. Risk of Maltreatment Recurrence and Foster Care Removal by Items from the Family Psychosocial Screening (displayed percentages)




[bookmark: _Toc529529635]8.1.6	Discussion
Overall, the Protect MiFamily demonstration did not significantly reduce the risk of foster care placement for young children. Placement rates were quite similar across the control and treatment groups. Overall, families in the treatment group were more likely to experience a subsequent report of child maltreatment (Category I, II or III allegations). This pattern of findings, as it relates to maltreatment recurrence, appears in the overall sample and the county level in subgroup comparisons. It is not clear what to make of these findings. There is nothing in the intervention itself that leads one to believe that the risk of abuse or neglect should increase for treatment group families. The most likely explanation is that additional surveillance increases the probability that maltreatment (or suspected risk of harm) is reported. There is no way to test this hypothesis with the data in hand; the analysis would require data specific to the person reporting the allegation of maltreatment. If surveillance bias is the root cause of increased reports of maltreatment, one could argue that the intervention is successful at keeping children safe. That is, it is possible that incidents of maltreatment went unobserved in the control group (due to less frequent surveillance).
[bookmark: _Toc529529636]8.2	Outcomes: Primary Data
This section provides outcomes information for families and children in the treatment group based on the primary data collected during the Protect MiFamily waiver demonstration evaluation.
[bookmark: _Toc529529637]8.2.1	Data Sources and Data Collection
Below is an overview of the primary data collected on Protect MiFamily treatment cases and information about the timeliness of survey and assessment completions. The data provided represents the cumulative numbers of the assessments, screenings, and surveys administered to or completed by families and children randomly assigned to the treatment group and served by the Protect MiFamily program throughout the demonstration period: August 1, 2013—June 30, 2018.
To begin, Table 8-15 provides a listing of all of the primary data collection instruments—surveys, screenings, and assessments and the timing of their administration according to the Protect MiFamily program model. Please see Section 6.2.7.2, Data Sources, Data Collection Methods and Data Analysis, Outcome Study in the report for a description of each of the instruments.


[bookmark: _Toc529529638]Table 8-15. Protect MiFamily Treatment Group Data Collection
	Assessment/Screening/Survey
	Baseline Collection
	Follow-up Collection
	Data level

	Family Psychosocial Screening (FPS)
	✔
	
	Family

	Protective Factors Survey (PFS)
	✔
	✔
	Family

	Trauma Checklist Screening
	✔
	
	Child

	Devereux Early Childhood Assessment (DECA)
	✔
	✔
	Child



Data Collection Status. Table 8-16 presents the number and proportion of families and children who received the baseline and follow-up surveys and screenings overall, and for each waiver county. The data indicate that the completion rates overall for the baseline surveys and screenings completed are near 90 percent or above. The post-surveys (PFS and DECA) that are completed at the end of Protect MiFamily services to measure pre-post programmatic changes in family protective factors and child well-being are completed at a lower rate, typically in the low-to-mid 40 percent range, although there is some variation across sites. For example, the Protect Factors Survey post-test completion rate was 44 percent overall, but Kalamazoo had a completion rate of 52 percent, Macomb was 39 percent, and Muskegon had a rate of 41 percent.

115

[bookmark: _Toc529529639]Table 8-16. Data Collection Completed for Treatment Families and Children, Baseline and Post-surveys, for all Data Sources, Overall and for Each County Site
	Data Collection Status
	Family Psychosocial Screening
(Baseline)
	Protective Factors Survey
(Pre-survey)
	Protective Factors Survey
(Post-survey)
	Trauma Checklist Screening
(Baseline)
	DECA Survey
(Pre-survey)
	DECA Survey
(Post-survey)

	All Families/Children
	(853 Families)
	(853 Families)
	(765 Families)1
	(1,421 Children)
	(1,421 Children)
	(1,278 Children) 1

	Complete 
	94%
(803)
	92%
(787)
	44%
(335)
	89%
(1,265)
	91%
(1,294)
	41%
(519)

	Not complete
	6%
(50)
	8%
(66)
	56%
(430)
	11%
(156)
	9%
(127)
	59%
(759)

	Kalamazoo County
	(300 Families)
	(300 Families)
	(251 Families)
	(520 Children)
	(520 Children)
	(433 Children)

	Complete
	94%
(283)
	92%
(276)
	52%
(131)
	89%
(462)
	90%
(469)
	49%
(214)

	Not complete
	6%
(17)
	8%
(24)
	48%
(120)
	11%
(58)
	10%
(51)
	51%
(219)

	Macomb County
	(322 Families)
	(322 Families)
	(296 Families)
	(527 Children)
	(527 Children)
	(491 Children)

	Complete
	92%
(296)
	91%
(292)
	39%
(115)
	87%
(460)
	91%
(478)
	33%
(161)

	Not complete
	8%
(26)
	9%
(30)
	61%
(181)
	13%
(67)
	9%
(49)
	67%
(330)

	Muskegon County
	(231 Families)
	(231 Families)
	(218 Families)
	(374 Children)
	(374 Children)
	(354 Children)

	Complete
	97%
(224)
	95%
(219)
	41%
(89)
	92%
(343)
	93%
(347)
	41%
(144)

	Not complete
	3%
(7)
	5%
(12)
	59%
(127)
	8%
(31)
	7%
(27)
	59%
(210)


1 This N represents families referred to Protect MiFamily and who have completed services (or served at least 15 months), or who have had their case closed. Additionally, those families still receiving services are not included in the post-survey calculations.
[image: ]	
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Survey and Screening Completion Targets. Each baseline survey and screening collected during phase one of the Protect MiFamily program has a specified target date for completion that is calculated from the date the family is referred to Protect MiFamily services. These targets are set by MDHHS as part of the program model, to best serve families. Table 8-17 presents the number and percentage of baseline surveys and screenings collected within the target dates (see the column headers for the specific target dates for each survey or screening collected). 
The overall rates for timely completion of baseline surveys/screenings range from 75 percent to 92 percent, and these completion rates have remained stable for the majority of the evaluation period. Therefore, at least 75 percent of families and children receiving Protect MiFamily program services receive the key casework screenings and surveys on-time according to the model. There is variation of the on-time rates among the individual county sites, from a high of 96 percent to a low of 69 percent. Additionally, MDHHS set an on-time completion benchmark for surveys/screenings at 95 percent which has been difficult for the sites to meet throughout the study. The on-time completion rate of the Devereux Early Childhood Assessment, that assesses child well-being in the program, stands out as being completed on-time at a higher rate overall (92 percent) and across the counties, compared to the other surveys. In fact, Muskegon County’s on-time completion rate of the Devereux Early Childhood Assessment at 96 percent is the one example where a site met the MDHHS on-time benchmark of 95 percent.
[bookmark: _Toc529529640]Table 8-17. Primary Data Sources: Timing of Baseline/Pre-Surveys Completed for Protect MiFamily Treatment Group Families or Children Overall, and for Each County Site
	Completed Data
	Family Psychosocial Screening
Within 7 days)
	Protective Factors Survey
(Within 15 days)
	Trauma Checklist Screening
(Within 30 days)
	Devereux Early Childhood Assessment
(Within 30 days)

	Total Completed Surveys
	8001
	7862
	1,265
	1,294

	Completed on time
	75%
(601)
	75%
(586)
	80%
(1,010)
	92%
(1,188)

	Not completed on time
	25%
(199)
	25%
(200)
	20%
(255)
	8%
(106)

	Kalamazoo County
	2811
	2752
	462
	469

	Completed on time
	74%
(208)
	69%
(189)
	74%
(340)
	88%
(412)

	Not completed on time
	26%
(73)
	31%
(86)
	26%
(122)
	12%
(57)

	Macomb County
	296
	292
	460
	478

	Completed on time
	69%
(205)
	72%
(211)
	78%
(360)
	93%
(444)

	Not completed on time
	31%
(91)
	28%
(81)
	22%
(100)
	7%
(34)

	Muskegon County
	2231
	219
	343
	347

	Completed on time
	84%
(188)
	85%
(186)
	90%
(310)
	96%
(332)

	Not completed on time
	16%
(35)
	15%
(33)
	10%
(33)
	4%
(15)


1 The Family Psychosocial Screening completion date on 3 records: 2 in Kalamazoo County and 1 record in Muskegon County indicate that they were completed prior to the Protect MiFamily referral date and therefore are not included in the counts presented in the table.
2 The Protective Factors Survey completion date on 1 record in Kalamazoo County, indicates that it was completed 345 days prior to the Protect MiFamily referral date and therefore was not included in the counts presented in the table.
Follow-up Data Collection Status. The evaluation team examined reasons why data collection of follow-up assessments did not take place. The primary reason why cases did not have follow-up assessments/surveys for the evaluation is because the families left the program prior to completion; as a result, the final Devereux Early Childhood Assessment and Protect Factors Survey assessments could not be completed within the practice model timeframe. Of the families missing post-assessments, 95 percent have missing data because they left the program early.
Table 8-18 provides a combination of both case flow and data collection milestones of the families and children randomly assigned to receive Protect MiFamily services, including if families and children are referred to the program after random assignment, if they completed baseline assessment/surveys, whether they completed the program, and if they completed post-surveys, and if not, why. The data shows that nearly 60 percent of Protect MiFamily treatment group families and children served by the program do not have completed post-surveys. This is an important point because the evaluation team cannot determine the critical outcomes on the protective factors of families and well-being of children missing these post-surveys. The primary reason a family does not have post-survey data is because the case closes prior to completion of services and no data is collected. The evaluation team conducted additional analysis specifically on the families that leave the program early. This information can be found later in this section. 


[bookmark: _Toc529529641]Table 8-18. Case Flow Milestones and Information About Follow-up Data Collection, for all Protect MiFamily Treatment Group Families or Children, and for Each County Site
	Status
	Protective Factors Survey
(Post-test)
	
	DECA Survey
(Post-test)

	All Families/Children
	(853 Families)
	
	(1,421 Children)

	Case referred but closed prior to being served by Protect MiFamily1
	4%
(36)
	
	4%
(57)

	CASES SERVED BY PROTECT MIFAMILY
	817
	
	1,364

	Case has not completed services
	6%
(52)
	
	6%
(86)

	CASES SERVED BY PROTECT MIFAMILY AND CLOSED
	765
	
	1,278

	Post Survey Completed 
	44%
(335)
	
	41%
(519)

	Post Survey Not completed
	56%
(430)
	
	59%
(759)

	 Characteristics of cases with survey not completed:
	430
	
	759

	 Case closed early, did not complete services
	95%
(408)
	
	94%
(710)

	 Case completed services (closed) but no post- survey completed
	5%
(22)
	
	 6%
(49)

	Kalamazoo County
	(300 Families)
	
	(520 Children)

	Case referred but closed prior to being served by Protect MiFamily
	4%
(13)
	
	5%
(22)

	CASES SERVED BY PROTECT MIFAMILY
	287
	
	498

	Case has not completed services
	13%
(36)
	
	24%
(65)

	CASES SERVED BY PROTECT MIFAMILY AND CLOSED
	251
	
	433

	Post Survey Completed 
	52%
(131)
	
	49%
(214)

	Post Survey Not completed
	48%
(120)
	
	51%
(219)

	 Characteristics of cases with survey not completed:
	120
	
	219

	 Case closed early, did not complete services
	95%
(114)
	
	93%
(203)

	 Case completed services (closed) but no post- survey completed
	5%
(7)
	
	7%
(16)

	Macomb County
	(322 Families)
	
	(527 Children)

	Case referred but closed prior to being served by Protect MiFamily
	4%
(17)
	
	5%
(24)

	CASES SERVED BY PROTECT MIFAMILY
	305
	
	503

	Case has not completed services
	3%
(9)
	
	2%
(12)

	CASES SERVED BY PROTECT MIFAMILY AND CLOSED
	296
	
	491

	Post Survey Completed 
	39%
(115)
	
	33%
(161)

	Post Survey Not completed
	61%
(181)
	
	67%
(330)

	 Characteristics of cases with survey not completed:
	181
	
	330

	 Case closed early, did not complete services
	95%
(172)
	
	92%
(305)

	 Case completed services (closed) but no post- survey completed
	5%
(9)
	
	 8%
(25)

	Muskegon County
	(231 Families)
	
	(374 Children)

	Case referred but closed prior to being served by Protect MiFamily
	 3%
(6)
	
	 3%
(11)

	CASES SERVED BY PROTECT MIFAMILY
	225
	
	363

	Case has not completed services
	3%
(7)
	
	2%
(9)

	CASES SERVED BY PROTECT MIFAMILY AND CLOSED
	218
	
	354

	Post Survey Completed 
	41%
(89)
	
	41%
(144)

	Post Survey Not completed
	59%
(129)
	
	59%
(210)

	 Characteristics of cases with survey not completed:
	129
	
	210

	 Case closed early, did not complete services
	95%
(122)
	
	96%
(202)

	 Case completed services (closed) but no post- survey completed
	 5%
(7)
	
	 4%
(8)


1 There are about 150 cases that have been randomly assigned over the demonstration period to receive Protect MiFamily services but were never referred by CPS to the program. These cases are not included in the data presented in this table since they never received program services.


[bookmark: _Toc529529642]8.2.2	Review of Baseline Treatment Group Data
Family Risk. This section of the report presents analyses of data from the Family Psychosocial Screening (FPS) that is administered once to treatment group families only, in Phase 1 of the program and within seven days of the family’s referral to the demonstration. The FPS assesses areas of family risk at the point of entering the Protect MiFamily program. It specifically asks parents about parent depression, parent substance use, parent history of abuse, and parent social supports.
Table 8-19 presents data on the types of risks reported by treatment group families who completed a FPS, overall and for each county site. The data indicate that parental depression is the most frequently identified risk for families (62 percent), followed by parental history of abuse (49 percent), parental substance abuse (44 percent), and domestic abuse (41 percent). Additionally, only one-quarter of caretakers (25 percent) reported having at least two social supports. The proportion of families with these risks has remained stable for most of the demonstration.
The data for the county sites show similar trends, but with some variation. Most notably, Macomb County reports a higher proportion of families with parental history of abuse (63 percent) compared to the other county sites (34 percent and 46 percent). Other site variations include Muskegon County reporting a lower rate of caretaker social supports. About one-half as many caretakers have at least two social supports (16 percent) compared to the other counties (29 percent). The sites also vary in the proportion of families with domestic violence identified in the home, with a lower proportion in Muskegon County (27 percent) compared to both Macomb (47 percent) and Kalamazoo (45 percent) Counties.
[bookmark: _Toc529529643]Table 8-19. Baseline Family Psychosocial Screening Data: For All Protect MiFamily Treatment Group Families with a Completed Screening, Overall and for Each County1
	Percentage of Families Positive for the Risk Indicator
	All Families
(N=803)
	
Kalamazoo
(N=283)
	
Macomb
(N=296)
	
Muskegon
(N=224)

	Parental depression identified
	62%
(501)
	63%
(178)
	66%
(194)
	58%
(129)

	Caregiver identified as having been abused/neglected as a child
	49%
(394)
	46%
(131)
	63%
(187)
	34%
(76)

	Substance abuse identified
	44%
(354)
	47%
(132)
	44%
(129)
	42%
(93)

	Domestic abuse identified
	41%
(329)
	45%
(128)
	47%
(139)
	28%
(62)

	Caretaker identified at least two social supports
	25%
(204)
	29%
(81)
	29%
(86)
	17%
(37)


1 Total family N = 853; 50 families do not have a completed Family Psychosocial Screening.
Table 8-20 presents an aggregated count of the number of overall risks reported for all Protect MiFamily treatment group families with a completed Family Psychosocial Screening. The data indicate that 70 percent of the families had two or more risks identified by the screening, while much smaller proportions of families were identified as having only one risk (20 percent) or no risks (10 percent). These findings held for both Category II and Category IV cases and also have remained stable for most of the demonstration period.
[bookmark: _Toc529529644]Table 8-20. Baseline Family Psychosocial Screening Data: The Number of Risks Reported Per Family for All Protect MiFamily Treatment Group Families with a Completed Screening
	Percentage of Families with Reported Risk Indicators
	
All Families
(803)1
	Category II
Families
(718)
	Category IV
Families
(85)

	Families with no risk identified on the FPS
	10%
(82)
	10%
(75)
	8%
(7)

	Families with one risk indicator identified on the FPS
	20%
(162)
	20%
(144)
	21%
(18)

	Families with two or more risks identified on the FPS
	70%
(559)
	70%
(499)
	71%
(60)


1 Total family N = 853; 50 families do not have a completed Family Psychosocial Screening.
Family Protective Factors. The Protective Factors Survey (PFS) assesses multiple family protective factors against child abuse and neglect. Developed by the Institute for Educational Research and Public Service at the University of Kansas, the instrument measures family-level protective factors using a 7-point Likert Scale with scores ranging from 1 – 7. Based on the questions, the responses were either strongly disagree, mostly disagree, somewhat disagree, neutral, somewhat agree, mostly agree, strongly agree; or never, very rarely, rarely, about ½ the time, frequently, very frequently, and always. Parents responded to questions in five subscale areas: (1) Family Functioning/Resilience, (2) Social Emotional Support, (3) Concrete Support, (4) Nurturing and Attachment, and (5) Knowledge of Parenting/Child Development (see Appendix B).[footnoteRef:7] Table 8-21 presents baseline data for the treatment group families with a completed PFS survey. For the evaluation, the Protect Factors Survey was conducted twice -- at baseline and again after families had completed the Protect MiFamily program – to determine pre-post protective factor outcomes. Outcomes for families are presented later in section 8.2.3. The baseline data presented here is to provide an understanding of pre-service protect factors for treatment group families. [7:  The Protective Factors Survey is included in Appendix B. For a discussion of the instruments used to validate the PFS and the Psychometric Properties of the PFS, see A Guide to Administering the Protective Factors Survey available through the Friends National Resource Center for Community Based Child Abuse Prevent website at http://friendsnrc.org/protective-factors-survey.] 

Baseline (pre-survey) mean scores on each subscale area of the Protect Factors Survey are provided in the table below, for all sites (N=784) and for each of the counties. Overall, mean scores across the subscales tended to be in the 5-6-point range (slightly/mostly agree or frequently/very frequently), which indicates a positive response. The low mean score of 5.2 was for the subscale on Family Functioning and in Knowledge of Parenting item 14 which deals with child misbehavior making the parent upset. The high mean score of 6.5 was reported in the Nurturing and Attachment items and Knowledge of Parenting item 16 which deals with losing control when disciplining the child.
[bookmark: _Toc529529645]Table 8-21. Baseline Protect Factors Survey Subscale Mean Scores for Treatment Group Children (ages 0-5), Overall and for Each County
	Protect Factors Survey Subscales 
	
All Sites
(784)1
	
Kalamazoo
(273)
	
Macomb
(289)
	
Muskegon
(222)

	Family Functioning
	5.2
	5.2
	5.1
	5.4

	Social/Emotional Support
	5.7
	5.5
	5.7
	5.8

	Concrete Support
	5.5
	5.5
	5.4
	5.7

	Nurturing and Attachment
	6.5
	6.3
	6.4
	6.7

	Knowledge of Parenting Item 12 (Parent knowledge) 
	5.3
	5.3
	5.0
	5.6

	Knowledge of Parenting Item 13 (Help child learn)
	5.9
	5.9
	5.7
	6.3

	Knowledge of Parenting Item 14 (Child behavior)
	5.2
	5.1
	5.1
	5.5

	Knowledge of Parenting Item 15 (Parent praise)
	6.4
	6.3
	6.4
	6.5

	Knowledge of Parenting Item 16 (Appropriate discipline)
	6.5
	6.5
	6.5
	6.6


1 Ns vary slightly from the data collection table due to completed surveys that had missing items and as a result subscale scores were not able to be calculated.
Child Trauma. The Trauma Checklist Screening was completed by the private agency worker for each child age 0-5 in a treatment group family, within 30 days of referral to Protect MiFamily services. The Checklist assesses four areas of child trauma: (1) known or suspected trauma; and (2) trauma concerns that may indicate a history of trauma, including (a) child behavior that may indicate a history of trauma, (b) child emotion or mood that may indicate a history of trauma, and (c) child relational/attachment difficulties that may indicate a history of trauma.
Table 8-22 presents data for all Protect MiFamily treatment group children ages 0-5 who have a completed Trauma Checklist Screening. The primary finding from a review of the baseline child trauma data is that overall, 77 percent of children are screened by Protect MiFamily private agency workers as having known or suspected trauma exposure. This is not unexpected given that the majority of cases are Category II and have a finding of child abuse or neglect. Workers review a list of child behavioral attributes on the Checklist to determine specific trauma concerns that may indicate a history of child trauma. Overall, workers reported the trauma concerns at lower rates compared to the reports of known or suspected trauma. Workers reported 39 percent of the children as having behavior concerns; 15 percent of children as having emotion/mood concerns, and 21 percent of the children as having relational/attachment difficulties. 
The data for each site show similar trends with a few exceptions. Compared to the other sites, Macomb workers indicated a lower proportion of known or suspected child trauma exposure for children 0-5 years in the program (55 percent), compared to Kalamazoo (83 percent) and Muskegon (74 percent), and Muskegon workers indicated a higher rate of concerns for children’s behavior (46 percent) compared to Kalamazoo (37 percent) and Macomb (37 percent). There is no other data to support why the Macomb proportion of children reported with known or suspected trauma is lower. For sustainability, MDHHS may want to consider some ongoing training for private agency workers newly entering the program, and reliability testing among workers completing the forms, to ensure workers are understanding and using the instructions and forms similarly across counties providing services.
[bookmark: _Toc529529646]Table 8-22. Baseline Trauma Checklist Data for Treatment Group Children (ages 0-5), Overall and for each County
	Frequencies of Child Trauma Indicators
	
All Sites
(1,265)
	
Kalamazoo
(462)
	
Macomb
(460)
	
Muskegon
(343)

	Worker identified known or suspected trauma exposure
	77%
(891)
	83%
(385)
	55%
(252)
	74%
(254)

	Worker identified concerns for child’s behaviors
	39%
(496)
	37%
(169)
	37%
(168)
	46%
(159)

	Worker identified concerns for child’s emotions or moods
	15%
(195)
	15%
(67)
	15%
(66)
	18%
(62)

	Worker identified concerns for child’s relational/attachment difficulties
	21%
(271)
	21%
(95)
	22%
(99)
	22%
(77)



Table 8-23 presents demographic data on the treatment group children with a completed Trauma Screening Checklist. The evaluation team examined trauma characteristics by child age and child gender to provide a better understanding of the trauma that Protect MiFamily private agency workers are initially seeing in the high-risk children entering the program.
[bookmark: _Toc529529647]Table 8-23. Protect MiFamily Treatment Group Children’s Baseline Trauma Characteristics, by Child Age and Child Gender
	Child Characteristics
	Worker identified known or suspected trauma exposure
	Worker identified concerns for child’s behaviors
	Worker identified concerns for child’s emotions or moods
	Worker identified concerns for child’s relational/ attachment difficulties

	
Total
(1,265)1
	77%
(891)
	39%
(496)
	15%
(195)
	21%
(271)

	 Child Age

	 <1-year-old
	19%
(168)
	3%
(17)
	2%
(3)
	3%
(10)

	 1 ‒ year old
	17%
 (152)
	14%
(69)
	12%
(23)
	13%
(35)

	 2 ‒ years old
	18% 
(157)
	22%
(107)
	18%
(36)
	16%
(43)

	 3 ‒ years old
	16%
(139)
	21%
(103)
	21%
(41)
	24%
(65)

	 4 ‒ years old
	15%
(134)
	20%
(99)
	22%
(42)
	22%
(59)

	 5 ‒ years old
	16%
(141)
	20%
(101)
	26%
(50)
	22%
(59)

	Child Gender

	 Female
	40%
(355)
	34%
(171)
	31%
(60)
	34%
(92)

	 Male
	42%
(376)
	43%
(212)
	48%
(93)
	49%
(113)

	 Gender data
 missing
	18%
(160)
	23%
(113)
	22%
(42)
	25%
(66)


Totals for trauma characteristics can exceed the total N because children can be counted in more than one trauma characteristic.
The table shows that the 77 percent of children identified by workers as having had known or suspected trauma exposure were generally split equally across age categories; but were less equally distributed in the trauma concerns areas (such as behavior issues, emotion and mood issues, or relational/attachment difficulties. For children with these issues, the proportion of children increases as they age. While there could be more complex factors at play in these results, the evaluation team deduces that this pattern is consistent across behavioral concerns because as young children age, these behaviors are more apparent and are more likely to be identified.
Trauma characteristics show a similar pattern for child gender. The data show that workers reporting known, or suspected trauma is split evenly between male and female children; however, male children were more likely to be identified by workers as having trauma concerns based on behavior. It is important to note that between 20-25 percent of children in the trauma characteristics data had no gender information available. If the information was available, there is a chance it may show some of the gender gap shrink, but the available data show a consistent pattern.
Child Well-Being. Figure 8-5 presents the pre-assessment or baseline descriptive information from the Devereux Early Childhood Assessment, which gauges the well-being and resiliency of the treatment group children at the start of the Protect MiFamily program. Developed by the Devereux Center for Resilient Children, the survey assesses child protective factors related to resilience and is a screen for behavioral concerns. The assessment is used both in home and in classroom settings, completed by parents and/or by teachers, and encompasses a planning system and strategy to promote the healthy social and emotional development and capacity for resilience in children.[footnoteRef:8] [8:  The Devereux Early Childhood assessments are included in Appendix B. For a full description of the psychometric properties including development of the assessment items, item standardization, norming procedures, internal reliability, inter-rater reliability, and item validity please refer to the Devereux Early Childhood Assessment for Infants and Toddlers User’s Manual, the Devereux Early Childhood Assessment for Preschoolers User’s Guide and Technical Manual, and the DESSA Mini Devereux Student Strengths Assessment K-8: A Universal Screening and Progress Monitoring System for Social Emotional Competencies, all available at http://www.centerforresilientchildren.org/.] 

The DECA assessment is completed in age-ranges, using age-appropriate behavior items:
Infant (ages 1 to 18 months)
Toddler (ages 18 to 36 months)
Preschool (ages 3 years to 5 years) 
DESSA-Mini (ages 6 and over)
Each form includes a list of questions that parents respond to using a 5-point scale that ranges from never to very frequently. For all treatment families served by Protect MiFamily, the parent was to complete an initial DECA pre-assessment for each child in the family up to 6 years of age (0-5). 
The chart below provides a baseline cumulative score called a Total Protective Factors (TPF) score, for children, for all sites, and for each of the county sites (see Section 8.2.3 for details about the TPF score). Through the DECA assessment, a child is indicated as having a TPF score of “Strength,” “Typical,” or “Area of Need.” Strength is defined as a child who exhibits an unusually high amount of desirable behaviors to indicate a strength; Typical is defined as a child who shows a typical amount of behaviors in this area related to resilience; and Area of Need is defined as a child who is at risk for exhibiting or developing social and emotional problems.
[bookmark: _Toc529529648]Figure 8-5. DECA Baseline TPF Scores for all Sites, and for Each County Site

Overall, 78 percent of treatment group children across all sites were rated by their parent in the Strength (27 percent) or Typical (51 percent) categories, indicating that these children showed either a typical or a high amount of behaviors related to resilience at the time of pre-assessment. The remaining treatment group children (22 percent) were scored at baseline in the Area of Need category, indicating that those children were at risk for exhibiting or developing social and emotional problems. Baseline scores at the county sites were similar with a few exceptions. Kalamazoo County had more children with a baseline score of Strength, and fewer children with baseline scores of the Typical and Area of Need compared to all sites. Macomb and Muskegon Counties had a higher proportion of children with a Typical score, and a lower proportion with Strength scores. The ideal well-being outcome is for a child to have a post-assessment TPF T-score in the Strength range; however, a child moving from an Area of Need category to Typical would also been a positive outcome. Conversely, a poor outcome is for a child to have a post-assessment score in the Area of Need range, or for the score to worsen over time. Additional pre/post outcomes analysis on Devereux data is presented later in this section.


[bookmark: _Toc529529649]8.2.3	Outcomes Analysis for Protective Factors and Child Well-Being
Protective Factors Research Question: Did families in the treatment group demonstrate improvement in their Protective Factors after receiving Protect MiFamily Services?
	Protective Factors Survey Subscale Measures:

	Family Functioning/Resilience

	Social Emotional Support

	Concrete Support

	Nurturing and Attachment

	Knowledge of Parenting/Child Development


Data Source and Data Collection. The Protective Factors Survey (PFS) assesses multiple family protective factors against child abuse and neglect. Developed by the Institute for Educational Research and Public Service at the University of Kansas, the instrument measures family-level protective factors in five subscales measures.
For all treatment families served by Protect MiFamily, parents were to complete an initial PFS (pre-survey) within 15 days from the date the family was referred to the program. The parent then completed a PFS post-survey in the final phase of the program, prior to case closure, which for most families was between 13-15 months. The 15-day timeline was set by MDHHS.
Protective Factors Survey Scoring. The Protective Factor Survey provides a number of questions that are grouped into the five subscales. The parent responds to each question using a 7-point Likert scale with a range from Strongly Agree to Strongly Disagree. Then responses are tallied to calculate scores for each subscale with the exception of Knowledge of Parenting/Child Development, which has 5 individual items (12-16) which are not tallied but measured individually to represent that subscale.
A challenge when using a survey, like the Protective Factor Survey, with parents very early on in a program is that “ceiling effects” may occur. This happens when pre-survey responses provided are high, and as a result, there is no room to improve in the post-survey. Ceiling effects can limit the ability to see pre-post differences for families. Another challenge with Likert formats is that early on in a program, clients do not feel comfortable answering questions about the family’s strengths and weaknesses, or do not thoroughly understand the questions and as a result may overestimate the family’s capabilities when responding to the pre-survey. Then, as parents learn more about family functioning from participation and services in the program, there is a risk that the parent will answer the post-survey questions with a lower rating on the Likert scale, resulting in a decrease between their pre-post scores. The analysis will provide pre-post results for families, as well as look at both of these survey challenges as possible influences on the outcomes.

Data Analysis. The Protective Factor Survey analysis is limited to treatment group families who: (1) completed Protect MiFamily Services; and (2) who had a completed Protective Factor Survey pre- and post-survey by the end of data collection, June 30, 2018. There are 765 families who completed Protect MiFamily Services, and of those families, 335 had completed pre- and post-Protective Factors Surveys; however, the number of families included in the PFS final outcome analyses is 310. The evaluation team dropped 25 post-surveys from the analysis because they were completed much earlier than required, at the program completion, that the team determined the data could not provide accurate post-survey information.[footnoteRef:9]  [9:  The evaluation team deduced that for the 25 post-surveys completed too early, that private agency workers either conducted additional PFS surveys to assess families during services or that families may have left early, and the worker thought they should have the family complete a final survey even though the family did not complete services.] 

The initial and a significant challenge to this outcome analysis is that the data collected represent about 38 percent of the families who were served by Protect MiFamily. It is important to keep in mind that the protective factors analysis represents important findings for the program and the families with complete data; however, the findings may not represent the outcomes of all families who received Protect MiFamily services. The next sections include a review of the methodology and then the results of the 310 families in the Protective Factors outcome analysis.
Methodology. The Protective Factors purveyor provides an application that calculates and produces reports that include comparison of the pre- and post-survey mean scores and standard deviations for each Protective Factors Survey area (family functioning, social emotional support, concrete support, nurturing and attachment, and knowledge of parenting/child development), for all families, and for the families at each program site (Kalamazoo, Macomb, and Muskegon). The application also calculates whether there is a statistically significant difference between the pre- and post- survey mean scores for all families in the analysis, using a paired two sample for means. This test is used to determine if there is a difference for a population between two sets of repeated measures. For our Protective Factors analysis, the evaluation team is measuring statistically the mean difference between the pre- and post-Protective Factors Survey subscale mean scores for all families included in the analysis. Data presented in the figures include the mean pre- and post-test scores for each subscale, for all families, and for each of the county sites; however, the statistical calculation is done only for all families (not for each county site).
Protective Factors Outcomes. The evaluation team first presents descriptive information on Protective Factors Survey post-survey improvements in the five subscales. That will be followed by a presentation and discussion of the statistical analysis that measures pre/post differences in families’ protective factors for the five subscales.
Descriptive Outcomes. MDHHS set an evaluation outcome benchmark for the PFS that 95 percent of the parents/caregivers in the treatment group will demonstrate improvements on the subscale scores at post-survey by 15 months after waiver assignment. To measure this, the Protect Factors Survey provides a descriptive, non-statistical measure that indicates whether a family improved, had no change, or worsened on each subscale, between the pre- and post-survey. 
Table 8-24 below presents the findings from this descriptive analysis based on a comparison of the score change between the family’s pre-survey and post-survey. The data show that, overall, the proportion of families who improved on the protective factors subscales ranged widely, from a low of 19 percent of families improving (on Item 16, Appropriate Discipline in the Knowledge of Parenting subscale) to a high of 67 percent (on the Family Functioning subscale). The largest improvements for families were seen in the areas of Family Functioning, Social Emotional Support, and Concrete Support, where about 50 percent or more of the families reported improvement from pre- to post-survey. Fewer than 50 percent of families reported improvements in the areas of Nurturing and Attachment, and across all of the items for Knowledge of Parenting/Child Development. These findings held generally overall, and for each of the county sites. For this descriptive finding, although many of the families in the analysis reported improvement in their protective factors, no subscale improvements, overall or in the individual counties, met the 95 percent benchmark set by MDHHS.
[bookmark: _Toc446581685][bookmark: _Toc529529650]Table 8-24. The Proportion of Families Who Improved in each of the Protective Factors Survey Areas, from Pre-Survey to Post-Survey
	Protect Factors Subscales
	All Sites
(310)
	Kalamazoo
(126)
	Macomb
(98)
	Muskegon
(86)

	Family Functioning
	63%
	67%
	55%
	66%

	Social Emotional Support
	49%
	52%
	49%
	45%

	Concrete Support 
	48%
	51%
	45%
	49%

	Nurturing and Attachment
	39%
	42%
	34%
	42%

	Knowledge of parenting/child development:
	
	
	
	

	 Item 12 (Parent knowledge)
	41%
	44%
	39%
	40%

	 Item 13 (Help child learn)
	34%
	32%
	44%
	27%

	 Item 14 (Child behavior)
	39%
	40%
	41%
	36%

	 Item 15 (Parent praise)
	25%
	29%
	24%
	22%

	 Item 16 (Appropriate discipline)
	19%
	22%
	15%
	20%


Statistical Outcomes. Figure 8-6 below present the PFS pre- and post-survey mean scores for all families in the analysis, and for each county site. The figure also includes results of the statistical testing conducted for each PFS subscale, for all families.[footnoteRef:10] For the statistical analyses, significant improvement from pre- to post-survey is measured at the .05 or less (p < .05) confidence level. [10:  The PFS purveyor application does not provide calculated statistical testing for individual study sites.] 

Overall, families completing the Protect MiFamily program showed statistically significant improvement in their protective factors across all protective factor areas including the Knowledge of Parenting/Child Development items. Although statistical testing was not conducted at the county-level, scores for each of the county sites were very similar to the pre- and post-survey mean scores for across sites. These results show that the mean scores for all protective factors areas when aggregated across all sites/all families improved significantly from pre-survey to post-survey.
So, in summary, although the MDHHS benchmark for the protective factors outcome was not met, the analyses indicate that families had statistically significant improvements on all PFS subscales. The evaluation team sees this outcome as a very positive reflection of the Protect MiFamily Program. However, it is worthwhile to reiterate that these outcomes reflect 38 percent of the families served by Protect MiFamily, so may not reflect the outcomes of families who do not have data included in the analysis.
As discussed earlier in this section, “ceiling effects” which may result when parents self-report high protective factor scores for the baseline survey, leave little room to improve in the post-survey. The evaluation team notes that both pre- and post-survey mean scores in the figures do appear high generally, and close in many of the subscales. It may be the case that calculated improvements were underestimated if parents reported higher than actual pre-survey scores; however, given the statistically significant improvements across all PFS areas, the risk that ceiling effects played a significant role does not seem likely. However, the significance of the improvements may have been minimalized if parents overestimated their protective factors in the pre-PFS, and therefore, ceiling effect would affect the results. 
[bookmark: _Toc446581686][bookmark: _Toc529529651]Figure 8-6. Protective Factors Survey Area Results: Aggregate Pre-post Survey Mean Scores for all Sites and for Each County Site, and
Statistically Significant Differences in the Pre-Post Mean Scores for all Sites.
 

  


  



Child Well-Being Research Question: Did children in the treatment group demonstrate improvement in their well-being based on the Devereux Early Childhood Assessment (DECA) after receiving Protect MiFamily Services?
Data Source and Data Collection. The Devereux Early Childhood Assessment (DECA), developed by the Devereux Center for Resilient Children, is an assessment of child protective factors related to resilience and a screen for behavioral concerns. The assessment is used both in home and in classroom settings, completed by parents and/or by teachers, and encompasses a planning system and strategy to promote the healthy social and emotional development and capacity for resilience in children.[footnoteRef:11] [11:  The Devereux Early Childhood assessments are included in Appendix B. For a full description of the psychometric properties including development of the assessment items, item standardization, norming procedures, internal reliability, inter-rater reliability, and item validity please refer to the Devereux Early Childhood Assessment for Infants and Toddlers User’s Manual, the Devereux Early Childhood Assessment for Preschoolers User’s Guide and Technical Manual, and the DESSA Mini Devereux Student Strengths Assessment K-8: A Universal Screening and Progress Monitoring System for Social Emotional Competencies, all available at http://www.centerforresilientchildren.org/.] 

The DECA assessment is completed in age-ranges, using age-appropriate behavior items:
Infant (ages 1 to 18 months)
Toddler (ages 18 to 36 months)
Preschool (ages 3 years to 5 years) 
DESSA-Mini (ages 6 and over)
Protect MiFamily used the online, web-based DECA application (e-DECA) to collect assessment data. The evaluation team originally acted as the DECA administrator for the demonstration. In that role, evaluation team staff conducted e-DECA user-training and provided ongoing support for the e-DECA to Protect MiFamily private agency staff. The web application provided convenient, online entry of assessment information, and administrative capabilities to manage and download data, both for Protect MiFamily private agency and evaluation team staff.
Each form includes a list of questions that parents respond to using a 5-point scale that ranges from never to very frequently. For all treatment families served by Protect MiFamily, the parent was to complete an initial DECA pre-assessment for each child in the family up to 6 years of age (0-5). The DECA post-assessment was to be completed by the same parent, if possible, in the final phase of services, prior to case closure. For most families, the post-assessment was completed between 13-15 months. MDHHS set a timeline for the DECA pre-assessment completion. Private agency workers were to have parents complete the pre-assessment within 15 days from the date the family was referred to Protect MiFamily.
Since the Protect MiFamily service period is 15 months, a proportion of treatment children (about 40 percent) graduated from one age-appropriate DECA form at pre-assessment to the next level of age-appropriate form at post-assessment. For example, a child who was 25 months old and whose parent completed a Toddler DECA form at pre-assessment, would have reached 39 months by the end of the 15 months, and therefore the parent completed a Preschool DECA form (ages 3-5) at post-assessment.
DECA Scoring. The DECA assessment items are standardized into three scales: 1) Self-Regulation, 2) Initiative, and 3) Attachment/Relationships. These three scales are combined to provide an overall estimate of a child’s social and emotional competencies (well-being), called the Total Protective Factors (TPF) scores. The score requires a minimum number of completed items overall, and for the individual items that make up each scale. 
Data Analysis. The DECA analysis is limited to treatment group children who: (1) completed Protect MiFamily services; and (2) who had completed DECA pre- and post-assessments by the end of data collection, June 30, 2018. There were 1,278 children who completed Protect MiFamily Services, and of those children, 519 of had completed pre- and post-DECA assessments. The number of children included in the DECA final outcome analyses is 509. The evaluation team dropped 10 assessment from the analysis due to data quality issues. Therefore, this DECA analysis represents 41 percent of the children served by the Protect MiFamily program, and as a result, the analysis may not represent the outcomes of all children served by the program.
Methodology. Raw scores from the assessment items are used to calculate raw scores for each scale, which are then converted to t-scores using norm tables (in the case of Protect MiFamily children, the Parent Norm table was used for calculating t-scores since the parent completed the assessment). The t-scores from all three scales are used to calculate the Total Protective Factors (TPF) t-score and the TPF score is then used to calculate statistical comparison between the pre- and post-assessments. While this process can be done manually, the conversions of raw assessment items to a t-score for each child are automatically done by the e-DECA web application and are then downloaded for analysis. 
In addition to the t-scores, DECA also uses a descriptive method to categorize the children’s pre- and post- Total Protective Factors scores so that comparisons are easier to interpret and understand for use with families and in casework practice. The descriptive categories identify a child’s score as either “Strength”, “Typical”, or an “Area of Need.” These categories are defined as follows. 
Strength: Child exhibits an unusually high amount of desirable behaviors to indicate a strength
Typical: Child shows a typical amount of behaviors in this area related to resilience
Area of Need: Child is at risk for exhibiting or developing social and emotional problems
DECA provides pre- and post-assessment data to calculate both descriptive and t-score statistical comparisons for children. When children change DECA forms between pre- and post-assessment, because the questions in the different age-appropriate DECA forms for the three standardized scales do not correspond directly, it is not possible to compare the three scales separately. Because 48 percent of children in the Protect MiFamily treatment group graduated from one age-level DECA form at pre-assessment to the next age-level at post-assessment, our analysis focuses solely on the pre/post differences in children’s’ Total Protective Factors scores to provide a consistent measure for all children. DECA describes the Total Protective Factors score as the broadest and most reliable index of the child’s overall social and emotional well-being. High Total Protective Factors scores are associated with children who are functioning well, tend to have fewer behavioral concerns, and are likely to be resilient when faced with risk and adversity.
Well-Being Results. MDHHS set the following outcome target benchmarks for child well-being:
70 percent of children will show statistically significant improvement in well-being at the post-assessment, and
90 percent of children will show improvement in behavior at the post-test.
For the outcome analyses, the evaluation team will begin with a review of the baseline data, and then will present statistical analysis of the differences in children’s pre/post assessment TPF T-scores. That will be followed by a presentation and discussion of a descriptive analysis of the outcomes (Strength, Typical, and Area of Need) to better understand how children improved and what that means for children in the demonstration.
Review of Baseline Data. Baseline DECA information presented earlier in this section of the report (see Figure 8-5) showed that overall, 78 percent of treatment group children were rated by their parent in the Strength (27 percent) or Typical (51 percent) categories, indicating that these children showed either a typical or a high amount of behaviors related to resilience at the time of pre-assessment. The remaining treatment group children (22 percent) were scored at baseline in the Area of Need category, indicating that those children were at risk for exhibiting or developing social and emotional problems. While the ideal well-being outcome is for a child to have a post-assessment TPF T-score in the Strength. Conversely, a poor outcome is for a child to have a post-assessment score in the Area of Need range. However, a child with a pre-assessment score of Area of Need would improve by moving to a Typical post-assessment score.
Statistical Analysis. Figure 8-7 presents results from statistical analysis of the differences between children’s well-being measure (TPF t-scores) at DECA pre-assessment and post-assessment, overall (all sites) and for each county site (Kalamazoo, Macomb, and Muskegon Counties). The results overall show:
36 percent of all treatment group children demonstrated statistically significant improvement from pre- to post-assessment; 
Overall, 85 percent of children who completed Protect MiFamily services demonstrated statistically significant improvement or no changed in score between pre- to post-assessment; 
49 percent of the treatment group children had no statistically significant change from pre- to post-assessment; and
15 percent of treatment group children demonstrated statistically significant worsening from pre- to post-assessment.
[bookmark: _Toc446581691][bookmark: _Toc529529652]Figure 8-7. Statistical Analysis of the Differences between Total Protective Factors (TPF) 
T-Scores at Pre- and Post-assessment


These trends varied somewhat in individual county sites. Kalamazoo County had a slightly lower percentage of children with improved scores (33 percent) and a slightly higher percent of children with worsening scores (21 percent). In Muskegon County, the percentage of children who had statistically significant improvement was higher than the other county sites (49 percent), and corresponding smaller percentages of children with no and worsening statistically significant changes (41 percent and 10 percent). Macomb County had a smaller proportion of children with improved scores (28 percent) and the largest proportion of children with an unchanged score (61 percent). The statistical analysis indicates that most children did not show statistically significant improvement in their well-being scores, between pre-assessment and post-assessment, once they finished the program. Moreover, the MDHHS benchmark of 70 percent of children showing statistically significant improvement in well-being at the post-assessment was not met by the demonstration. However, it is also important to keep in mind that the majority of children began the Protect MiFamily program with a relatively strong well-being status, as rated by their parents, of Strength or Typical.
Descriptive Analysis. Having reviewed the statistical analysis, the evaluation team presents the details of the more descriptive well-being ranges of children (Strength, Typical, and Area of Need) to better understand whether children who were identified as being at risk for exhibiting or developing social and emotional problems (with an Area of Need score) improved at post-assessment. Additionally, the analysis presents how all children faired, to better understand the risks and challenges to well-being. 
Table 8-25 provides a more detailed breakout of how children moved between TPF T-score ranges (Area of Need, Typical, and Strength) between their pre- and post-assessments, in all sites and each county. 
[bookmark: _Toc446581692][bookmark: _Toc529529653]Table 8-25. Children’s Movement between Well-being Categories Pre- and Post-Assessment
	Children’s Pre-Assessment Score
	All Sites
(509)
	Kalamazoo
(212)
	Macomb
(156)
	Muskegon
(141)

	Proportion of children who improved their range score between pre-assessment and post-assessment
	34%
	28%
	32%
	30%

	Pre-assessment score of Area of Need 
	22%
(114)
	24%
(51)
	17%
(27)
	25%
(36)

	 Improved post-assessment 
 (to Typical or Strength)
	70%
(80)
	73%
(37)
	67%
(18)
	69%
(25)

	 Remained Area of Need post-assessment
	30%
(34)
	27%
(14)
	33%
(9)
	31%
(11)

	Pre-assessment score of Typical
	51%
(259)
	42%
(88)
	59%
(92)
	56%
(79)

	 Improved post-assessment 
 (to Strength)
	37%
(95)
	26%
(23)
	35%
(32)
	51%
(40)

	 Remained Typical post-assessment
	52%
(135)
	59%
(52)
	51%
(47)
	45%
(36)

	 Worsened to Area of Need at post-
 assessment
	11%
(29)
	15%
(13)
	14%
(13)
	4%
(3)

	Pre-assessment score of Strength
	27%
(136)
	34%
(73)
	24%
(37)
	26%
(26)

	 Remained Strength post-assessment
	65%
(88)
	65%
(47)
	65%
(24)
	65%
(17)

	 Declined to Typical post-assessment
	32%
(44)
	34%
(25)
	30%
(11)
	31%
(8)

	 Worsened to Area of Need post-
 assessment
	3%
(4)
	1%
(1)
	5%
(2)
	4%
(1)


A review of the data provides these findings:
70 percent of children assessed at Area of Need pre-assessment improved their well-being after completing the program.
The majority of children assessed at Strength pre-assessment remained at this level after completing the program (65 percent); however, 32 percent of the children declined to Typical at post-assessment.
Over one-half of children assessed at Typical pre-assessment remained Typical at post-assessment
Fewer children assessed at Typical pre-assessment improved after completing the program compared to children assessed as Area of Need pre-assessment
About 1 in 10 children worsened from a pre-assessment of Typical to Area of Need after completing the program 
The County sites generally had similar outcomes pre- and post-assessment trends but with this notable difference:
Muskegon County had many more children assessed at Typical pre-assessment who improved post-assessment to Strength (51 percent) and fewer children worsen to Area of Need post-assessment (4 percent) compared to the other counties
Overall, the descriptive data support the improvement of well-being for one-third of the children who completed the Protect MiFamily program, and at a higher proportion (70 percent) for children who had Area of Need pre-assessment scores. However, the improvement between pre- and post-assessment does not meet the MDHHS benchmark of 90 percent of children will show improvement in behavior at the post-test. The DECA findings, similar to the PFS in that the assessments are completed by parents using a Likert scale, may be influenced to some extent by “ceiling effects.” The parent can overestimate the positive nature of the child’s well-being at pre-assessment, and then later respond to assessment items using a lower score because of a better understanding of well-being after completion of the program. This may account for the high percent of children rated as “Strength” or “Typical” at pre-assessment and may also be the reason that fewer children improved over time. While this is something to keep in mind when reviewing the outcomes, there is no way for the evaluation team to confirm ceiling effects from the data.
In conclusion, while the DECA well-being outcomes for the demonstration fall below the MDHHS set benchmarks, the outcomes from families who completed the program and who have pre- and post-assessment data show that, even with a child population that entered the Protect MiFamily program with 70 percent having either unusually high and desirable or typical well-being behaviors related to resiliency, there was improvement. Thirty-six (36 percent) of the children showed statistically significant improvement in well-being between pre- and post-assessment. Moreover, at post-assessment, 87 percent of children whose families completed the Protect MiFamily program had a post-assessment score in the “typical” or “strength” range. Lastly, it is important to reiterate that these outcomes unfortunately do not represent the majority of children served by the program due to participant attrition.


[bookmark: _Toc529529654]8.2.4	Discussion
Baseline data – Family and Child Risks. For a discussion on successes and challenges from the perspective of the primary data outcomes, this section begins with a review of the risks and needs of the treatment group upon entering the Protect MiFamily program.
Family Risks. Baseline data collection using the Family Psychosocial Screening showed that parental depression was the most frequently identified risk for families (62 percent), followed by parental history of abuse (49 percent), parental substance abuse (44 percent), and domestic abuse (41 percent). Additionally, the data indicated that 70 percent of the families had two or more risks identified by the screening. In summary, the treatment group families entering the program had a number of serious risks to address; a tall order for any family preservation program. Moreover, only one-quarter of caretakers (25 percent) reported having at least two social supports. So, in addition to numerous risks, families also lacked the support network needed to overcome their risks. 
Overall, mean scores across the Protective Factors subscales tended to be in the 5-6-point range out of 7 (slightly/mostly agree or frequently/very frequently), which indicates a positive response on protective factors. It is possible that parents self-reported their family’s protective factors higher than expected to appear to CPS and the Protect MiFamily program staff as having fewer risks.
Child Risks. The primary finding from a review of the baseline child trauma data was that overall, 77 percent of the treatment group children were found to have known or suspected trauma exposure. This high rate of trauma among the child population was generally split equally across age categories of the children and between male and female children; however, male children were more likely to be identified by workers as having trauma concerns based on behavior.
Despite the high proportion of trauma among the treatment group children, the baseline DECA data reported by parents, indicated that overall 78 percent of treatment group children started the program with well-being in the Strength (27 percent) or Typical (51 percent) areas, representing that these children showed either a typical or a high amount of behaviors related to resilience at the time of pre-assessment. The remaining treatment group children (22 percent) were scored as having well-being in the Area of Need category at baseline, indicating that those children were at risk for exhibiting or developing social and emotional problems. As mentioned previously, it could be that parents are overestimating child ratings, but it seems reasonable that with children so young, they can both be exposed to trauma and still show typical or high amount of behaviors related to resilience.
Baseline data shows that the treatment group is mostly made up of high-risk families with having or suspected as having trauma. Parents generally rate their families as having above average, positive protective factors, and their children primarily having strength or typical resiliency. 
Successes for Treatment Group Families and Children. This section provides a review and discussion the Protect MiFamily program successes based on a review of the primary data.
Based on a pre-post review of the families’ Protective Factors Survey data, treatment group families showed statistically significant improvement from pre- to post-survey across all protective factors subscales including Family Functioning, Social Emotional Support, Concrete Support, Nurturing and Attachment, and Knowledge of Parenting/Child Development items. This is a positive finding for the Protect MiFamily program. So, despite parents generally possibly over-rated the family’s protective factors, they showed positive results at the post survey.
The MDHHS evaluation outcome benchmark for the Protective Factors Survey was that 95 percent of the parents/caregivers in the treatment group will demonstrate improvements on the subscale scores at post-survey by 15 months after waiver assignment. To measure this, the evaluation team used a Protective Factors Survey descriptive, non-statistical measure that indicates whether a family improved, had no change, or worsened on each subscale, between the pre- and post-survey. The data showed that, overall, families who improved on the protective factors subscales ranged widely, from a low of 19 percent of families improving on Item 16, Appropriate Discipline in the Knowledge of Parenting subscale to a high of 67 percent on the Family Functioning subscale. The largest improvements for families were seen in the areas of Family Functioning, Social Emotional Support, and Concrete Support, where about 50 percent or more of the families reported improvement from pre- to post-survey. While the data show improvements, the MDHHS benchmark of 95 percent of parents/caregivers improving was not met. However, it is important to note that the 95 percent benchmark is a very high standard to achieve for the waiver period, but an optimistic benchmark for the future.
The evaluation team suggests that to have a more complete review of families as they progress through the Protect MiFamily program and when they exit the program, it would be helpful to repeat the full set of baseline data screenings and surveys at the end of the program. Repeating the Family Psychosocial Screening would help identify family risks that may have been resolved or assisted with services and repeating the Trauma Checklist screening would have also provided more detailed outcomes for child trauma and well-being. These additional data may also shed light and provide context about future risks of child maltreatment recurrence and child removal risks after the program. Additional information about concrete and other service needs when leaving the program might also help identify remaining risks for families upon leaving the program that may have an association with recurrence of maltreatment and/or child placement, after receiving services.
Child Well-Being. Child well-being was assessed using the Devereux Early Childhood Assessment (DECA). The DECA, using age-appropriate child assessment forms, asked parents about child behavior. MDHHS set two child well-being related benchmarks: 70 percent of children will show statistically significant improvement in well-being at the post-assessment; and 90 percent of children will show improvement in behavior at the post-test (using the descriptive measure). 
Baseline data from the DECA showed that 78 percent of treatment group children began the Protect MiFamily program with a relatively strong well-being status of Strength or Typical, as rated by their parents; so perhaps it was not practical to set a benchmark that 70 percent of children would improve from their initial well-being rating. With that in mind, the evaluation team conducted statistical analysis that showed that 36 percent of treatment group children showed statistically significant improvement in their well-being scores between pre-assessment and post-assessment (after they finished the program). Moreover, 85 percent of children who completed the Protect MiFamily program demonstrated either statistically significant improvement or no statistically significant change between their pre- to post-assessment. Additionally, 70 percent of the children assessed at baseline with the greatest needs (“Area of Need”) improved their well-being after completing the program. The evaluation team sees these overall statistics as optimistic and positive outcomes overall, especially given the proportion of children with a high initial rating.
However, despite the positive nature of the overall outcomes, 30 percent of children with a pre-assessment well-being rating as “Area of Need” did not improve after completing the program. There was also a small but notable proportion of children, about 1 in 10, that worsened from a pre-assessment of “Typical” to a post-assessment of “Area of Need” after completing the program. While it could be that this is in part due to inaccurate ratings by parents between the pre- and post-assessments, it seems worthwhile for MDHHS to look carefully into the particular characteristics of both the children with an “Area of Need” original score who did not improve, and children whose score or rating worsened between pre- and post-assessment. These children appear to have the highest well-being needs, and if there are gaps in current practice that address these children, the team suggests changes in the program be made to address the specific problems of these children and their family’s risk factors. 
Challenges for Treatment Group Families and Children. From a primary data perspective, by far the biggest challenge for the Protect MiFamily program was keeping families engaged to successfully complete the program. The majority of treatment families did not complete the program and as a result, the evaluation team lacked adequate data to fully assess and provide a complete understanding of how the Protect MiFamily program addresses family risks and child well-being at the end of services. 
Engagement: Families Who Left Protect MiFamily Early. The challenge of keeping families engaged in the program became evident during Interim Report analysis. Following the Interim Report, the evaluation team performed analyses that provided information to MDHHS to identify differences between the families who completed Protect MiFamily services and those families who left the program early. The findings were presented to Protect MiFamily staff at a waiver convening in July 2017. The purpose of the analysis was to identify characteristics of families who may leave early and discuss those with Protect MiFamily project staff to help improve efforts to keep those families engaged to complete the program. Below, the evaluation team provides a final analysis of those families who completed the Protect MiFamily program and those who left the program early, to provide MDHHS with insights about the program that can be adjusted to improve engagement and services for the future.
Table 8-26 provides data on the number and percent of treatment group families who completed the Protect MiFamily program versus those treatment group families who left the program early. The majority of families who participated in the Protect MiFamily treatment group left the program before completion (58 percent). Moreover, the families who left the program early received on average about six months of services. This indicates that families who left before completing the program exited at an early stage of the program (phase 1 or 2, depending on the family’s progress). Two things come to mind when examining the time families left the program – intensity of the program and length of the program. These findings may suggest that program intensity played a primary factor in families leaving early. Families may have been overwhelmed by the intensive number of contacts in Phase 1 and 2 of the program. But would it be helpful in keeping families in the program if the program was reduced to 12 months? The fact that families left within 6 months may suggest that it was program intensity and not the 13-15 month extended length of the program that was the major factor for why families left the program early. However, MDHHS may want to look at both of these areas and consider more about family attributes of family engagement to determine if a modification is needed to improve family engagement.
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	Participant Status
	Number/percent of families
	Number/percent of children

	Completed PMF
	42%
(322)
	43%
(544)

	Left PMF early
	58% 
(439)
	57%
(728)


1 56 cases continued to be served by PMF and had not yet completed services at the end of data collection. These cases are not included in this review.
	Average number of months families were served who left PMF early
	5.6 months


The administrative data outcomes show that treatment group families who completed the program had statistically significant better safety risks and placement outcomes than those treatment group families who left early. Although more information is needed it may be that the 15-month service period was key to families’ success and reducing the length of the program may not improve the number of families who stay longer, and in turn, their outcomes.
To provide a better understanding of which families are more likely to complete the 15 months of Protect MiFamily, and which families are likely to leave early, the evaluation team presents and compares key characteristics of the families. This information may be useful for developing improved methods of family engagement overall, and also help flag the needs or risk factors of caregivers and families for whom more a stronger engagement approach early in the program may result in their successful completion of the program. 
Table 8-27 below provides the proportion of families that completed Protect MiFamily and those who left the program early. The data show that Category IV families, although a very small proportion of the total demonstration population, left the program early at a higher proportion (63 percent) than Category II families (57 percent) and families overall (58 percent). Therefore, a family’s investigation finding or category status (II, IV), does appear to make a slight difference in whether they completed Protect MiFamily or left the program early. It’s also important to note that Category IV families are not required by law to receive services while Category II families are required to receive some services due to abuse and neglect being found.
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	Participant Category
	Completed PMF
(322)
	Left PMF early
(439)

	All Families
(761)
	42%
(322)
	58%
(439)

	Category II Families
(678)
	43%
(291)
	57%
(387)

	Category IV Families
(83)
	37%
(31)
	63%
(52)


Table 8-28 provides family and child characteristics, and also other baseline data about risks from the Family Psychosocial Screening and data on child well-being from the Trauma Checklist Screening, to identify if there are differences between the families who completed Protect MiFamily services and those families who left the program early. These data provide insights into some differences between the groups; however, it is also worth noting that the groups have many similar characteristics as well. 
Families more likely to complete Protect MiFamily services:
Family with more than one adult
Families with more than one child
Caregiver reported being abused/neglected as child
Caregiver less likely to have two or more support persons
Families more likely to leave Protect MiFamily services prior to completion:
Family with single adult
Family with one child
Caregiver with depression
Caregiver more likely to have two or more support persons
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	Family Characteristics
	Completed PMF
	Left PMF early

	Average number of children under 18 years of age
	3.0
	2.8

	Single child household
	13%
	21%

	Single adult household
	36%
	44%

	
	
	

	Family Psychosocial Screening (FPS) Risk Factors
	
	

	 Caregiver depression
	59%
	65%

	 Caregiver drug or alcohol abuse
	43%
	46%

	 Domestic abuse in the household
	39%
	43%

	 Caregiver was an abused/neglected child
	51%
	47%

	 Caregiver has 2 or more support persons
	23%
	28%

	
	
	

	Total FPS risks identified
	
	

	 2 or more risks
	70%
	70%

	
	
	

	Child trauma exposure reported by caseworker
	
	

	 Aware of or suspect trauma
	72%
	67%

	 Child behavior is a concern
	38%
	41%

	 Child exhibits emotions/moods
	17%
	14%

	 Child relational/attachment difficulties
	22%
	21%


Category IV Families. The evaluation team also explored characteristics of treatment group Category IV families who completed services compared to treatment group Category IV families who left the program early. Category IV cases have no finding of child maltreatment and data presented above indicates that these families are less likely to stay engaged in the program for 15 months. MDHHS was interested in looking at those families less likely to stay and those who did complete the Protect MiFamily program, to see if there was something to learn from this population. 
Our initial analyses showed that Category IV families in the treatment group were more likely to leave the program (63 percent) compared to all families who left early (58 percent), and Category IV families left the program earlier (4.5 months of service on average) compared to all families who left the program before completion (5.6 months of service on average). 
Table 8-29 provides additional data that compares family characteristics by all families who completed Protect MiFamily and who left Protect MiFamily early, and separately for Category IV families who completed Protect MiFamily and left the program early.
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	 Characteristics 
	Cat IV Completed
	Cat IV 
Left Early
	All Families Completed
	All Families Left Early

	Average number of children under 18 years of age
	3.9
	3.7
	3.0
	2.8

	Single child household
	3%
	6%
	13%
	21%

	Single adult household
	42%
	54%
	44%
	36%

	Family Psychosocial Screening (FPS) Risk Factors
	
	
	
	

	 Caregiver depression
	65%
	70%
	59%
	65%

	 Caregiver drug or alcohol abuse
	29%
	18%
	43%
	46%

	 Domestic abuse in the household
	36%
	52%
	39%
	43%

	 Caregiver was an abused/neglected child
	68%
	52%
	51%
	47%

	 Caregiver has 2 or more support persons
	26%
	32%
	23%
	28%

	Two or more FPS risks
	68%
	72%
	70%
	70%

	Child Trauma Checklist Screening
	
	
	
	

	 Aware of or suspect trauma
	72%
	49%
	59%
	67%

	 Child behavior is a concern
	38%
	43%
	43%
	41%

	 Child exhibits emotions/moods
	17%
	14%
	13%
	14%

	 Child relational/attachment difficulties
	22%
	24%
	25%
	21%


Overall, treatment group Category IV families have these unique characteristics when compared to all treatment group families overall (Category II and IV):
Less likely to have single child household
Less likely to have a caregiver with a drug or alcohol abuse issue
More likely to have a caregiver who was an abused/neglected child
The team’s assessment of this data is that generally, Category IV treatment families are very similar overall to all treatment group families when it comes to family characteristics of those who completed the PMF program versus those who left PMF early. However, three characteristics (risk factors) stand out more prominently for Category IV treatment families who completed the PMF program: 1) caregivers were more likely to have been an abused/neglected child; 2) caregivers were less likely to have drug or alcohol abuse as a risk factor; 3) worker aware of or suspects child experienced trauma.
When viewing the table and comparing treatment group Category IV families who completed Protect MiFamily services with treatment group Category IV families who left the program early, the data show that families more likely to complete Protect MiFamily services are:
Families with more than one adult
Families with multiple children
Caregivers with drug or alcohol abuse 
Caregiver was abused or neglected as a child
Child with known or suspected trauma
Category IV families more likely to leave Protect MiFamily services before program completion have the following characteristics:
Family with single adult 
Caregiver depression 
Domestic abuse in the household
Caregiver has two or more support persons
Child has behavior concerns that may indicate trauma
So, what can be learned from the review of data on those families who completed the Protect MiFamily program and those who left early to support sustainability of Protect MiFamily services in the future? Because there are improved outcomes in the areas of risk and foster care placement for families that complete Protect MiFamily, it is critical to keep families in the program. Part of the initial assessment process for the program could be to aggregate the data across all assessment/screening sources and develop a tool that identifies a combination of family/child risks and characteristics that are more likely to put a family at jeopardy of dropping out of the program. New techniques could be developed by MDHHS and integrated into the practice model to test whether they are effective at maintaining these families in the program. With proper testing, MDHHS may then consider developing an analytic tool used by workers/supervisors that helps identify those families at risk of leaving early to alert them for enhanced engagement work.
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[bookmark: _Toc529529660]9.1	Intent of the Cost Study
The Cost Study for the Protect MiFamily (PMF) evaluation explores the key question: For treatment group families, are expenditures for out-of-home care and re-investigations decreasing while expenditures for supportive evidence-based services to maintain children safely in their own home are increasing, and how do the outcomes and cost of waiver intervention services compare to the outcomes and costs demonstrated through “services as usual?” 
From this comprehensive question, the Cost Study evaluation plan laid out nine research questions for the Protect MiFamily Program. Table IX-1 presents the nine research questions from the Evaluation Plan and identifies which of these questions are tested in the Final Report. The Final Report addresses six of the research questions, using financial and administrative data that provide an accurate look at cost analyses about the treatment and control group costs and the change of those costs over time. However, the team was not able to perform a comprehensive Protect MiFamily cost-benefit or cost-effectiveness analysis that covers the additional questions. To complete those analyses would require that all of the program improvement in outcomes be expressed in monetary terms. This is very difficult to do given the complexity of the project and the inability to measure outcome concepts using financial data. For example, the team was unable to fully quantify an accurate dollar value of multiple types of benefits that the Protect MiFamily program may provide, such as improved outcomes of safety, permanency, and well-being, or reunifying a family more quickly or permanently.
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	Proposed Cost Study Research Questions
	Evaluation Plan
	Final 
Report

	Are Protect MiFamily treatment group (Waiver) costs per case different than control group costs?
	
	

	Did Protect MiFamily treatment group (Waiver) costs change over time?
	
	

	Did Protect MiFamily control group costs change over time?
	
	

	Did Protect MiFamily treatment (Waiver) cause reductions in costs of re-investigations?
	
	

	Did Protect MiFamily treatment (Waiver) cause reductions in costs of out-of-home placements?
	
	

	Did Protect MiFamily treatment (Waiver) cause increases in cost of direct services?
	
	

	Protect MiFamily cost-benefit analysis
	
	No

	Did Protect MiFamily treatment (Waiver) cause cost offsets due to improvement in outcomes that can be expressed in monetary terms?
	
	No

	Protect MiFamily cost-effectiveness analysis: Examine whether the costs of waiver intervention services are justified by the outcomes.
	
	No


One of the stated objectives of the Protect MiFamily program is to avoid days spent in foster care (or avoid foster care altogether), because avoiding foster care is generally viewed as a positive outcome for the family, and foster care is also an expensive service. However, foster care placement may in fact be the best course of action for a child and family in an unsafe family situation. Without being able to quantify or definitively determine whether treatment (or non-treatment) and the subsequent outcome was actually more or less beneficial for the child and family), comprehensively expressing all Protect MiFamily outcomes accurately in monetary terms is not possible. 
Finally, because Protect MiFamily treatment services did not significantly offset costs for the treatment group compared to the control group by avoiding outcomes such as foster care placement and subsequent child maltreatment reports resulting in CPS re-investigations and the associated costs, the evaluation team does not think cost-benefit and cost-effectiveness analyses are useful for the evaluation.
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The following data sources were provided by MDHHS to construct the Cost Study analysis dataset:
Protect MiFamily Compiled Listing/Random Assignment file, containing random assignment status and MISACWIS Case IDs
Protect MiFamily case closure dates
Protect MiFamily treatment and control group demographic data
Protect MiFamily treatment group service and administrative costs for each county, Kalamazoo, Macomb, and Muskegon including:
Concrete costs
Incentive payments
Indirect costs
Direct services costs
Mileage costs
Control group total family administrative costs
CPS cases average costs and daily rates
CPS ongoing case and investigation/re-investigation dates
Foster care case, dates and costs
Table 9-2 below describes the cost components for the treatment and control groups. Gathering the data for each cost component entailed detailed discussions with the MDHHS over a number of months, which also served to clarify and resolve any misunderstandings or issues with the cost data. Discussions also involved determining the best format or structure to present the cost data, which was important so that the evaluation team could accurately aggregate and perform the necessary calculations required for the cost analysis.
[bookmark: _Toc529529663]Table 9-2. Cost Categories for Treatment and Control Groups
	Cost Components
	Cost Details

	Treatment Group
	

	Administrative Costs of Protect MiFamily Services
	Includes costs for direct services, indirect services, concrete assistance, and mileage.

	Cost of Foster Care Placement
	Total cost of foster care placement within the PMF program timeframe (June 2013 – September 2018).

	Cost of Subsequent CPS Investigations
	Average daily cost per CPS investigation (cost of supervisor included; payroll included; all fiscal years included; etc.) multiplied by the number of days of CPS investigations per family.

	Control Group
	

	Cost of General Services
	Includes expenses such as Families First, Families Together Building Solutions, wraparound services, and other miscellaneous services or programs.

	Administrative Costs of Ongoing CPS Services*
	Average daily CPS administrative costs multiplied by the number of days a CPS case was open.

	Cost of Foster Care Placement
	Total cost of foster care placement within the PMF program timeframe (June 2013 – September 2018).

	Cost of Subsequent CPS Investigations
	Average daily cost per CPS investigation (cost of supervisor included; payroll included; all fiscal years included; etc.) multiplied by the number of days of CPS investigations per family.


*The evaluation team also received dates for CPS ongoing treatment group cases; however, the team did not use these dates to calculate CPS costs and apply them to treatment cases. Protect MiFamily private agency caseworkers handle the management of treatment cases and their costs were captured as Direct Protect MiFamily service costs. The team did include collateral contacts with CPS caseworkers captured as Indirect Protect MiFamily service costs.

[bookmark: _Toc529529664]9.3	Methodology
The key identifier in each data file was typically a MISACWIS Case ID. Cost files were merged using the MiSACWIS ID and adjudications were made to combine costs under a consistent set of MISACWIS Case IDs that were ultimately used in the analysis.
Control Group Costs. Using the CPS daily worker rates and the CPS ongoing case and re-investigation dates, each case’s CPS case costs were constructed by tabulating the number of CPS worker-days allocated to each case by fiscal year and applying each fiscal year’s average daily worker rate. CPS ongoing case costs were calculated only for control group cases. 
Treatment Group Costs. Protect MiFamily treatment group indirect cost data were provided at a monthly level for the timeframe of the Protect MiFamily program, June 2013 and September 2018. To apply these costs to each case, the number of active treatment group cases was counted for each month, and the total indirect costs were divided evenly across all active cases within each month.
There were no reported indirect costs in Macomb County between August 2013 and June 2014, though there were active Protect MiFamily cases in the county during that time period. To account for this, the evaluation team calculated an average daily rate of indirect costs per Protect MiFamily case-day and applied to the rate to Macomb cases without any indirect costs. All other costs were provided as a total amount by MISACWIS Case ID. Because all other costs were reported in aggregate form and not at the monthly level, the team was not able to identify cost reporting gaps existing for other cost data.
Table 9-3 presents the constructed cost elements for the Cost Study analyses. In order to report cost-per-case metrics over time, random assignment data, Protect MiFamily case dates, and case closure dates were used to determine when each case was active, and each case’s average daily cost for each cost category was allocated per calendar day to each of that case’s active months. 
[bookmark: _Toc529529665]Table 9-3. Constructed Cost Data Elements
	Data Element
	Description

	Protect MiFamily Treatment Direct Costs
	Directly provided by treatment case

	Protect MiFamily Treatment Indirect Costs
	Total Indirect Costs for a month divided by Number of Open PMF Treatment Cases in that month

	Protect MiFamily Treatment Incentive Costs
	Directly provided by treatment case

	Protect MiFamily Treatment Concrete Costs
	Directly provided by treatment case

	Protect MiFamily Treatment Mileage Costs
	Directly provided by treatment case

	Cost of General Services
	Directly provided by control case

	Administrative Costs of Ongoing CPS Services
	Average Daily CPS Ongoing Rate multiplied by the CPS Ongoing Case Duration, for control cases only

	Cost of Subsequent CPS Investigations
	Average Daily CPS Re-investigation Rate multiplied by CPS Re-investigation Duration

	Cost of Foster Care Placement
	Average Daily Foster Care Rate multiplied by Foster Care Placement Duration

	Total PMF Treatment Costs
	The sum of PMF Treatment Direct, Indirect, Incentive, Concrete, and Mileage costs

	Total Control Costs
	The sum of Cost of General Services and Administrative Costs of Ongoing CPS Services

	Total Costs (all sources)
	The sum of Total PMF Treatment Costs, Total Control Costs, Cost of Foster Care Placement, and Cost of Subsequent CPS Investigations.

	PMF Treatment Duration
	PMF Treatment Close Date minus PMF Treatment Open Date

	CPS Ongoing Case Duration
	CPS Ongoing Close Date minus CPS Ongoing Open Date

	CPS Re-investigation Duration
	CPS Re-investigation Close Date minus CPS Re-investigation Open Date, or the sum of all such durations if a case had multiple re-investigations

	Foster Care Placement Duration
	Foster Care Close Date minus Foster Care Open Date. If Foster Care Open Date was prior to June 1, 2013, then June 1, 2013 was used

	Foster Care Incidence
	Number of cases with greater than zero Foster Care Case Duration divided by total cases

	CPS Ongoing Incidence
	Number of cases with greater than zero CPS Ongoing Case Duration divided by total cases

	Average CPS Re-investigations
	Total CPS Re-investigations divided by total cases


[bookmark: _Toc529529666]9.4	Data Analysis
There are four types of results reported for the cost analyses: 
1. Comprehensive Case Cost Outcomes: This is a descriptive analysis presented as the average final outcome of a case within a county and group (treatment or control) on three metrics: 1) cost in dollars, 2) incidence rate, and 3) average duration in days.
Cost Trend Analysis: Presented in figures that plot the average monthly cost-per-case for both treatment group and control group cases for each county, over the demonstration period. This analysis provides graphs that illustrate: 1) total cost, 2) Protect MiFamily vs. general services cost, 3) CPS re-investigation cost, and 4) foster care cost.
Treatment Duration Cost Analysis: Presented as a table of means (averages), this analysis shows the difference in cost outcomes for treatment group cases by duration of treatment (6 months, 1 year, greater than 1 year).
Demographic Cost Analysis: Presented as a pair of tables showing regression model fit and independent variable effect coefficients, this analysis shows the effect of case characteristics within a linear model attempting to predict total case costs.
[bookmark: _Toc529529667]9.4.1	Analysis Sample
The Cost Study sample begins with 1,586 MiSACWIS Case IDs that represent families randomly assigned to the treatment group (Protect MiFamily services) and control group (Families First and services as usual). The evaluation team did not include the following cases in the cost analysis:
Six cases are using the same MiSACWIS case ID to represent separate/individual families who were treated as separate cases for the evaluation. The evaluation team was not able to distinguish between the individual families in the cost data and so they are not included in the cost analysis; and
148 cases were randomly assigned to the treatment group but were never referred or served by the Protect MiFamily program, primarily due to the family refusing services or moving outside of the demonstration county.
The final sample for the Cost Study analyses is 1,586 – 154, or 1,432 families. Table 9-4 provides a breakdown of the final sample by treatment and control groups and by county. The control group consists of 579 families; the treatment group consists of 992 families. Cases are relatively evenly split between Kalamazoo, Macomb and Muskegon Counties. 
[bookmark: _Toc529529668]Table 9-4. Cost Study Sample, by Treatment/Control Group, Overall and by County
	County
	Control Group
	Treatment Group
	Total

	Kalamazoo
	210
	296
	506

	Macomb
	190
	325
	515

	Muskegon
	179
	232
	411

	Total
	579
	992
	1,432


Each case in the demonstration is either a Category II (maltreatment finding) or Category IV (no maltreatment finding) depending on the outcome of the CPS investigation immediately prior to random assignment. Figure 9-1 presents a graphic of the cost study sample broken down by case category, random assignment status, and county.
[bookmark: _Toc529529669]Figure 9-1. Cost Study Sample Size, by Treatment/Control Group, by County, and by Case Category

The team initially analyzed Category II and Category IV cases separately which did not produce statistically significant differences in cost study results compared to leaving the category groups combined. As a result, analyses by Category are not displayed in the results. The lack of difference may be primarily due to the small number of Category IV cases in Kalamazoo and Muskegon counties.


[bookmark: _Toc529529670]9.5	Results
[bookmark: _Toc529529671]9.5.1	Comprehensive Case Cost Outcomes – Descriptive Analysis
The descriptive cost analysis results of the demonstration are presented in Tables 9-5 through 9-8. These outcomes are presented as per-case metrics.
Average Protect MiFamily Treatment Per-Case Cost. Table 9-5 below shows the average per-case cost of each component of the Protect MiFamily program. In the categories listed across the table, direct service costs include Protect MiFamily treatment services, such as counseling, parenting training, screenings, referrals to services, and evidence-based interventions. Indirect costs cover overhead and activities such as collateral contacts with CPS, supervisory meetings, consulting with DHHS, and caseworker travel time.
[bookmark: _Toc529529672]Table 9-5. Average Protect MiFamily Treatment Cost Subgroups, per Treatment Case, by County
	County
	Direct
	Indirect
	Incentive Payments
	Concrete
	Mileage
	Total Protect MiFamily Treatment Costs

	Kalamazoo
	$4,340
	$7,300
	$1,085
	$450
	$288
	$13,463

	Macomb
	$3,042
	$5,449
	$761
	$297
	$171
	$9,719

	Muskegon
	$6,305
	$4,334
	$1,577
	$452
	$274
	$12,942


The majority of the Protect MiFamily treatment group costs were direct services costs and indirect costs, with direct service costs being highest in Muskegon County, while indirect costs were higher in Kalamazoo and Macomb counties. These two cost categories comprised 86 percent of the total program costs in Kalamazoo, 87 percent in Macomb, and 82 percent in Muskegon.
Incentive payments, paid for families completing treatment (the program), were about 8 percent of the total Protect MiFamily program costs in Kalamazoo and Macomb counties, and 12 percent in Muskegon County. The smallest cost categories were concrete and mileage, which include the cost of providing household provisions or supplies to families as well as providing transportation services to families, respectively. These categories combined were consistently around 5 percent of total Protect MiFamily program costs.
Average Total Program Cost. Table 9-6 below shows the Average Total Program Cost Per Case for each county and treatment/control groups. As the data shows, the control groups general services costs are considerably lower than PMF treatment group costs in all three counties, and this difference comprises the majority of the cost difference overall. In all three counties, treatment group cases had higher average foster care costs. In Kalamazoo and Muskegon counties, CPS re-investigation costs are relatively equal between treatment and control groups, while in Macomb County the CPS re-investigation costs for the treatment group are somewhat higher than the control group.
[bookmark: _Toc529529673]Table 9-6. Average Program Cost Per Case, by Treatment/Control Group, and by County
	Group
	N
	Treatment or Control Costs*
	Foster Care
	CPS Re-investigations
	Total Costs 
(All Sources)

	Kalamazoo County

	Control
	210
	$5,096
	$4,393
	$919
	$10,378

	Treatment
	296
	$13,463
	$5,046
	$905
	$19,415

	Macomb County

	Control
	190
	$3,382
	$3,395
	$452
	$7,228

	Treatment
	325
	$9,719
	$3,928
	$640
	$14,287

	Muskegon County

	Control
	179
	$5,363
	$2,678
	$806
	$8,848

	Treatment
	232
	$12,942
	$5,148
	$798
	$18,888


* These costs include Costs of General Services and CPS Ongoing Case costs for Control cases, and Direct, Indirect, Incentive, Concrete, and Mileage costs for PMF Treatment cases.
Average Program Duration Per Case. Table 9-7 shows the average program duration per case, in calendar days, for treatment/control group cases in each county. The durations are somewhat similar to the average program cost results reported above, as each program’s duration is a primary driver of its costs. Kalamazoo County treatment group cases experienced fewer foster care days on average than the county’s control group cases, though in both of the other counties, the treatment group’s average foster care duration was higher than the control group. 
It is worth noting that the majority of cases in both treatment and control groups avoided foster care placement and CPS re-investigations (having durations of zero days) and as a result the average duration may seem brief; however, among all cases that had foster care placements, the average duration of foster care was nearly 400 days. Moreover, among all cases with a CPS re-investigation, the total average duration was 53 days.
[bookmark: _Toc529529674]Table 9-7. Average Program Duration (days) Per Case, by Treatment/Control Group, by County
	
County
	Group
	N
	Protect MiFamily Program
	CPS 
Ongoing
	Foster 
Care
	CPS Re-investigations

	Kalamazoo
	Control
	210
	0
	154
	93
	23

	
	Treatment
	296
	264
	0
	86
	23

	Macomb
	Control
	190
	0
	85
	47
	11

	
	Treatment
	325
	245
	0
	73
	16

	Muskegon
	Control
	179
	0
	183
	63
	20

	
	Treatment
	232
	274
	0
	83
	20


Foster Care Incidence and CPS Incidence Rates. Table 9-8 presents the Protect MiFamily treatment, CPS case, and foster care incidence rates as an average percentage chance per case, and average CPS re-investigations per case (calculated as total re-investigations divided by total cases, as a single case can have multiple re-investigations). Incidence is defined as receiving some service with cost associated in a particular area. This data is presented separately for treatment/control groups and by county. Macomb County had considerably lower CPS Case incidence than the other counties. From the cost data, it appears that Kalamazoo County treatment group cases are slightly less likely to have a child placed in foster care (foster care incidence) than the control group cases in that county, although the reverse is true in Macomb and Muskegon counties where the control group cases were more likely to have a child placed in foster care than treatment group cases. The Kalamazoo finding does not correspond to the administrative data findings for the county on foster care removal; the team is left to wonder why cost data does not correspond to administrative data, however, they can be very different because they are derived from different databases. In all three counties, average CPS re-investigations are slightly higher in treatment group cases than in control cases.
[bookmark: _Toc529529675]Table 9-8. The Incidences of PMF Treatment, CPS Case, and Foster Care (%) and the Average CPS Re-investigations Per Case, by Treatment/Control Group, by County
	
County
	Group
	N
	PMF Treatment Incidence
	CPS Case Incidence
	Foster Care Incidence
	Average CPS Re-investigations

	Kalamazoo
	Control
	210
	0%
	81%
	26%
	0.67

	
	Treatment
	296
	100%
	0%
	21%
	0.68

	Macomb
	Control
	190
	0%
	56%*
	11%
	0.30

	
	Treatment
	325
	99%**
	0%
	15%
	0.41

	Muskegon
	Control
	179
	0%
	85%
	16%
	0.56

	
	Treatment
	232
	98%**
	0%
	24%
	0.58


*Macomb control group cases have a lower CPS Ongoing Case incidence due to having a higher proportion of Category IV cases. 
**There are 9 treatment cases that had no PMF program costs and no PMF treatment duration; these account for the < 100 percent numbers in these cells.
[bookmark: _Toc529529676]9.5.2	Cost Trend Analysis
Figures 9-2, 9-3, 9-4, and 9-5 present the cost trend analysis results of the Protect MiFamily program for each metric, and by county. Each figure displays each county’s average monthly cost-per-case of a given cost group, with separate series shown for treatment group and control group cases.
The reporting period in the figures is October 2013 through May 2018. July, August and September of 2013 are not shown because for those initial program months the case counts were very low, resulting in cost-per-case metrics that are very high and misleading. For the same reason, June 2018 and later are also not displayed.
The four reported cost groups, in order, are:
Total Program Costs (from all sources);
Protect MiFamily Treatment Group Costs vs. Control Group General Service Costs and CPS Ongoing Case Costs;
Foster Care Costs; and
CPS Re-investigation Costs.
Each of the four cost-trend figures are reported separately for each county in the following order: Kalamazoo, Macomb, and Muskegon.
The general trend is relatively consistent across all three counties, for all five cost groups, and across the entire evaluation time period—on an average monthly per-case basis, treatment group cases incur more cost than control group cases, primarily due to the higher Protect MiFamily treatment costs relative to Cost of General Services and Administrative Costs of Ongoing CPS Services.
Figure 9-2, displaying Total Program Costs (all sources), shows a relatively flat cost-per-case trend overall and in Kalamazoo County. In Macomb County, treatment and control group cases were roughly the same cost in 2013, though treatment group cases became more expensive in later years, and the twelve-month period of June 2016 to May 2017 was relatively less expensive on a per-case basis than the surrounding months. In Muskegon County the cost-per- case trend was relatively flat, and in early-to-mid 2016 treatment and control group costs were very similar on a per-case basis, primarily due to low Foster Care costs per Treatment case.

[bookmark: _Toc529529677]Figure 9-2. Average Monthly Total Program Costs (all sources), Per Case, by Treatment/Control Group, for all Counties
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[bookmark: _Toc529529678]Figure 9-3. Average Monthly PMF (Treament) vs. General Services Costs (Control) Per Case, by Treatment/Control Group for all counties
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[bookmark: _Toc529529679]Figure 9-4. Average Monthly Foster Care Costs Per Case, by Treatment/Control Group for all Counties
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[bookmark: _Toc529529680]Figure 9-5. Average Monthly CPS Re-investigation Costs Per Case, by Treatment/Control Group for all Counties
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Figure 9-3, displaying Protect MiFamily Program Costs for Treatment cases vs. General Service Costs for Control cases, shows a flat cost-per-case trend overall, although somewhat declining after 2017 for treatment cases, primarily driven by Kalamazoo County, who had a declining trend overall, though early 2017 was relatively high cost. In Macomb County, costs-per-case were increasing in both treatment and control groups until the end of 2015, at which point the trend reversed and declined for the remainder of the program. In Muskegon County, the cost trend was relatively flat, with 2015 and 2016 being somewhat less expensive per case than other years.
Figure 9-4, displaying Foster Care Cost trends, shows that Treatment and Control cases initially incurred similar foster care costs-per-case overall, though by mid-2014 Control case foster care costs had decreased. Kalamazoo County also had relatively similar foster care costs between treatment and control cases, until control case costs declined in late 2015 and after. In Macomb County, control case foster care costs were initially significantly higher than treatment cases, though the trend reversed by mid-2015, and significantly increased after the second-half of 2017. In Muskegon County, the treatment and control foster care cost-per-case trend is relatively flat, except in late-2015 through the end of 2016 treatment foster care costs were relatively low, and briefly lower than control cases.
Figure 9-5, displaying CPS Re-investigation Cost trends, shows that per-case-costs in both treatment and control group cases overall and in all three counties were relatively similar. Treatment group case costs were somewhat higher, and costs fluctuated greatly from month to month, as CPS Re-investigation costs are not incurred regularly and are for brief periods of time.
[bookmark: _Toc529529681]9.5.3	Treatment Duration Cost Analysis
The intended duration of the Protect MiFamily program is 15 months and 41 percent of treatment group cases were treated for longer than one year. A descriptive analysis was done on whether the duration of Protect MiFamily treatment group cases had an effect on total case costs and the cost of adverse outcomes. Table 9-9 below shows the average cost per treatment group case, including the Protect MiFamily direct program costs, foster care costs, and CPS re-investigation costs, separately reported by county and across three different treatment duration categories: 1) less than six months, 2) less than one year, and 3) more than one year. The data indicate that overall, total case costs were largely driven by the Protect MiFamily program direct costs. Therefore, longer treatment in the intervention for treatment group cases corresponds to higher total case costs. However, in all three counties foster care costs per case were lower for those treatment group cases that stay in the Protect MiFamily program for greater than one year. One element of the practice model that may drive this result is that placement in foster care terminates the Protect MiFamily treatment services automatically. Another point of the data is that re-investigation costs were higher for families who exited Protect MiFamily after 1 year in Kalamazoo and Macomb Counties, but not in Muskegon County. 
[bookmark: _Toc529529682]Table 9-9. Average Program Cost Per Protect MiFamily Treatment Group Case, by County and Treatment Duration
	Treatment Duration
	N
	Treatment Costs
	Foster Care
	CPS 
Re-investigations
	Total Costs 
(All Sources)

	Kalamazoo County

	Exited within 6 months
	121
	$5,271
	$8,600
	$675
	$14,546

	Exited within 1 year
	38
	$13,778
	$5,723
	$885
	$20,386

	Exited after 1 year
	137
	$20,611
	$1,720
	$1,114
	$23,445

	Macomb County

	Exited within 6 months
	143
	$3,832
	$5,409
	$507
	$9,747

	Exited within 1 year
	69
	$10,997
	$4,180
	$604
	$15,781

	Exited after 1 year
	113
	$16,389
	$1,900
	$831
	$19,120

	Muskegon County

	Exited within 6 months
	89
	$5,773
	$5,884
	$646
	$12,303

	Exited within 1 year
	40
	$13,081
	$4,715
	$877
	$18,673

	Exited after 1 year
	103
	$19,083
	$4,680
	$899
	$24,662


[bookmark: _Toc529529683]9.5.4	Demographic Cost Analysis
Linear regression analysis of the Protect MiFamily sample cases is shown below in Table 9-10. The model attempts to predict total case costs while controlling for county, treatment/control group, and case demographic information including number of parents in the family, number of children (age 0-18) in the family, gender, race, and average age of parents and children. Macomb County was the “base case” in the regression model, so its coefficient is omitted from the results to avoid perfect collinearity. The Kalamazoo and Muskegon indicators’ coefficients should be interpreted as a difference in costs relative to Macomb County. The sample for this analysis was reduced from 1,432 to 1,393 because 39 cases had missing values for one or more parent demographic variables, and so could not be included in the regression.
The results confirm the analyses shown previously that treatment cases have higher total costs, and Kalamazoo and Muskegon counties’ costs are higher than Macomb County. The other statistically significant finding is straightforward and expected – cases with more children are more expensive. It is worth noting that the coefficient on number of children is only $1,189, which is considerably lower than the average cost of a case. This suggests that cases with multiple children are less expensive on a per-child basis. The low r-squared statistic (0.0637) suggests that there are many unexplained drivers of a case’s expected cost. The gender, race, or age of the parents or children did not have a statistically significant effect on predicted total case cost.
[bookmark: _Toc529529684]Table 9-10. Regression Model Predicting Total Case Cost
	Regression Model Fit Characteristics


	Number of observations
	1,393

	F (11, 1381)
	8.54

	Prob > F
	0

	R-squared
	0.0637

	Adj R-squared
	0.0562

	Root MSE
	20,097


Note: The n was reduced from 1,432 to 1,393 because 39 cases had missing values for one or more parent demographic variables, and so could not be included in the regression.
	Regression Results


	Independent Variables
	Coefficient
	Std. Error
	t-score
	p value
	95% Confidence Interval

	Macomb
	(omitted)
	0
	0
	0
	0
	0

	Kalamazoo**
	5655
	1301
	4.35
	0.00
	3103
	8207

	Muskegon**
	4079
	1362
	3.00
	0.00
	1408
	6750

	Treatment**
	8269
	1107
	7.47
	0.00
	6097
	10441

	Number of Parents in family
	-906
	603
	-1.50
	0.13
	-2089
	277

	Number of Children in household**
	1189
	372
	3.20
	0.00
	460
	1919

	Parent Gender (female)
	1188
	2027
	0.59
	0.56
	-2788
	5164

	Child Gender (female)
	-55
	1628
	-0.03
	0.97
	-3249
	3139

	Parent Race (black)
	-1221
	1932
	-0.63
	0.53
	-5012
	2569

	Child Race (black)
	-2141
	1758
	-1.22
	0.22
	-5590
	1309

	Average Parent Age
	77
	95
	0.81
	0.42
	-109
	263

	Average Child Age
	137
	244
	0.56
	0.57
	-342
	617

	Intercept
	597
	3746
	0.16
	0.87
	-6751
	7945


**Statistically significant at the p<0.01 level 


[bookmark: _Toc529529685]9.6	Discussion
The comprehensive case cost outcomes analysis for the Cost Study show that overall, Protect MiFamily treatment group cases incurred more costs than control group cases, primarily due to the cost of the Protect MiFamily initiative direct services. This seems a reasonable outcome given that the Protect MiFamily program has a much longer average duration of services than alternative “as usual” services. 
However, the two categories of costs that the treatment was intending to reduce—foster care placement and CPS re-investigations—were not significantly reduced compared to the control group. In fact, average foster care expenses per case were higher for treatment group families.
The cost trend analysis shows that the separate categories of costs displayed monthly by case, and the results were essentially the same – the primary cost driver was the Protect MiFamily treatment (direct services), and foster care and CPS re-investigations were generally higher in treatment group cases relative to control group cases.
The treatment duration cost analysis showed that cases treated in the Protect MiFamily program for at least a year had lower foster care placement costs than treatment group cases that stopped treatment earlier, although cases with at least a year had higher total costs overall due to the longer treatment. Moreover, re-investigation costs were higher for families who exited Protect MiFamily after one year in at least one county. 
The demographic cost analysis showed that the only significant drivers of case cost were the county location, whether it was treated in the Protect MiFamily program or not, and the number of children (age 0-18) in the family. However, the low r-squared statistic suggests that there are many unexplained drivers of a case’s expected cost.
An important point to make is that the Protect MiFamily program increases caseworker involvement with families and children, and that caseworkers are required to report any incidence of maltreatment, abuse or neglect. Therefore, it may follow that additional caseworker time may result in monitoring the family and seeing child maltreatment, resulting in additional referrals to necessary foster care or CPS involvement. Therefore, increases in foster care and CPS involvement for treatment group cases may be caused by the more intensive work and time spent with the family, rather than less effective treatment. It is very difficult to attempt to control for the effect that additional case monitoring has on increased referrals to foster care or CPS services, as not referring a child to needed services may result in more dire consequences such as a child seriously injured and traumatized, or even a child death. However, without controlling for this effect, it is difficult to determine whether Protect MiFamily treatment reduces unneeded foster care and CPS involvement.

In addition, there are other benefits that the Protect MiFamily Program may provide that are difficult or impossible to quantify in a dollar amount, such as whether the family was reunified more quickly than they otherwise would have been, or other improved mental or physical health outcomes for the children. As such, planning and conducting a comprehensive cost-benefit analysis or cost-effectiveness analysis may be very challenging, but something the state might consider for the future. 
In summary, overall the Cost Study results show that the Protect MiFamily program did not significantly reduce the costs of adverse outcomes for the treatment group cases, such as a child entering foster care or subsequent maltreatment requiring Child Protective Services, relative to control group cases. Moreover, the following results respond to the research questions:
Treatment group cases that were enrolled in the Protect MiFamily program and served for more than one year experienced significantly lower foster care spending when compared to treatment group cases that exited Protect MiFamily in less than one year. That finding may be explained somewhat by treatment group cases exiting Protect MiFamily early due to foster care placement; however, generally those were a small proportion overall of families who existed early. 
Treatment group per case costs are higher than control group costs. The treatment group had higher overall costs primarily due to the expense of Protect MiFamily direct services, although they also had higher foster care placement costs compared to the control group.
Both the treatment group and control group costs changed over time; however, there was no consistent pattern or trend over time, or between counties.
The treatment group did not experience a significant reduction in costs of re-investigations relative to the control group.
The treatment group experienced an increase in costs of out-of-home placements relative to the control group.
The treatment group had considerably larger costs of direct services, as expected.
A full cost-benefit analysis of Protect MiFamily was not conducted. However, the lack of significant treatment group cost offsets in foster care placement or CPS re-investigation costs makes the demonstration result clearly negative in terms of cost offsetting. There is little value in conducting a comprehensive cost-benefit analysis unless other benefits of the Protect MiFamily program are able to be quantified in dollars. 
Finally, the Protect MiFamily treatment group did not have significant cost offsets due to improvement in outcomes that could be expressed in monetary terms. As a result, a cost-effectiveness analysis of the Protect MiFamily program was not conducted.
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This report describes the evaluation of Michigan’s Title IV-E Waiver Demonstration, Protect MiFamily. The Protect MiFamily program sought to enhance the safety and explicitly improve the well-being of children and families through an expansion of the secondary and tertiary prevention service array for families with young children (ages 0-5) determined by Child Protective Services (CPS) to be at high or intensive risk for maltreatment.
The Protect MiFamily program used a combination of evidence-based and other intensive services to fill a gap in prevention and preservation services to meet the complex needs of families that may require a longer-term intervention and services to sustain success. The intensity and duration of family engagement was based on the family’s needs and progress.
The evaluation examined, in detail, the implementation of Protect MiFamily to the program model; examines whether and how families who receive Protect MiFamily services achieved better outcomes than those who did not receive these services; whether the program is cost neutral and cost effective; and what can be learned from evaluating the details of the program processes and outcomes that will positively impact future child welfare programs and policy. 
The Key evaluation research questions:
1. Is the duration and intensity of engagement and service intervention based on the family’s identified needs? How does the waiver intervention service regimen address family needs as compared to “services as usual” provided both pre-waiver and during the waiver to the control families?
Are the agencies providing and managing services to effectively engage the families, coordinating meaningful and effective services, and developing community relationships that ensure available and accessible services to meet the families’ needs? How does the provision, accessibility, and availability of waiver intervention services compare to the provision, accessibility, and availability of services pre-waiver and to control families?
Are families demonstrating increased capacity to safely care for their children, experiencing improved social and emotional well-being, and less likely to experience subsequent maltreatment or out-of-home placement? How do measures of safety, permanency, and well-being for children receiving waiver intervention services compare to measures of safety, permanency, and well-being for children in the control group?


Are expenditures for investigations and out-of-home care decreasing while expenditures for supportive evidence-based services to maintain children safely in their own home increasing?
Are the waiver intervention services cost effective and commensurate with the outcomes achieved? Does the cost of waiver intervention services effectively demonstrate better outcomes of safety, permanency and well-being as compared to the outcomes demonstrated through “services as usual?”
The classic treatment design was selected for the evaluation because it is widely considered the “gold standard” for creating equivalent comparison groups and for allowing confident claims about the causal effects of services. Families eligible for the demonstration were randomly assigned to the demonstration. Random assignment occurs at the family level, at each of the three MDHHS local county office, at the time the CPS report disposition is completed.
The evaluation methodology was designed to test the overarching hypothesis that connecting families with well-targeted and effective services (i.e., evidence-based services that reflect family needs and strengths) will improve family functioning, decrease the risk of subsequent maltreatment and prevent the placement of children in foster care. 
Main findings from the evaluation include:
Outcome Study
Overall, the treatment group appeared to have a higher rate of child removals from the home than the control group.
In subgroup analysis, families completing the full treatment (full program) and families completing partial treatment (partially complete program) were less likely to experience a child removal as compared with families in the control group.
Regarding the timing of removal, overall, the risk of removal during the first few months is relatively equivalent between the treatment and control groups.
Overall, the treatment group had a higher rate of child maltreatment recurrence (37 percent vs. 31 percent) and this difference is statistically significant, with Macomb County showing the largest difference between treatment and control groups. 
Overall, families in the treatment group appeared to experience recurrence more quickly (434 days vs. 492 days), however this difference was not statistically significant.
Overall, families completing the Protect MiFamily program showed statistically significant improvement in their protective factors across all protective factors subscale areas, including the Knowledge of Parenting/Child Development items.
Overall 36 percent of treatment group children demonstrated statistically significant improvement in well-being from pre- to post-assessment. Additionally, 85 percent of children who fully completed the Protect MiFamily program demonstrated statistically significant improvement or no change in score between pre- to post-assessment, and 15 percent of treatment group children demonstrated statistically significant worsening in well-being from pre- to post-assessment. 
Process Study
Overall, fidelity scores for the program were generally high and remained relatively stable throughout the demonstration in two of the three counties. Positive trends in fidelity scores and maintenance of higher scores reflect adherence to the Protect MiFamily model.
Private agency staff (program workers) consistently addressed the Waiver Safety Assessment Plan during their contact with families, completing required progress reports on time in Phases 2 and 3 of the program, and convened Family Team Meetings (FTM) on time. However, staff struggled to meet the family contact standards, with some missed contacts attributable to issues outside of the control of private agency staff. 
There was a statistically significant relationship between the worker model fidelity score and child trauma. A higher fidelity score was associated with greater child trauma. 
Low-need/risk cases were more likely to have lower fidelity scores near the start of Protect MiFamily services but after nearly a year of services, fidelity scores were similar across all levels of case need. 
Cases where caregivers were identified as having baseline drug or alcohol abuse issues had initially higher model fidelity scores near the start of services; however, the effect reversed over time such that fidelity scores of these cases were significantly lower than cases with no baseline drug or alcohol issues near one year of services. 
There was a lower rate of service referral to community services than expected.
In general, Protect MiFamily staff were effective in engaging families, although keeping them engaged was challenging once the open CPS case had closed. About one-half of families who were served by Protect MiFamily left before completing the program.
Data from the Family Satisfaction Survey has consistently shown high satisfaction with the program over the demonstration period. 
Cost Study
The majority of the Protect MiFamily treatment group costs were direct services costs and indirect costs, which accounted for about 85 percent of the cost of service for treatment group families. The control groups general services costs were considerably lower than treatment group costs in all three counties, and this difference comprises the majority of the cost difference overall between the treatment and control groups. 
Treatment group cases had higher average foster care costs in all three of the demonstration counties.
CPS re-investigation costs were relatively equal between treatment and control groups. 
Cost trend analyses that compared treatment and control group costs over the years of the demonstration in four areas (1) total program costs from all sources; (2) Protect MiFamily treatment group costs versus control group general service costs and CPS ongoing case costs; (3) foster care costs; and,( 4) CPS re-investigation costs showed, on an average monthly per-case basis over the demonstration period, treatment group cases incurred more cost than control group cases.
A model to predict total case costs confirmed that overall, treatment group cases had higher total costs. 
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This section describes some key lessons learned from the design and implementation of the demonstration evaluation.
Random Assignment. The overall number of randomly assigned families was significantly lower (1,582) than the planned sample size for the demonstration (2,250). The evaluation team routinely adjusted selection rates during the course of the demonstration to accommodate that too few cases were being assigned to the treatment and control groups. For example, in 2016, percentages of eligible Category II cases were increased significantly for each demonstration site and the number of Category IV cases assigned to the control and treatment groups was increased for Macomb County; in 2017, all agencies again increased the number of cases assigned to treatment and control conditions to reach the desired target for the demonstration. However, the anticipated enrollment was not met over the demonstration period due primarily to three contributing factors: (1) there were periodic issues with the randomizers working at each county or across counties. MDHHS kept the evaluation team informed and asked for support in fixing issues when appropriate but at times, random assignment may have been put off while these issues were resolved; (2) counties were limited in randomly assigning families when they did not have enough workers to serve families; and in 2014, MDHHS instituted a new SACWIS system, MiSACWIS. Random assignment of families stopped for about a month while this transition took place. Despite solid plans by MDHHS and the evaluation team closely tracking random assignment and making adjustments throughout the process, it still provides challenging to conduct random assignment over a five-year period in working process of a child welfare agency. 
Service Data. One of the primary regrets for the evaluation team was the inability to collect accurate, individual-level service data for treatment and control families. There is a real need to have accurate services data available, for both the treatment and control group families. Without services data, it is impossible to determine if individual treatment components are most responsible for change over time. A lack of accurate services data also makes it impossible to determine if the families actually received the services they needed to address the family and child risks identified as issues related to child abuse and neglect, which was a major goal of Protect MiFamily.
Data Collection. Data collection in support of the primary data outcomes was difficult given the engagement issue. With more than on-half of the treatment group families leaving the program before completion, the protective factors and child well-being findings are based on less than one-half of the families and children served. While the evaluation team did include final assessments for analysis if the family completed at least 12 months, families generally left the program well before the 12-month time period, and the evaluation team and MDHHS did not feel it would be useful to conduct final assessments earlier.
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To explore what can be learned from evaluating the details of the program processes and outcomes that will positively impact future child welfare programs and policy, the evaluation team presents the following discussion on key lessons learned with implications for child welfare practice services and policies for MDHHS.
Choosing an Appropriate Intervention Population. Administrative data findings suggest that it would be beneficial for MDHHS to select specific populations and counties that have the highest rates of placement and recurrence – so that innovative interventions can have a better chance for success. It is not clear whether the Category II and Category IV cases in the three waiver counties represented the highest risk populations for the intervention given that data show only about 10 percent of these families experienced a child removal in recent years. Mining administrative data with a focus on the evaluation’s primary findings, including the descriptive analysis of the families who were more likely to complete the intervention, could assist MDHHS in defining a population better fit for the intervention.
Maltreatment Recurrence Reporting by Private Agency Staff. To get to the issue of possible surveillance bias, data specific to the person making the referral is required. These data do not have to identify the individual but should at least note their professional title. Such information would permit one to answer the question – did the waiver increase the risk of maltreatment for children or were families more closely monitored? More importantly, MDHHS may consider reviewing policy so that there is consistent practice for all child welfare staff, public and private, in reporting maltreatment recurrence.
Duration and Intensity of Engagement. According to both CPS and Protect MiFamily staff, the chief benefit of the extended length of the program is the opportunity for a worker to engage the family for a longer time and deeper level than is possible in either CPS ongoing services or other existing prevention programs. However, a significant challenge for the program was treatment group families leaving the program. Overall, over one-half of treatment group families who were served by Protect MiFamily left before completing the program.
In general, Protect MiFamily staff were effective in initially engaging families and successful in maintaining fidelity to the model despite finding it challenging to keep up with family contacts required. Moreover, consistently high family satisfaction ratings indicate that many families did build strong relationships with their workers. Private agency staff described a number of strategies used to keep families engaged for the full length of the program, including persistence in contact attempts, variety in method of contact (e.g., texting, Facebook, unannounced visits), listening and validation of the client’s feelings and perspective, and the promise of concrete assistance. One of the strongest themes regarding engagement was the need to take a step back at times and wait for the family to be ready to continue work. To maintain the relationship and satisfy contact requirements, workers sometimes spent visits engaging the family in fun, low pressure activities, such as family game play or taking the mother out on errands or self-care activities.
However, despite best efforts, keeping families engaged was challenging once the open CPS case had closed and many families left the program before completing the 15 months of services, even strongly engaged families. 
Protect MiFamily private agency staff felt that the prescribed duration and intensity (i.e., frequency of contacts) for each phase did not always meet the needs of the families. Staff thought that a 9- or 12-month program would meet the needs of most families and that more flexibility in phase movement and contact requirements might have kept some families from leaving the program early.
Lastly, families more likely to complete the Protect MiFamily program had more than one adult in the home; had more than one child in the home; had a caregiver who had reported being abused/neglected as child and who were less likely to have two or more support persons they could turn to. Additionally, Category IV families were less likely to complete the program. This information circles back to the recommendation on choosing an intervention population, and information from the evaluation can be helpful in that process. Moreover, data from the evaluation could be helpful in creating an analytic tool for use in identifying families that may have more of a challenge completing a long-term program and could be targeted for enhanced engagement.
Staff Retention. Private agencies had some staff recruiting and retention challenges due to the entry-level nature of the position, but largely stabilized turnover in the final two years of the project. Protect MiFamily managers and supervisors identified several contributing factors to the worker turnover:
Worker burnout;
Workers finding new jobs with better salary, workload, or commute; and,
Workers moving to a different career path/specialization.
The Protect MiFamily central office staff worked with the evaluation team to adjust the randomizer rates for each private agency when necessary to compensate for reduced staff capacity. Although this led to a smaller sample size for the evaluation than expected, it kept caseloads reasonable for the remaining workers and helped minimize the impact of turnover on families receiving services.
Interagency Relationships. The working relationship between CPS and Protect MiFamily, both on the agency and staff levels, was both a facilitator and a barrier at times throughout the project. Staff reported that good teamwork between workers often led to better outcomes for the family. In contrast, lack of communication between the Protect MiFamily and CPS ongoing worker often led to conflicting priorities and confusion for the family as to what they needed to do.
In all three counties, both CPS staff and Protect MiFamily private agency staff described their collaborative relationship at the beginning of the project as poor due to the lack of clarity regarding roles and responsibilities, hostility over privatization, and little communication. However, by the final year of the project, the interagency collaboration looked very different in each of the three counties.
The key to building a trusting collaborative relationship was the frequency and quality of the communication between staff at all levels. In many cases, CPS and Protect MiFamily workers overcame barriers by making an effort to engage with each other and work as a team, both in case planning and working with the family. Some workers expressed that conducting joint visits to the family helped keep everyone on the same page, ensuring that crucial safety issues were being addressed and that the family was receiving a consistent message from both workers. Staff who had the opportunity to work with each other over a longer time period got to know each other’s communication and work styles; this familiarity facilitated the teaming process and helped build a trusting collaborative relationship.
The day-to-day collaboration between CPS staff and Protect MiFamily staff had some formal facilitators built into the model. For example, every CPS investigation that has substantiated allegations and becomes an ongoing CPS case must have a family team meeting (FTM) to transfer the case from the investigator to the ongoing worker. For cases randomized to the Protect MiFamily treatment group, CPS staff were required to invite the Protect MiFamily worker to the FTM. CPS and Protect MiFamily staff reported that, when the FTM happened as intended per the model, it was a helpful facilitator in getting everyone on the same page. However, staff also reported that frequently either the Protect MiFamily or CPS ongoing worker would not be included in the FTM, usually due to logistical complications or lack of communication. Protect MiFamily workers were also required to enter their contacts with the family into MiSACWIS and provide regular reports on progress. Many CPS and Protect MiFamily staff liked this method of communication, but many others felt frustrated by a lack of detail (on the CPS side) or a sense that their reports were not being read (on the Protect MiFamily side).
The Protect MiFamily private agencies and Protect MiFamily central office staff also implemented other formalized attempts to build the relationships and facilitate communication between the public and private agencies, including:
Job shadowing opportunities for new Protect MiFamily workers to spend a day with a CPS worker;
Gatherings to help Protect MiFamily and CPS staff to get to know each other better;
Inviting CPS staff to the annual Shared Learning Event and Casey convening;
In-person presentations from Protect MiFamily central office staff to introduce new CPS workers to the Protect MiFamily model; and,
Quarterly meetings of Protect MiFamily and CPS supervisors.
Of these relationship facilitators, CPS and Protect MiFamily staff reported that job shadowing and participating in the convening and Shared Learning Event were most effective in improving relationships between workers. Regular gatherings and meetings were not sustained over time, and CPS staff reported that while they appreciated the offer of further training for their workers from the Protect MiFamily central office staff, they preferred to hear about the program from their local private agency partners.
These findings seem particularly useful in moving forward in improving interagency relationships to support and improve outcomes for families.
Service Provision. Overall, there was a lower rate of service referral to community services than expected. Low rates of service referrals may be due to Protect MiFamily private agency staff providing services (mainly psycho-educational) themselves in the home. Service referrals were primarily used for clinical services (substance abuse treatment, mental health) that required specialized professional or certified providers. The low rate of referral to community services was also influenced by client reluctance to go, availability of transportation or scheduling barriers, service availability, and the cost of outside services. Barriers to service availability is key to program success and something MDHHS should consider when implementing this intervention in communities. The evaluation team recommends a thorough review of the baseline assessment data on the needs and risks of families to assist in exploring service needs and the development of adequate service provider resources within the communities to meet those needs.
The Outcome Study findings indicate that program services to treatment group families who completed the program had positive outcomes. Treatment group families showed statistically significant improvement from pre- to post-survey across all protective factors subscales including Family Functioning, Social Emotional Support, Concrete Support, Nurturing and Attachment, and Knowledge of Parenting/Child Development items. This is a positive finding for the program and speaks to the ability of the program to improve protective factors for families who complete the program.
Moreover, 36 percent of treatment group children showed statistically significant improvement in their well-being scores between pre-assessment and post-assessment and 85 percent of children demonstrated either statistically significant improvement or no statistically significant change between their pre- to post-assessment. Additionally, 70 percent of the children assessed at baseline with the greatest needs in well-being (“Area of Need”), improved their well-being after completing the program. The evaluation team sees these overall statistics as optimistic and positive outcomes overall, especially given the proportion of children with a high initial rating. The evaluation team was not sure whether the initial high rates of protect factors was more likely to be a result of parent self-reporting early in the program or goes back to the need to more accurately assess the population for the intervention; either way this is something for MDHHS to consider.
Additionally, 30 percent of children with a pre-assessment well-being rating as “Area of Need” did not improve after completing the program. There was also a small but notable proportion of children, about 1 in 10, that worsened from a pre-assessment of “Typical” to a post-assessment of “Area of Need” after completing the program. While it could be that this is in part due to inaccurate ratings by parents between the pre- and post-assessments, it seems worthwhile for MDHHS to look carefully into the particular characteristics of both the children with an “Area of Need” original score who did not improve, and children whose score or rating worsened between pre- and post-assessment. These children appear to have the highest well-being needs, and if there are gaps in current practice that address these children, the team suggests changes in the program be made to address the specific challenges of these children and their families’ risk factors.
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Michigan’s Interim and Final Evaluation Reports can be found at this site, https://www.michigan.gov/mdhhs/0,5885,7-339-71551_66160---,00.html. 
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Appendix A
Protect MiFamily Final Report 
Analysis Data Tables:
Model Fidelity
Family Satisfaction Survey


Model Fidelity Checklist Quarterly Scores
	Time Period
	Kalamazoo
	Macomb
	Muskegon

	Year 1, Quarter 1 (n=30)
	64
	49
	37

	Year 1, Quarter 2 (n=30)
	87
	83
	65

	

	Year 2, Quarter 1 (n=90)
	80
	79
	76

	Year 2, Quarter 2 (n=90)
	81
	68
	86

	Year 2, Quarter 3 (n=60)
	89
	79
	87

	

	Year 3, Quarter 1 (n=60)
	94
	86
	89

	Year 3, Quarter 2 (n=60)
	85
	82
	85

	Year 3, Quarter 3 (n=60)
	80
	78
	87

	

	Year 4, Quarter 1 (n=60)
	88
	76
	84

	Year 4, Quarter 2 (n=60)
	89
	87
	87

	Year 4, Quarter 3 (n=60)
	87
	84
	89

	Year 4, Quarter 4 (n=60)
	88
	83
	89

	

	Year 5, Quarter 1 (n=60)
	89
	81
	84

	Year 5, Quarter 2 (n=60)
	90
	84
	88

	Year 5, Quarter 3 (n=60)
	82
	86
	88

	Year 5, Quarter 4 (n=60)
	93
	84
	88





Model Fidelity Checklist Items by County, Year 5 Quarter 4 (n = 60)
	
	Kalamazoo
	Macomb
	Muskegon

	
	N
	Yes
	No
	N
	Yes
	No
	N
	Yes
	No

	Contacts and Assessment Items

	1a. Did the waiver worker maintain contact standards with the family as required for this phase?
(Twice every 7 days in Phase 1;
once every 7 days in Phase 2;
once a month in Phase 3)
ALL PHASES
	20
	60%
(12)
	40%
(8)
	20
	30%
(6)
	70%
(14)
	20
	50%
(10)
	50%
(10)

	1b. If the waiver worker did not maintain contact standards with the family as required for this phase was the family contacted twice every 8-10 days in Phase 1, or once every 8-10 days in Phase 2?
PHASES ONE & TWO ONLY
	6
	17%
(1)
	83%
(5)
	11
	18%
(2)
	82%
(9)
	10
	30%
(3)
	70%
(7)

	2. Was the Family Psychosocial Screen administered within 7 days of referral?
PHASE ONE ONLY
	0
	N/A
(0)
	N/A
(0)
	2
	50%
(1)
	50%
(1)
	1
	100%
(1)
	N/A
(0)

	3. Did the waiver worker develop an initial written safety plan within 7 days of the family's referral to the waiver project?
PHASE ONE ONLY
	0
	N/A
(0)
	N/A
(0)
	2
	50%
(1)
	50%
(1)
	1
	N/A
(0)
	100%
(1)

	4. Did the waiver worker administer the Protective Factors Survey as required for this phase?
ALL PHASES
	10
	100%
(10)
	N/A
(0)
	7
	86%
(6)
	14%
(1)
	6
	100%
(6)
	N/A
(0)

	5. Did the waiver worker administer the Devereux Early Childhood Assessment to each child in the household ages 0-5 as required for this phase?
PHASES ONE & THREE
	10
	100%
(10)
	N/A
(0)
	6
	100%
(6)
	N/A
(0)
	6
	100%
(6)
	N/A
(0)

	6. Did the waiver worker administer the Trauma Screening Checklist to each child in the home ages 0-5 within 30 days of the family's referral to the waiver project?
PHASE ONE ONLY
	0
	N/A
(0)
	N/A
(0)
	2
	100%
(2)
	N/A
(0)
	0
	N/A
(0)
	N/A
(0)

	7. If appropriate for case status (open/closed) or case category, did the waiver worker complete the Risk Re-Assessment as required for this phase?
PHASES TWO & THREE
	17
	100%
(17)
	N/A
(0)
	11
	100%
(11)
	N/A
(0)
	14
	93%
(13)
	7%
(1)

	8. Did the waiver worker provide the designated family member with the waiver family satisfaction survey as required for this phase?
ALL PHASES
	10
	100%
(10)
	N/A
(0)
	4
	100%
(4)
	N/A
(0)
	0
	N/A
(0)
	N/A
(0)

	9. Is there evidence that the waiver worker addressed the Waiver Safety Assessment Plan as required for this phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	19
	95%
(18)
	5%
(1)

	10. Did the waiver worker complete the Safety Re-Assessment at 15 months?
PHASE THREE ONLY
	8
	100%
(8)
	N/A
(0)
	4
	100%
(4)
	N/A
(0)
	6
	100%
(6)
	N/A
(0)

	11. Did the waiver worker complete a written case plan with the family no later than 45 days after the family was referred to the waiver project?
PHASE ONE ONLY
	0
	N/A
(0)
	N/A
(0)
	1
	100%
(1)
	N/A
(0)
	0
	N/A
(0)
	N/A
(0)

	12. Did the waiver worker complete the progress report as required for this phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	16
	100%
(16)
	N/A
(0)
	19
	95%
(18)
	5%
(1)

	13. Did the waiver worker complete the Final Progress Report?
PHASE THREE ONLY
	12
	100%
(12)
	N/A
(0)
	5
	100%
(5)
	N/A
(0)
	6
	100%
(6)
	N/A
(0)

	14. Did the waiver worker complete the Case Close Notification?
ALL PHASES
	17
	100%
(17)
	N/A
(0)
	16
	100%
(16)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)

	Family Team Meeting Item

	1. Did the waiver worker convene a family team meeting as required for this phase?
ALL PHASES
	10
	100%
(10)
	N/A
(0)
	5
	100%
(5)
	N/A
(0)
	0
	N/A
(0)
	N/A
(0)

	Worker Service Delivery Items

	1. Were the provided community service referrals related to family's identified risks and needs?
ALL PHASES
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	20
	95%
(19)
	5%
(1)

	2. Did the waiver worker advance the family through this phase in accordance with the time allotted for this waiver phase?
PHASES TWO & THREE
	20
	100%
(20)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
	19
	100%
(19)
	N/A
(0)

	3. Did the waiver worker refer and link the family to concrete services that addressed either child safety, risk, or well-being?
ALL PHASES
	20
	100%
(20)
	N/A
(0)
	15
	100%
(15)
	N/A
(0)
	20
	100%
(20)
	N/A
(0)

	4. Did the waiver worker send the letter summarizing progress to the family no later than 7 days after case closure?
ALL PHASES
	17
	100%
(17)
	N/A
(0)
	14
	100%
(14)
	N/A
(0)
	17
	100%
(17)
	N/A
(0)
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	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	781
	69.2%
	293
	26.0%
	39
	3.5%
	4
	0.4%
	6
	0.5%
	5
	0.4%

	2. My family is taught new ways to talk and work with each other. 
	562
	49.8%
	423
	37.5%
	109
	9.7%
	10
	0.9%
	2
	0.2%
	23
	2.0%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	543
	48.1%
	408
	36.1%
	121
	10.7%
	13
	1.2%
	4
	0.4%
	40
	3.5%

	4. My family and I know how to contact other agencies to get our needs met. 
	692
	61.3%
	372
	33.0%
	42
	3.7%
	10
	0.9%
	3
	0.3%
	10
	0.9%

	5. My family is taught how to manage money better. 
	367
	32.6%
	382
	33.9%
	245
	21.8%
	25
	2.2%
	5
	0.4%
	102
	9.1%

	6. My family is taught to manage our time better. 
	427
	38.0%
	452
	40.2%
	162
	14.4%
	17
	1.5%
	2
	0.2%
	65
	5.8%

	7. My family is better able to understand and deal with our feelings. 
	510
	45.5%
	470
	41.9%
	102
	9.1%
	12
	1.1%
	4
	0.4%
	23
	2.1%

	8. My family gets help getting mental health services we need.
	485
	43.8%
	379
	34.2%
	86
	7.8%
	13
	1.2%
	3
	0.3%
	142
	12.8%

	9. My family gets help getting substance abuse treatment services we need. 
	300
	26.8%
	223
	20.0%
	95
	8.5%
	10
	0.9%
	3
	0.3%
	487
	43.6%

	10. My family gets help in finding a place to live. 
	307
	27.6%
	221
	19.8%
	155
	13.9%
	20
	1.8%
	9
	0.8%
	402
	36.1%

	11. My family is taught ways to keep our family safe.
	667
	59.1%
	367
	32.5%
	48
	4.3%
	3
	0.3%
	2
	0.2%
	41
	3.6%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	446
	39.6%
	320
	28.4%
	104
	9.2%
	23
	2.0%
	4
	0.4%
	230
	20.4%

	13. The appointments with my Project Worker are at convenient places for my family. 
	861
	76.7%
	236
	21.0%
	14
	1.3%
	1
	0.1%
	1
	0.1%
	10
	0.9%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	910
	81.0%
	198
	17.6%
	7
	0.6%
	2
	0.2%
	2
	0.2%
	4
	0.4%

	15. My Project Worker asks for my family's opinions. 
	865
	77.0%
	235
	20.9%
	14
	1.3%
	3
	0.3%
	4
	0.4%
	2
	0.2%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	886
	78.8%
	218
	19.4%
	12
	1.1%
	3
	0.3%
	3
	0.3%
	2
	0.2%

	17. The Project has helped me, and my family reach our goals.
	723
	64.3%
	299
	26.6%
	77
	6.9%
	8
	0.7%
	3
	0.3%
	14
	1.3%




Family Satisfaction Survey Results, Phase 1 (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	306
	61.0%
	167
	33.3%
	23
	4.6%
	2
	0.4%
	2
	0.4%
	2
	0.4%

	2. My family is taught new ways to talk and work with each other. 
	194
	38.7%
	205
	40.8%
	77
	15.3%
	7
	1.4%
	2
	0.4%
	17
	3.4%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	189
	37.6%
	191
	38.0%
	82
	16.3%
	12
	2.4%
	3
	0.6%
	26
	5.2%

	4. My family and I know how to contact other agencies to get our needs met. 
	256
	50.9%
	201
	40.0%
	29
	5.8%
	8
	1.6%
	2
	0.4%
	7
	1.4%

	5. My family is taught how to manage money better. 
	121
	24.2%
	164
	32.7%
	140
	27.9%
	17
	3.4%
	3
	0.6%
	56
	11.2%

	6. My family is taught to manage our time better. 
	148
	29.6%
	212
	42.4%
	99
	19.8%
	9
	1.8%
	2
	0.4%
	30
	6.0%

	7. My family is better able to understand and deal with our feelings. 
	185
	37.0%
	226
	45.2%
	66
	13.2%
	6
	1.2%
	4
	0.8%
	13
	2.6%

	8. My family gets help getting mental health services we need.
	188
	37.8%
	187
	37.6%
	47
	9.5%
	8
	1.6%
	2
	0.4%
	65
	13.1%

	9. My family gets help getting substance abuse treatment services we need. 
	115
	23.1%
	116
	23.3%
	56
	11.3%
	5
	1.0%
	2
	0.4%
	203
	40.9%

	10. My family gets help in finding a place to live. 
	119
	24.1%
	101
	20.5%
	81
	16.4%
	12
	2.4%
	7
	1.4%
	174
	35.2%

	11. My family is taught ways to keep our family safe.
	263
	52.3%
	185
	36.8%
	29
	5.8%
	2
	0.4%
	2
	0.4%
	22
	4.4%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	166
	33.1%
	146
	29.1%
	57
	11.4%
	14
	2.8%
	2
	0.4%
	117
	23.3%

	13. The appointments with my Project Worker are at convenient places for my family. 
	355
	71.1%
	128
	25.7%
	11
	2.2%
	1
	0.2%
	1
	0.2%
	3
	0.6%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	392
	78.6%
	100
	20.0%
	3
	0.6%
	2
	0.4%
	2
	0.4%
	0
	0.0%

	15. My Project Worker asks for my family's opinions. 
	361
	72.2%
	123
	24.6%
	9
	1.8%
	2
	0.4%
	4
	0.8%
	1
	0.2%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	371
	74.2%
	117
	23.4%
	6
	1.2%
	3
	0.6%
	3
	0.6%
	0
	0.0%

	17. The Project has helped me, and my family reach our goals.
	267
	53.3%
	154
	30.7%
	62
	12.4%
	6
	1.2%
	3
	0.6%
	9
	1.8%




Family Satisfaction Survey Results, Phase 2 (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	276
	76.7%
	72
	20.0%
	9
	2.5%
	1
	0.3%
	1
	0.3%
	1
	0.3%

	2. My family is taught new ways to talk and work with each other. 
	204
	56.7%
	133
	36.9%
	19
	5.3%
	2
	0.6%
	0
	0.0%
	2
	0.6%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	194
	54.0%
	134
	37.3%
	21
	5.9%
	1
	0.3%
	1
	0.3%
	8
	2.2%

	4. My family and I know how to contact other agencies to get our needs met. 
	243
	67.7%
	106
	29.5%
	6
	1.7%
	2
	0.6%
	1
	0.3%
	1
	0.3%

	5. My family is taught how to manage money better. 
	133
	37.1%
	124
	34.5%
	66
	18.4%
	4
	1.1%
	2
	0.6%
	30
	8.4%

	6. My family is taught to manage our time better. 
	146
	40.7%
	142
	39.6%
	43
	12.0%
	5
	1.4%
	0
	0.0%
	23
	6.4%

	7. My family is better able to understand and deal with our feelings. 
	177
	49.6%
	148
	41.5%
	24
	6.7%
	4
	1.1%
	0
	0.0%
	4
	1.1%

	8. My family gets help getting mental health services we need.
	172
	49.0%
	105
	29.9%
	26
	7.4%
	2
	0.6%
	1
	0.3%
	45
	12.8%

	9. My family gets help getting substance abuse treatment services we need. 
	109
	30.6%
	64
	18.0%
	20
	5.6%
	5
	1.4%
	0
	0.0%
	158
	44.4%

	10. My family gets help in finding a place to live. 
	100
	28.2%
	72
	20.3%
	45
	12.7%
	6
	1.7%
	1
	0.3%
	131
	36.9%

	11. My family is taught ways to keep our family safe.
	229
	64.0%
	107
	29.9%
	8
	2.2%
	1
	0.3%
	0
	0.0%
	13
	3.6%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	148
	41.3%
	97
	27.1%
	28
	7.8%
	7
	2.0%
	2
	0.6%
	76
	21.2%

	13. The appointments with my Project Worker are at convenient places for my family. 
	289
	80.7%
	66
	18.4%
	1
	0.3%
	0
	0.0%
	0
	0.0%
	2
	0.6%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	294
	82.4%
	59
	16.5%
	3
	0.8%
	0
	0.0%
	0
	0.0%
	1
	0.3%

	15. My Project Worker asks for my family's opinions. 
	284
	79.8%
	69
	19.4%
	2
	0.6%
	1
	0.3%
	0
	0.0%
	0
	0.0%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	291
	81.5%
	62
	17.4%
	3
	0.8%
	0
	0.0%
	0
	0.0%
	1
	0.3%

	17. The Project has helped me, and my family reach our goals.
	252
	70.6%
	94
	26.3%
	9
	2.5%
	0
	0.0%
	0
	0.0%
	2
	0.6%



Family Satisfaction Survey Results, Phase 3 (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	199
	74.8%
	54
	20.3%
	7
	2.6%
	1
	0.4%
	3
	1.1%
	2
	0.8%

	2. My family is taught new ways to talk and work with each other. 
	164
	61.4%
	85
	31.8%
	13
	4.9%
	1
	0.4%
	0
	0.0%
	4
	1.5%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	160
	59.9%
	83
	31.1%
	18
	6.7%
	0
	0.0%
	0
	0.0%
	6
	2.3%

	4. My family and I know how to contact other agencies to get our needs met. 
	193
	72.3%
	65
	24.3%
	7
	2.6%
	0
	0.0%
	0
	0.0%
	2
	0.8%

	5. My family is taught how to manage money better. 
	113
	42.5%
	94
	35.3%
	39
	14.7%
	4
	1.5%
	0
	0.0%
	16
	6.0%

	6. My family is taught to manage our time better. 
	133
	50.0%
	98
	36.8%
	20
	7.5%
	3
	1.1%
	0
	0.0%
	12
	4.5%

	7. My family is better able to understand and deal with our feelings. 
	148
	56.1%
	96
	36.4%
	12
	4.6%
	2
	0.8%
	0
	0.0%
	6
	2.3%

	8. My family gets help getting mental health services we need.
	125
	48.1%
	87
	33.5%
	13
	5.0%
	3
	1.2%
	0
	0.0%
	32
	12.3%

	9. My family gets help getting substance abuse treatment services we need. 
	76
	28.7%
	43
	16.2%
	19
	7.2%
	0
	0.0%
	1
	0.4%
	126
	47.6%

	10. My family gets help in finding a place to live. 
	88
	33.2%
	48
	18.1%
	29
	10.9%
	2
	0.8%
	1
	0.4%
	97
	36.6%

	11. My family is taught ways to keep our family safe.
	175
	65.5%
	75
	28.1%
	11
	4.1%
	0
	0.0%
	0
	0.0%
	6
	2.3%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	132
	49.4%
	77
	28.8%
	19
	7.1%
	2
	0.8%
	0
	0.0%
	37
	13.9%

	13. The appointments with my Project Worker are at convenient places for my family. 
	217
	81.6%
	42
	15.8%
	2
	0.8%
	0
	0.0%
	0
	0.0%
	5
	1.9%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	224
	83.9%
	39
	14.6%
	1
	0.4%
	0
	0.0%
	0
	0.0%
	3
	1.1%

	15. My Project Worker asks for my family's opinions. 
	220
	82.4%
	43
	16.1%
	3
	1.1%
	0
	0.0%
	0
	0.0%
	1
	0.4%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	224
	83.9%
	39
	14.6%
	3
	1.1%
	0
	0.0%
	0
	0.0%
	1
	0.4%

	17. The Project has helped me, and my family reach our goals.
	204
	76.7%
	51
	19.2%
	6
	2.3%
	2
	0.8%
	0
	0.0%
	3
	1.1%



Kalamazoo Family Satisfaction Survey Results (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	311
	67.6%
	120
	26.1%
	23
	5.0%
	0
	0.0%
	4
	0.9%
	2
	0.4%

	2. My family is taught new ways to talk and work with each other. 
	217
	47.3%
	178
	38.8%
	52
	11.3%
	2
	0.4%
	1
	0.2%
	9
	2.0%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	207
	45.0%
	167
	36.3%
	61
	13.3%
	6
	1.3%
	1
	0.2%
	18
	3.9%

	4. My family and I know how to contact other agencies to get our needs met. 
	291
	63.3%
	145
	31.5%
	15
	3.3%
	4
	0.9%
	2
	0.4%
	3
	0.7%

	5. My family is taught how to manage money better. 
	152
	33.1%
	155
	33.8%
	92
	20.0%
	11
	2.4%
	3
	0.7%
	46
	10.0%

	6. My family is taught to manage our time better. 
	170
	37.0%
	182
	39.7%
	69
	15.0%
	10
	2.2%
	1
	0.2%
	27
	5.9%

	7. My family is better able to understand and deal with our feelings. 
	206
	45.2%
	186
	40.8%
	53
	11.6%
	3
	0.7%
	2
	0.4%
	6
	1.3%

	8. My family gets help getting mental health services we need.
	204
	45.3%
	140
	31.1%
	42
	9.3%
	7
	1.6%
	2
	0.4%
	55
	12.2%

	9. My family gets help getting substance abuse treatment services we need. 
	131
	28.7%
	88
	19.3%
	50
	10.9%
	3
	0.7%
	2
	0.4%
	183
	40.0%

	10. My family gets help in finding a place to live. 
	124
	27.2%
	86
	18.9%
	73
	16.0%
	8
	1.8%
	3
	0.7%
	162
	35.5%

	11. My family is taught ways to keep our family safe.
	275
	59.8%
	138
	30.0%
	26
	5.7%
	2
	0.4%
	2
	0.4%
	17
	3.7%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	176
	38.3%
	129
	28.1%
	43
	9.4%
	13
	2.8%
	3
	0.7%
	95
	20.7%

	13. The appointments with my Project Worker are at convenient places for my family. 
	355
	77.3%
	88
	19.2%
	9
	2.0%
	0
	0.0%
	1
	0.2%
	6
	1.3%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	369
	80.6%
	80
	17.5%
	5
	1.1%
	0
	0.0%
	2
	0.4%
	2
	0.4%

	15. My Project Worker asks for my family's opinions. 
	353
	77.2%
	91
	19.9%
	8
	1.8%
	1
	0.2%
	3
	0.7%
	1
	0.2%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	367
	80.0%
	83
	18.1%
	7
	1.5%
	0
	0.0%
	2
	0.4%
	0
	0.0%

	17. The Project has helped me, and my family reach our goals.
	303
	65.9%
	114
	24.8%
	34
	7.4%
	3
	0.7%
	1
	0.2%
	5
	1.1%



Macomb Family Satisfaction Survey Results (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	199
	66.3%
	90
	30.0%
	8
	2.7%
	3
	1.0%
	0
	0.0%
	0
	0.0%

	2. My family is taught new ways to talk and work with each other. 
	142
	47.3%
	112
	37.3%
	33
	11.0%
	6
	2.0%
	0
	0.0%
	7
	2.3%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	126
	42.0%
	120
	40.0%
	35
	11.7%
	7
	2.3%
	1
	0.3%
	11
	3.7%

	4. My family and I know how to contact other agencies to get our needs met. 
	148
	49.3%
	125
	41.7%
	18
	6.0%
	5
	1.7%
	1
	0.3%
	3
	1.0%

	5. My family is taught how to manage money better. 
	78
	26.1%
	106
	35.5%
	76
	25.4%
	9
	3.0%
	1
	0.3%
	29
	9.7%

	6. My family is taught to manage our time better. 
	96
	32.2%
	137
	46.0%
	44
	14.8%
	5
	1.7%
	0
	0.0%
	16
	5.4%

	7. My family is better able to understand and deal with our feelings. 
	125
	42.0%
	130
	43.6%
	28
	9.4%
	7
	2.4%
	1
	0.3%
	7
	2.4%

	8. My family gets help getting mental health services we need.
	124
	41.9%
	119
	40.2%
	22
	7.4%
	3
	1.0%
	0
	0.0%
	28
	9.5%

	9. My family gets help getting substance abuse treatment services we need. 
	79
	26.8%
	70
	23.7%
	15
	5.1%
	3
	1.0%
	1
	0.3%
	127
	43.1%

	10. My family gets help in finding a place to live. 
	67
	22.8%
	67
	22.8%
	48
	16.3%
	7
	2.4%
	5
	1.7%
	100
	34.0%

	11. My family is taught ways to keep our family safe.
	169
	56.3%
	107
	35.7%
	13
	4.3%
	1
	0.3%
	0
	0.0%
	10
	3.3%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	105
	35.1%
	93
	31.1%
	36
	12.0%
	7
	2.3%
	1
	0.3%
	57
	19.1%

	13. The appointments with my Project Worker are at convenient places for my family. 
	226
	76.1%
	66
	22.2%
	2
	0.7%
	1
	0.3%
	0
	0.0%
	2
	0.7%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	241
	80.9%
	53
	17.8%
	2
	0.7%
	1
	0.3%
	0
	0.0%
	1
	0.3%

	15. My Project Worker asks for my family's opinions. 
	225
	75.5%
	67
	22.5%
	4
	1.3%
	1
	0.3%
	0
	0.0%
	1
	0.3%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	231
	78.0%
	60
	20.3%
	2
	0.7%
	3
	1.0%
	0
	0.0%
	0
	0.0%

	17. The Project has helped me, and my family reach our goals.
	178
	60.1%
	87
	29.4%
	23
	7.8%
	3
	1.0%
	1
	0.3%
	4
	1.4%



Muskegon Family Satisfaction Survey Results (final)
	Questions
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Does Not Apply

	 
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%

	1. My family is getting the services we need. 
	271
	73.6%
	83
	22.6%
	8
	2.2%
	1
	0.3%
	2
	0.5%
	3
	0.8%

	2. My family is taught new ways to talk and work with each other. 
	203
	54.9%
	133
	36.0%
	24
	6.5%
	2
	0.5%
	1
	0.3%
	7
	1.9%

	3. My family is taught new and better ways to deal with our child(ren)'s behavior.
	210
	56.9%
	121
	32.8%
	25
	6.8%
	0
	0.0%
	2
	0.5%
	11
	3.0%

	4. My family and I know how to contact other agencies to get our needs met. 
	253
	68.6%
	102
	27.6%
	9
	2.4%
	1
	0.3%
	0
	0.0%
	4
	1.1%

	5. My family is taught how to manage money better. 
	137
	37.2%
	121
	32.9%
	77
	20.9%
	5
	1.4%
	1
	0.3%
	27
	7.3%

	6. My family is taught to manage our time better. 
	161
	43.8%
	133
	36.1%
	49
	13.3%
	2
	0.5%
	1
	0.3%
	22
	6.0%

	7. My family is better able to understand and deal with our feelings. 
	179
	48.8%
	154
	42.0%
	21
	5.7%
	2
	0.5%
	1
	0.3%
	10
	2.7%

	8. My family gets help getting mental health services we need.
	157
	43.4%
	120
	33.2%
	22
	6.1%
	3
	0.8%
	1
	0.3%
	59
	16.3%

	9. My family gets help getting substance abuse treatment services we need. 
	90
	24.6%
	65
	17.8%
	30
	8.2%
	4
	1.1%
	0
	0.0%
	177
	48.4%

	10. My family gets help in finding a place to live. 
	116
	31.9%
	68
	18.7%
	34
	9.3%
	5
	1.4%
	1
	0.3%
	140
	38.5%

	11. My family is taught ways to keep our family safe.
	223
	60.6%
	122
	33.2%
	9
	2.5%
	0
	0.0%
	0
	0.0%
	14
	3.8%

	12. My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).
	165
	44.7%
	98
	26.6%
	25
	6.8%
	3
	0.8%
	0
	0.0%
	78
	21.1%

	13. The appointments with my Project Worker are at convenient places for my family. 
	280
	76.3%
	82
	22.3%
	3
	0.8%
	0
	0.0%
	0
	0.0%
	2
	0.5%

	14. My Project Worker schedules our appointments at times that work best for me and my family.
	300
	81.7%
	65
	17.7%
	0
	0.0%
	1
	0.3%
	0
	0.0%
	1
	0.3%

	15. My Project Worker asks for my family's opinions. 
	287
	78.0%
	77
	20.9%
	2
	0.5%
	1
	0.3%
	1
	0.3%
	0
	0.0%

	16. My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service. 
	288
	78.1%
	75
	20.3%
	3
	0.8%
	0
	0.0%
	1
	0.3%
	2
	0.5%

	17. The Project has helped me, and my family reach our goals.
	242
	65.8%
	98
	26.6%
	20
	5.4%
	2
	0.5%
	1
	0.3%
	5
	1.4%





Appendix B 
Michigan Title IV-E Waiver Demonstration 

Evaluation Instruments

Bright Futures Family Psychosocial Screening: Pediatric Intake Form
Child Trauma Screening Checklist: Identifying Children at Risk Ages 0-5
Family Satisfaction Survey
Model Fidelity Checklist
Protective Factors Survey
Devereux Early Childhood Assessment (1 up to 18 months)
Devereux Early Childhood Assessment (18 up to 36 months)
Devereux Early Childhood Assessment P2 for preschoolers (3 through 5 years)
Devereux Student Strengths Assessment-MINI
Control Group Expenditure Data Collection
Codes for Waiver Control Group – Expenditure Data Collection
Process Study Focus Group and Interview Protocols and Consent form
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1. 
Psychosocial Evaluation
Waiver Project
Michigan Department of Health & Human Services

	Family I.D. Number
	Telephone number
	Referral date to waiver program



1. Have you ever experienced domestic violence?  Can you tell me who the perpetrator was?
Are you ever afraid of your current or former partner? Please explain.
Does your partner prevent you from visiting friends and family?
Does your partner prevent you from going to school or work?
Does your partner tell you what to wear, what to do, where you can go, or whom you can talk to?
Does your partner control the household income?
Does your partner follow you to “check-up” on you or check the mileage on your car?
Does your partner telephone you constantly while you are at work or home?
Does your partner give you threatening looks or stares when he/she does not agree with something you said or did?
Does your partner call you degrading names, put you down or humiliate you?
Does your partner blame you or tell you that you are at fault for the abuse or any problems you are having?
Does your partner deny or minimize their abusive behavior toward you?
Has your partner ever destroyed your personal possessions or household items?
Has your partner ever pushed, kicked, slapped, punched or choked you?
Has your partner ever threatened to kill or harm themselves, you, the children, or a pet?
How many times have you experienced abusive behavior from this person in the last 3 months?  Can you describe the abuse?
Have you had to seek medical assistance for injuries or health problems resulting from your partners’ violence?
Has your partner ever physically abused your children?
Has your partner ever asked your children to report your daily activities or “spy” on you?
Has your partner ever hurt you in front of your children?
How do you think the violence at home affects your children?
Have your children ever intervened in a physical or verbal assault to protect you or to stop the violence?
Has your partner ever threatened you with a weapon or gun?
Are there weapons in your home or does your partner have access to a dangerous weapon or a gun?
Do you believe your family is safe tonight?
Do you have a safety plan if you do not feel safe?  If no:  Can we create a safety plan together and include the children?

[image: ]Trauma Informed System Initiative




[image: ]Screening Checklist: Identifying Children at Risk Ages 0-5
Please check each area where the item is known or suspected. 
If history is positive for exposure and concerns are present in one or more areas, a comprehensive assessment may be helpful in understanding the child’s functioning and needs.
1. Are you aware of or do you suspect the child has experienced any of the following?
 	Physical abuse
 	Suspected neglectful home environment
 	Emotional abuse
 	Exposure to domestic violence
 	Known or suspected exposure to drug activity aside from parental use
 	Known or suspected exposure to any other violence not already identified
 	Parental drug use/substance abuse
 	Multiple separations from parent or caregiver
 	Frequent and multiple moves or homelessness
 	Sexual abuse or exposure
 	Other  	
If you are not aware of a trauma history, but multiple concerns are present in questions 2, 3, and 4, then there may be a trauma history that has not come to your attention.
Note: Concerns in the following areas do not necessarily indicate trauma; however, there is a strong relationship.
2. Does the child show any of these behaviors?
 	Excessive aggression or violence towards self or others
 	Repetitive violent and/or sexual play (or maltreatment themes)
 	Explosive behavior (excessive and prolonged tantruming)
 	Disorganized behavioral states (i.e. attention, play)
 	Very withdrawn or excessively shy
 	Bossy and demanding behavior with adults and peers
 	Sexual behaviors not typical for child’s age
 	Difficulty with sleeping or eating
 	Regressed behaviors (i.e. toileting, play)
 	Other  	
3. Does the child exhibit any of the following emotions or moods?
 	Chronic sadness, doesn’t seem to enjoy any activities.
 	Very flat affect or withdrawn behavior
 	Quick, explosive anger
 	Other  	
4. Is the child having relational and/or attachment difficulties?
 	Lack of eye contact
 	Sad or empty eyed appearance
 	Overly friendly with strangers (lack of appropriate stranger anxiety)
 	Vacillation between clinginess and disengagement and/or aggression
 	Failure to reciprocate (i.e. hugs, smiles, vocalizations, play)
 	Failure to seek comfort when hurt or frightened
 	Other  	
When checklist is completed, please fax to:


Child’s First Name: 	

Age: 	

Gender: 	

County:  	
Henry, Black-Pond, & Richardson (2010) Western Michigan University

Date:  	

Southwest Michigan Children’s Trauma Assessment Center (CTAC)


FAMILY SATISFACTION SURVEY WAIVER PROJECT
Michigan Department of Human Services




MiSACWIS











Case ID:


FTM








/

Phase:	Date:	/


Please fill out this survey so we can learn how to give your family and other families in your community better services. Your answers are very important to us. They will help us find out how satisfied you are with the services your family receives from your Project Worker or other service providers. They will also find out how well the services meet your family's needs. The survey should take you about 5 to 10 minutes to do. You can seal your survey in the provided envelope, so it will be private. We will not use information that names you or your family members in any reports. We will report information only for the entire group of families studied. Your Project Worker will not see your answers.



Please check the number that best says how much you agree or disagree with each statement below.	Answer for yourself and your family. (Check "0" if the statement does not apply to your family.)		Please use blue or black ink.

1. My family is getting the services we need.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	
5
	
4
	Undecided
3
	
2
	Disagree
1
	Apply
0




2. My family is taught new ways to talk and work with each other.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




3. My family is taught new and better ways to deal with our child(ren)'s behavior.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




4. My family and I know how to contact other agencies to get our needs met.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0




5. My family is taught how to manage money better.1
1
































	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not
	

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0
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6. My family is taught to manage our time better.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




7. My family is better able to understand and deal with our feelings.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




8. My family gets help getting mental health services we need.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0




9. My family gets help getting substance abuse treatment services we need.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0





10.

My family gets help in finding a place to live.


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0





11.








12.

My family is taught ways to keep our family safe.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




My family gets help in learning how to keep our home clean and safe (e.g. household chores and repairs, etc.).


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0
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13.

The appointments with my Project Worker are at convenient places for my family.


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	
5
	
4
	Undecided
3
	
2
	Disagree
1
	Apply
0





14.

My Project Worker schedules our appointments at times that work best for me and my family.


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided
3
	

2
	Disagree
1
	Apply
0





15.








16.

My Project Worker asks for my family's opinions.

	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	

5
	

4
	Undecided

3
	

2
	Disagree

1
	Apply

0




My Project Worker welcomes my family's and my comments, ideas, and opinions and includes them in the plans for service.


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	
5
	
4
	Undecided
3
	
2
	Disagree
1
	Apply
0





17.

The Project has helped me and my family reach our goals.


	Strongly Agree
	Agree
	Neutral or
	Disagree
	Strongly
	Does Not

	
5
	
4
	Undecided
3
	
2
	Disagree
1
	Apply
0






18.


Check one:	Yes	No

If YES, please tell us what services and supports your family receives.


What do you like most about the Project?
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19. Is there anything about the Project or your Project Worker that you do not like? If YES, what do you not like?



















20. Is there anything that the Project Worker or Project could do to be more helpful?
If YES, what would be more helpful?
























Thank you for your help!














Authority:  P.A. 280 of 1939 Response:  Voluntary Penalty:  None

Department of Human Services (DHS) will not discriminate against any person or group because of race, sex, religion, age, national origin, color, height, weight, marital status, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, please make your needs known to a DHS office in your area.
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ENCUESTA ACERCA DE LA SATISFACCIÓN DE FAMILIAS PROYECTO DE EXENCIÓN
Departamento de servicios humanos de Michigan



Número de identificación de MiSACWIS


Fase



















FTM:	Fecha:	/	/


Sírvase llenar esta encuesta para que podamos aprender cómo proporcionar mejores servicios a su familia y a otras familias de su comunidad. Sus respuestas son muy importantes para nosotros, ya que nos ayudarán a conocer su nivel de satisfacción con los servicios que su familia recibe del trabajador del proyecto que le fue asignado o de otros proveedores de servicio. Además, por medio de sus respuestas podremos saber en qué medida satisfacen los servicios las necesidades de su familia. Contestar la encuesta le tomará unos 5 a 10 minutos. Puede mantener su encuesta en privado al sellarla en el sobre adjunto. No utilizaremos ninguna información que lo identifique a usted ni a su familia en ninguno de nuestros informes. Únicamente haremos nuestros informes basándonos en todo el conjunto de familias que participaron en el estudio. Su trabajador del proyecto no verá sus respuestas.

Marque el casillero que representa mejor en qué medida está de acuerdo o en desacuerdo con cada una de las siguientes afirmaciones. Responda por usted y su familia. (Marque el casillero que lleva el "0" si la afirmación no aplica a su familia). Por favor use tinta azul o negra solamente.

1. Mi familia y yo estamos recibiendo los servicios que necesitamos.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0



2. Se le ha enseñado a mi familia nuevas maneras de comunicación y de trabajo en equipo.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




3. Se le ha enseñado a mi familia nuevas y mejores maneras para tratar el comportamiento de nuestro(s) niño(s).

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




4. Mi familia y yo sabemos cómo comunicarnos con otros organismos para satisfacer nuestras necesidades.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0



5. Se le ha enseñado a mi familia una mejor manera para manejar el dinero.1
1


	Completamente
	De
	Neutro o
	En
	Completamente
	No
	

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica
	

	5
	4
	3
	2
	1
	0
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6. Se le ha enseñado a mi familia a organizar mejor el tiempo.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0



7. Mi familia puede comprender y lidiar de una mejor manera con nuestros sentimientos.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




8. Mi familia y yo recibimos apoyo para obtener los servicios de salud mental que necesitamos.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




9. Mi familia y yo recibimos apoyo para obtener los servicios para el tratamiento de abuso de drogas que necesitamos.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0





10.

Mi familia recibe apoyo para encontrar un lugar donde vivir.


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0





11.







12.

Se le ha enseñado a mi familia las maneras para mantener a nuestra familia a salvo.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




Mi familia recibe apoyo para aprender a mantener nuestra casa limpia y segura (por ej. hacer la tareas del hogar y reparaciones, etc.).


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0
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13.

Las citas con el trabajador del proyecto que me fue asignado se hicieron en un lugar accesible para mi familia.


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




14.

El trabajador del proyecto que me fue asignado programa nuestras citas cuando es más conveniente para mí y mi familia.


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




15.







16.

El trabajador del proyecto que me fue asignado le pregunta a mi familia su opinión.

	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0




Al trabajador del proyecto que me fue asignado le gusta recibir comentarios, ideas y opiniones de mí y mi familia y los incluye en el plan de servicio.


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0





17.

El proyecto nos ha ayudado a mí y a mi familia a lograr nuestros objetivos.


	Completamente
	De
	Neutro o
	En
	Completamente
	No

	de acuerdo
	acuerdo
	indeciso
	desacuerdo
	en desacuerdo
	aplica

	5
	4
	3
	2
	1
	0





18.


Check one:	Yes	No

If YES, please tell us what services and supports your family receives.


¿Qué es lo que más le gusta del proyecto?
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19. ¿Hay algo que no le guste del proyecto o del trabajador del proyecto? Si la respuesta es sí, ¿qué no le gusta?



















20. ¿Hay algo que podría hacer el proyecto o el trabajador del proyecto que sería más útil?
Si la respuesta es sí, ¿qué podría ser más útil?
























Muchísimas gracias por su colaboración.














Autoridad:  P.A. 280 de 1939 Respuesta:  Voluntaria Sanción:  Ninguna

El Departamento de servicios humanos (DHS, por sus siglas en inglés) no discrimina a ninguna persona por su raza, sexo, religión, edad, nacionalidad, color, altura, peso, estado civil, convicciones políticas o discapacidad. Si necesita ayuda para leer, escribir, escuchar, etc., bajo la Ley para personas con discapacidades (ADA, por sus siglas en inglés), dé a conocer sus necesidades al Departamento de servicios humanos (DHS) de su localidad.
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Codes for Waiver Control Group – Expenditure Data Collection

	
Service Category
	
Service Name

	
Clinical Services
	Individual counseling

	
	Family counseling

	
	Group counseling

	
	Domestic violence assessment

	
	Substance abuse assessment

	
	Trauma assessment

	
	Trauma focused interventions

	
	Inpatient treatment (psychiatric/mental health)

	
	Inpatient treatment (substance abuse)

	
	Outpatient treatment (substance abuse)

	
	Substance abuse testing

	
	Home based outreach counseling

	
	Clinical assessment (psychological/psychiatric)

	
	Mental health service referrals/psychiatric consultation

	
Educational Services
	School social worker or psychologist

	
	Headstart or other pre-school

	
	Before/After school care program

	
	Home based instruction from school district

	
	Special education services

	
	Tutoring

	
	Early-on (assessment and/or intervention)

	
	Adult education/literacy services

	
Parent/Family Support
	CPS case management

	
	Custody and/or visitation services

	
	Parenting education (in-home, group or class)

	
	Self-help support group (parent café, etc.)

	
	Mentoring for parents

	
	Mentoring for youth

	
	Child care, respite care

	
	Household management/homemaker services

	
	Family resource center

	
	Home visitation program

	
	Domestic violence support, intervention, counseling

	
	Housing/shelter

	
	Utility assistance

	
	Food assistance

	
	Appliances or furniture assistance

	
	Household repair

	
	Clothing

	
	Legal help/drug court/probation services

	
	Employment services

	
	Recreational activities/clubs

	
	Faith-based interventions or information

	
	Wraparound

	
	Families First
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	Families Together Building Solutions

	
	Family Reunification Programs

	
	Pathways to Potential

	
	Transportation services (bus tokens, etc.)

	
	WIC information

	
	Strong Families/Safe Child

	
	Budgeting information

	
Health Related Services
	Well-child examinations

	
	Physical health/medical information and referrals

	
	Medication reviews

	
	Dental services (adult or child)

	
	Family planning/pre-natal services

	
	Maternal infant health
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MICHIGAN WAIVER DEMONSTRATION PROJECT 
CPS Supervisors Focus Group Guide

INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and _____ from Westat, a Research Company based in Rockville, Maryland that has been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are conducting site visits to better understand the implementation of Protect MI Family in the three sites.
Each of you should have received a consent form. [If someone has not received, hand out consent form].    I’d like to go through the consent information with you now to make sure you all are informed before you participate. 
[Read consent and have them sign]
Do you have any questions for us before we begin?
 [Start Recording]
1. Let’s start off by helping us to know a little about who you are. Can you please tell us your first name, what your job here entails, how long you have worked in child welfare, and a little bit about your background? 

We want to start off with some questions about your overall impressions of the Protect MiFamily Project.
2. Overall, what are your impressions on how the project has gone? Have your impressions changed much since the project began? In what way(s)?

3. Do you think that the Protect MiFamily project has provided something different, then what normally occurs both with investigations and with ongoing cases?  If yes, what do you see being offered to a family that is different? 

4. Since your initial training at the beginning of the project, what training, coaching, or technical assistance has been provided to you and your staff to support you in your role in the Protect MiFamily project?  Was the training helpful? Sufficient? Are there areas you feel you need more training?  When you have questions, who do you go to? How do you receive information on changes in policy or procedure?  (Probe to follow up on any roles and responsibilities discussion from earlier if relevant)




5. Do you see or have you encountered any organizational barriers that might be affecting the successful implementation of the Protect MiFamily project? (Probe/explanation if needed- we are looking to identify challenges or barriers that are not individual, or family based but for example, policies within agencies or the Settlement Agreement). What about aspects of the agency that support the project?
 
6. Do you think there are any other community-level barriers that might be affecting successful implementation of the project (e.g. the availability of the services, relationships with the courts, DV, etc.)? 

Now we’d like to talk a little more specifically about how implementation of the Protect MiFamily project has gone here at DHHS.
7. Can you describe overall, anything that may have changed in how you and your workers investigate and manage cases since the implementation of Protect MiFamily?  How does the Protect MiFamily project fit in with how you manage and supervise? Are there differences in how you supervise treatment vs control cases?

8. How has the process of randomizing and assessing cases to determine eligibility for the Protect MiFamily project worked?  Are there any challenges with the process? 

9. In your opinion, why do some families have more success with the Protect MiFamily program than others? 

10. Can you describe the process of referring a treatment case to Protect MiFamily? When does it happen? What works well in the referral process?  Are there any challenges with that process?

11. During past visits, we heard from some staff that the roles and responsibilities of the PMF workers and DHHS workers were not clear. Are these roles and responsibilities clear now? (if yes) What helped to clarify the roles and responsibilities? Do you have any documentation on roles and responsibilities? (If not mentioned, probe on job shadowing, safety policies).  

12. Overall, how would you characterize the collaboration between your office and the Protect MiFamily private agency? Has this changed since the beginning of the project? (probe: what is working better, what might be less than ideal). What have been the greatest challenges and successes? 

13. How often and in what ways do you and your staff communicate with the Protect MiFamily supervisors and workers? Do you have regularly scheduled calls or meetings? How often does ad hoc communication occur? What information do you share about families? What is the process for problem resolution? 

14. How much worker turnover have you had over the last two years? How do you train and supervise new workers who have a case eligible for Protect MiFamily? Have there been any challenges with this?

15. Is there anything else you think is important for us to know about your current practice or the Protect MiFamily project?

Thank you for your time.


MICHIGAN WAIVER DEMONSTRATION PROJECT 
CPS Staff Focus Group Guide

INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and _____ from Westat, a Research Company based in Rockville, Maryland that has been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are conducting site visits to better understand the implementation of Protect MI Family in the three sites.
Each of you should have received a consent form. [If someone has not received, hand out consent form].    I’d like to go through the consent information with you now to make sure you all are informed before you participate. 
[Read consent and have them sign]
Do you have any questions for us before we begin?
 [Start Recording]
1. Let’s start off by helping us to know a little about who you are. Can you please tell us your first name; do you work in investigations or ongoing cases, or both; how many Protect MiFamily treatment cases have you had; how long you have worked in child welfare, and a little bit about your background? (probe- how long have they worked at agency, how many PMF cases have they worked (treatment and control) and how diverse their caseload is in regard to PMF cases vs. non-PMF)

We want to start off with some questions about your impressions of the Protect MiFamily Project. 
16. Overall, what are your impressions on how the Protect MiFamily project has gone? What do you think has gone well? What has been a challenge?  Have your impressions changed much since the project began? In what way(s)? 

17. Do you think that the Protect MiFamily project has provided something different than what normally occurs both with investigations and with ongoing cases?  If yes, what do see being offered to a family that is different?  

18. Do you think the families who have enrolled in Protect MiFamily been receptive to the services and plans?  (Probe for what has worked well, what has been challenging?)

19. For those families that have completed Protect MiFamily and closed, are you aware of whether those families continue to be connected to community services they needed for support?

20. Do you think there are any community-level barriers that might be affecting successful implementation of the project (e.g. the availability of the services, relationships with the courts, DV, etc.)?  

Now we’d like to talk a little more specifically about how implementation of the Protect MiFamily project has gone here at DHHS.
21. Can you describe the process of referring a treatment case to Protect MiFamily? When does it happen? What works well in the referral process?  Are there any challenges with that process?

22. In your opinion, why do some families have more success with the Protect MiFamily program than others? 

23. During past visits, we heard from some staff that the roles and responsibilities of the PMF workers and DHHS workers were not clear. Are these roles and responsibilities clear now? (if yes) What helped to clarify the roles and responsibilities? Do you have any documentation on roles and responsibilities? (If not mentioned, probe on job shadowing, safety policies, any meetings with PMF staff or supervisors)

24. Overall, how would you characterize the collaboration between your office and the Protect MiFamily private agency? Has this changed since the beginning of the project? (Probe: what is working better, what might be less than ideal). What have been the greatest challenges and successes? 

25. How often and in what ways do you communicate with the Protect MiFamily supervisors and workers? Do you have regularly scheduled calls or meetings? How often does ad hoc communication occur? What information do you share about families? What kind of problems do you encounter and what is the process for problem resolution?  

26. In the last two years, what training, coaching, or technical assistance has been provided to support you in your role in the Protect MiFamily project?  Was the training helpful? Sufficient? Are there areas you feel you need more training?  When you have questions, who do you go to? How do you receive information on changes in policy or procedure? (Probe to follow up on any roles and responsibilities discussion from earlier if relevant)

27. Are there any other ways that having the Protect MiFamily project in the agency affects your job or issues we have not already discussed? Please explain how and why. 

Thank you so much for your time today. The information you provided will be an important part of our evaluation. 

MICHIGAN WAIVER DEMONSTRATION PROJECT 
Protect MiFamily Supervisors Focus Group Guide
INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and _____ from Westat.  A number of you may know us already but, just to reintroduce ourselves and our role: Westat is a research company based in Rockville, Maryland, and we’ve been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are once again conducting site visits to better understand the implementation of Protect MiFamily in the three sites.  
Each of you should have received a consent form. Did everyone get one?  [IF NEEDED, HAND OUT CONSENT].    First, I’d like to go through the consent information with you now to make sure you all are informed before you participate. 
 [Read consent and have them sign]
Do you have any questions for us before we begin?
 [Start Recording]
1.  	Let’s start off by helping us to know a little about who you are. Can you please tell us (1) your first name; (2) your background, (3) how long you have worked in child welfare, and (4) how long you have been a supervisor with the Protect MiFamily project? 
2. 	[IF ANYONE CAME ONTO PROJECT AFTER INITIAL IMPLEMENTATION] For those of you who came onto the project after the initial implementation, what was the orientation and onboarding process?  (Probe:  What did the orientation or training look like (hours, content)? Who developed it?)
3.	Overall, can you give us your impression of how the Protect MiFamily project has gone?   Have your thoughts about the project changed at all since the beginning? (if yes) How so?
4.	We’d like to talk a little more about training you’ve received as supervisors: 
4a. 	Do you feel you receive enough ongoing training to feel informed and confident about your role in the project and how the project is designed to work?  Are the coaching calls helpful? 
4b.	What other types of training would be helpful? Are you able to take advantage of the various online training opportunities offered by DHS?

4c. 	When you have questions, who do you go to? How do you receive information on changes in policy or procedure?


5.	We know all three sites have had issues with staff turnover. 

5a. 	How significant an issue has staff turnover been in your agency? Has it had an impact 
  	on program services?

5b.	How have you recruited and hired new staff? Have you encountered challenges with finding and hiring qualified workers?  [IF YES] What were some of those challenges?

5c.	How are new staff oriented and trained? How long does it take? 

6. 	Let’s talk a little more about staff training:
6a. 	What training has been provided to your staff in the last two years? (Probe for coaching calls, shared learning events, formal trainings (MiTeam, advanced DV), optional online training opportunities, “refreshers” at staff meetings or during supervision) (If non-mandatory learning opportunities mentioned) 
6b.	Was the training helpful? Sufficient? 

6c.	Are there areas you feel your workers need more training? 

7.  	We’d like to talk a little about the assessments your workers conduct:

7a. 	Are assessments being completed within a consistent window or time? Or does it vary widely from family to family?
7b.	Can you tell us about any challenges workers experience in completing assessments?  What about challenges completing them within the designated window of time? Is this something you monitor or discuss in supervision? (Probe particularly on DECA).  

 8.  Now I want to ask you a few questions about services in the community and how you use them:  

	8a.	Overall, do you think your community has adequate resources to meet the various 
		needs of the families you serve?

	8b.	What kind of outreach and relationship building have you done with 
		community service providers over the last two years? 

8c.	We’ve noticed a lower-than-expected rate of referrals to outside services.  What are the challenges to referring clients to outside services? 

8d.	While a client is receiving services from an outside provider, what communication does Protect MiFamily have with the service provider? Do you monitor family engagement in services? (Probe: client compliance, progress reports)

8e.	How do you see what your staff provides as similar or different from what is provided by outside service providers?

8f.	For those families that have completed Protect MiFamily and closed, do you discuss where they can go for continued support after Protect MiFamily? Do you feel like families are able to find resources and supports in the community after they finish the Protect MiFamily program?

9. 	Let’s talk a little about Family Team Meetings.  How are they working? Who is usually invited? How do you document/review decisions made at the FTM? (Note: QSR found that many appropriate supports were not invited to FTM, not building support system, inconsistent documentation)
10.	One thing that makes Protect MiFamily so innovative is that it lasts for 15 months. 

	10a.	Do you think the program length is long enough? Too long? 

	10b.	What strategies do you use to keep families engaged for the full length of the 
		program? Which have been the most successful? The least successful?

	10c.	Has it been difficult meeting the face-to-face contact standards for each Phase? (if yes) 
		What are some of the challenges in making face-to-face contact with families? What 
		strategies have been successful in increasing your rate of face-to-face contacts?
11.  	Let’s talk a little about your collaboration with your colleagues at DHHS:
11a.	Overall, how would you characterize the collaboration between DHHS and Protect MiFamily? Has this changed since the beginning of the project? What have been the greatest challenges and successes over the last two years?

11b.	How often are you in touch with DHHS supervisors? Do you have regular meetings? Are they responsive when you contact them outside of regular meetings? (Probe: face-to-face meetings, frequency, topics of discussion)

11c.	During past visits, we heard from some staff that the roles and responsibilities of the PMF workers and DHHS workers were not clear. Are these roles and responsibilities clear now? (if yes) What helped to clarify the roles and responsibilities? Do you have any documentation on roles and responsibilities? (If not mentioned, probe on job shadowing, safety policies, any meetings with CPS staff or supervisors)

12. 	Is there anything happening in this community or on the state level that might have affected successful implementation of the project, either positively or negatively (e.g., MSA, county policy, relationships with the courts, DV, etc.)?  
13. 	If another county were planning implement a program similar to Protect MiFamily, what advice would you give them?
14.	What pieces of the model do you think benefit families the most?   Who do you think benefits most from the services (i.e. children, extended family, parents, etc.)?  Are there types of families that benefit more than others?
15. 	Are there other things we have not discussed you can share about what you think works well overall in working with families?  
16.  	Have you encountered any specific challenges that we have not already discussed? 
17. 	Is there anything else you think is important for us to know about your current practice or the Protect MiFamily project?

Thank you so much for your time today. The information you provided will be an important part of our evaluation. 


MICHIGAN WAIVER DEMONSTRATION PROJECT 
Protect MiFamily Workers Focus Group Guide

INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and _____ from Westat.  A number of you may know us already but, just to reintroduce ourselves and our role: Westat is a research company based in Rockville, Maryland, and we’ve been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are once again conducting site visits to better understand the implementation of Protect MiFamily in the three sites.  
Each of you should have received a consent form. Did everyone get one?  [IF NEEDED, HAND OUT CONSENT].    First, I’d like to go through the consent information with you now to make sure you all are informed before you participate. 
 [Read consent and have them sign]
Do you have any questions for us before we begin?
 [Start Recording]
1.  	Let’s start off by helping us to know a little about who you are. Can you please tell us (1) your first name; (2) your background, (3) how long you have worked in child welfare, and (4) how long you have been working with Protect MiFamily? 
2. 	Overall, can you give us your impression of how the Protect MiFamily project has gone?  How have the services been received by families? 
3. 	Now let’s talk a little bit about training: 
3a.	For those of you who came onto the project after the initial training, how were you oriented and trained on the Protect MiFamily project?  (Probe:  What did the orientation or training look like (hours, content)? Is it the same for everyone?)

3b. 	Do you feel you receive enough training to feel confident in doing your daily work?  

3c.	What other types of training would be helpful? Are you able to take advantage of any optional training opportunities offered?

3d. 	When you have questions, who do you go to? How do you receive information on changes in policy or procedure?
4.  	Think back to your introduction to Protect MiFamily and your initial thoughts about why you think it might make a difference, be successful, etc.  Have your thoughts about the project changed at all?  [IF YES: How so?] 
5.  	We’d like to talk a little about when and how the needs of families are assessed.   You have a lot of assessment tools at your disposal:   [Family Psychosocial Screening, Protective Factors Survey, Trauma Screening Checklist, DECA]

5a. 	Are assessments being completed within a consistent window or time? Or does it vary widely from family to family?

5b.	Can you tell us about any challenges in completing assessments?  What about challenges completing them within the designated window of time? (Probe particularly on DECA).  

5c. 	Do you have any other assessment tools you use with families? Are there other tools you think would be helpful in your work?

 6.  Now I want to ask you a few questions about services:  

	6a.	Overall, do you think your community has adequate resources to meet the various 
		needs of the families you serve?

	6b.	What kind of outreach and relationship building have you done with 					community service providers in the last two years? (Probe: local Continuum of Care)

	6c.	What has been your experience referring clients to community service providers over 
	the last two years?  Are some types of services harder to access than others? Has this changed at all since Protect MiFamily began? (Probe: Medicaid, housing, mental health, substance abuse, domestic violence)

6d.	We understand that domestic violence can be an issue where it is difficult to get families into services. Can you tell us more about those challenges? What strategies have been most successful in getting families help with domestic violence?

6e.	What services do you typically use to address child trauma? 
	
6f.	How do you document services and interventions you provide directly to the family yourself?

6g.	For those families that have completed Protect MiFamily and closed, do you discuss where they can go for continued support after Protect MiFamily? Do you feel like families are able to find resources and supports in the community after they finish the Protect MiFamily program?

7. 	Let’s talk a little about Family Team Meetings.  How are they working? Who is usually invited? How do you document decisions made at the FTM? (Note: QSR found that many appropriate supports were not invited to FTM, not building support system, inconsistent documentation)
8.	One thing that makes Protect MiFamily so innovative is that it lasts for 15 months. 

	8a.	Do you think the program length is long enough? Too long? 

	8b.	What strategies do you use to keep families engaged for the full length of the 
		program? Which have been the most successful? The least successful?

	8c.	Has it been difficult meeting the face-to-face contact standards for each Phase? (if yes) 
		What are some of the challenges in making face-to-face contact with families? What 
		strategies have been successful in increasing your rate of face-to-face contacts?

9.	In a typical case, who do you work with directly when you visit the home?
9a.	How much time do you typically spend with the children? What about other family members, like secondary caregivers? As a family or separately? What might prevent you from spending time with the children or other caregivers in the home?
9b.	If you encounter barriers to spending time with the whole family, how does that affect how you assess risk and safety on an ongoing basis?
10.  	Let’s talk a little about your collaboration with your colleagues at DHHS:
10a.	Overall, how would you characterize the collaboration between DHHS and Protect MiFamily? Has this changed since the beginning of the project? (Probe: what is working better, what might be less than ideal). What have been the greatest challenges and successes?

10b.	After case transfer, how often are you in touch with the DHHS ongoing case worker about your cases? What does that collaboration look like through the life of a case? What are some of the successes and challenges working together on an individual case?

10c.	During past visits, we heard from some staff that the roles and responsibilities of the PMF workers and DHHS workers were not clear. Are these roles and responsibilities clear now? (if yes) What helped to clarify the roles and responsibilities? Do you have any documentation on roles and responsibilities? (If not mentioned, probe on job shadowing, safety policies, any meetings with CPS staff or supervisors)


11. 	Is there anything happening in this community or on the state level that might have affected successful implementation of the project, either positively or negatively (e.g., MSA, county policy, relationships with the courts, DV, etc.)?  
12. 	If another county were planning implement a program similar to Protect MiFamily, what advice would you give them?
13.	What pieces of the model do you think benefit families the most?   Who do you think benefits most from the services (i.e. children, extended family, parents, etc.)?  Are there types of families that benefit more than others?
14. 	Are there other things we have not discussed you can share about what you think works well overall in working with families?  
15.  	Have you encountered any specific challenges that we have not already discussed? 
16. 	Is there anything else you think is important for us to know about your current practice or the Protect MiFamily project?

Thank you so much for your time today. The information you provided will be an important part of our evaluation. 


MICHIGAN WAIVER DEMONSTRATION PROJECT 
State Interview Guide 
INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and ______ from Westat, a Research Company based in Rockville, Maryland that has been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are conducting site visits to better understand the implementation of Protect MI Family in the three sites.
You should have received a consent form and faxed a signed copy back to us.   I’d like to go through the consent information with you now to make sure you all are informed before you participate.  
Do you have any questions for us before we begin?
 [Start Recording]
1. Let’s start off by helping us to know a little about who you are. Can you please tell us, what your job is now, if different than when we met with you two years ago, and your role in the Protect MiFamily (PMF) project and if that has changed since the project was implemented?   

2. Are you involved in the steering committee and planning for the project?  IF YES, do you feel like you are able to provide meaningful input to the project? (Probe: Why or why not, in what way they are able to give input, etc.). 

3. Overall, what is your impression on how well the PMF project, intervention(s) and assessment tools are working with families? (Probe: What do they base their opinion on, actual data or outcome reports, feedback from the field, etc.? Do they think that the project improves family’s access to services- and how they determine that)?  

3a.	What have been the major challenges in the implementation of the Protect MiFamily projects? Do they differ by Waiver site, by CPS County? 

4. How do you think the use of assessment tools has been going in the field with the Waiver staff? What about evaluation requirements like random assignment and data entry? (Probe for their perception if tools are used consistently, if tools helpful, are there issues using tools with specific families, etc. and if problems identified ask for reasons why.  Also probe for issues with the random control design, entering data accurately and timely, etc.).  
[If no discussion of assessments not being completed, ask what are possible reasons our data shows up to 20% of cases do not have assessments completed or assessments not completed on time].
Now we want to ask a few questions about the training and coaching of Protect MiFamily and CPS staff.
5. Have you been involved in training for Protect MiFamily private provider workers? For the CPS workers?  IF YES, in what way(s)?  

5a.	How has training been handled for new PMF private provider workers? Supervisors? Have there been any challenges orientating and training new staff?

5b.	How have you been identifying additional areas to train or provide coaching on for PMF private provider workers? Have there been any challenges providing training or coaching on the identified topics?

5c. You recently launched a new training on the Protect MiFamily model for CPS staff. Can you tell us more about what that entails? How has that been received by CPS staff?

Now we want to talk a little about CPS and the Service Provider community
6. In your opinion, how receptive have the county DHHS agencies been to the project overall?  What, if any, have been their areas of concern?  

6a.	Do you see any other challenges or institutional barriers within the local DHHS agencies that have affected the project?  

6b.	What about anything within CPS that facilitated the project being successful? 

6c.	Do you think that the project still aligns with current efforts within MDHHS or the local DHHS agencies? (IF any specific efforts within DHS please specify – i.e., trauma screening in other counties).

7. Overall would you say there has been support from the community for the Protect MiFamily project?   (Probe for examples- with other government agencies such as the courts and TANF and service providers such as domestic violence, substance abuse, etc.) 

7a.	Have existing formal (MOU) or informal inter agency and/or intra agency relationships worked out as expected? (Probe for how need was determined and how they are helping the project)
7b.	Do you see any areas of resistance to the project or challenges with relationships with service providers?  If so, what, why, is this by County or State wide, etc.?  

7c.	Do the private agencies and county DHHS agencies have access to the same service providers? What are the differences in how they access services for their clients?

8. Do you see any other state-level or community-level factors that could have an effect, positively or negatively on the ongoing implementation of the project (e.g. the availability of the services, relationships with the courts, DV, etc.]?

9. Thinking back to your introduction to Protect MiFamily and your initial thoughts about why you think it might make a difference, be successful, etc.  Have your thoughts about the project changed at all?  [IF YES: How so?]

9a.	Do you still think that the Protect MiFamily model makes sense for the State based on what were identified as trends and issues in Michigan child welfare? 

9b.	Knowing what you know now, is there anything that you wish had been done differently in the design or implementation of the project?  

10. Is there anything else you think is important for us to know about the Protect MiFamily project or your involvement in it?

Thank you for your time.



MICHIGAN WAIVER DEMONSTRATION PROJECT 
Protect MiFamily Project Director/Program Manager Interview Guide

INTRODUCTION
Thank you very much for agreeing to meet with us today.  I’m ________ and this is ______ and _____ from Westat.  You may know us already but, just to reintroduce ourselves and our role: Westat is a research company based in Rockville, Maryland, and we’ve been contracted to conduct an evaluation of the Protect MiFamily project.  As part of the evaluation we are once again conducting site visits to better understand the implementation of Protect MiFamily in the three sites.  
Each of you should have received a consent form. Did you both get one?  [IF NEEDED, HAND OUT CONSENT]. First, I’d like to go through the consent information with you now to make sure you are informed before you participate. 
 [Read consent and have them sign]
Do you have any questions for us before we begin?
 [Start Recording]
1.  	Overall, can you give us your impression of how the Protect MiFamily project has gone?  How have the services been received by families?
2.  	Think back to your introduction to Protect MiFamily and your initial thoughts about why you think it might make a difference, be successful, etc.  Have your thoughts about the project changed at all?  [IF YES: How so?] 
3.	We’d like to talk a little about working with the Protect MiFamily central office in Lansing: 
3a. 	Do you feel you have enough ongoing communication with the central office to feel confident and informed about what is going on with the project and what your agency needs to do?  

3b.	When you have questions, who do you go to? How do you receive information on changes in policy or procedure?

3c.	What kinds of technical assistance do you receive from the Protect MiFamily central office? Is it sufficient? 
3d.	The Protect MiFamily project experienced multiple changes in leadership and staff on the state level. Has this affected anything about your relationship with the central office? Your program operations?



4.	On the subject of staffing changes, we know all three sites have had issues with staff turnover. 

4a. 	How significant an issue has staff turnover been in your agency? Has it had an impact 
  	on program services?

4b.	How have you recruited and hired new staff? Have you encountered challenges with finding and hiring qualified workers?  [IF YES] What were some of those challenges?

4c.	How are new staff oriented and trained? 

5. 	Let’s talk a little more about staff training:
5a. 	What kinds of ongoing training have been provided to your staff over the last two years? (Probe for coaching calls, shared learning events, formal trainings (MiTeam, advanced DV), optional online training opportunities, “refreshers” at staff meetings or during supervision)

5b.	Was the training helpful? Sufficient? 

5c.	Are there areas you feel your workers need more training? 

 6.  Now I want to ask you a few questions about services in the community and how you use them:  

	6a.	Overall, do you think your community has adequate resources to meet the various 
		needs of the families you serve?

	6b.	What kind of outreach and relationship building have you done with 					community service providers in the last two years? (Probe: local Continuum of Care)

	6c.	Are some types of community services harder to access than others? Has this changed 
		at all since Protect MiFamily began? (Probe: Medicaid, housing, mental health, 
		substance abuse, domestic violence)

6d.	For those families that have completed Protect MiFamily and closed, do you feel like families are able to find resources and supports in the community after they finish the Protect MiFamily program?



7.  	Let’s talk a little about your collaboration with your colleagues at CPS:
7a.	Overall, how would you characterize the collaboration between CPS and Protect MiFamily? Has this changed since the beginning of the project? (Probe: what is working better, what might be less than ideal). What have been the greatest challenges and successes?

7b.	How often are you in touch with CPS? Do you have regular meetings? Are they responsive when you contact them outside of regular meetings? (Probe: face-to-face meetings, frequency, topics of discussion, workers vs supervisors)

7c.	During past visits, we heard from some staff that the roles and responsibilities of the PMF workers and DHHS workers were not clear. Are these roles and responsibilities clear now? (if yes) What helped to clarify the roles and responsibilities? Do you have any documentation on roles and responsibilities? (If not mentioned, probe on job shadowing, safety policies, any meetings with CPS staff or supervisors)

8. 	Is there anything happening in this community or on the state level that might have affected successful implementation of the project, either positively or negatively (e.g., MSA, county policy, relationships with the courts, DV, etc.)?  
9. 	If another county were planning implement a program similar to Protect MiFamily, what advice would you give them?
10.	What pieces of the model do you think benefit families the most?   Who do you think benefits most from the services (i.e. children, extended family, parents, etc.)?  Are there types of families that benefit more than others?
11. 	Are there other things we have not discussed you can share about what you think is working well with Protect MiFamily?  
12.  	Have you encountered any specific challenges that we have not already discussed? 
13. 	Is there anything else you think is important for us to know about your current practice or the Protect MiFamily project?

Thank you so much for your time today. The information you provided will be an important part of our evaluation. 


  MICHIGAN WAIVER DEMONSTRATION PROJECT
FOCUS GROUP AND INTERVIEW CONSENT FORM
[image: ]
Westat and the University of Michigan are conducting an evaluation study of the Michigan Department of Human Services (DHS)’s Waiver Demonstration Project, Protect MiFamily. The individual or small group interview that you are invited to participate in will help us understand the implementation of the Protect MiFamily services with families and understand overall local context by which the project is being implemented in three locations in the State of Michigan.  
The individual or small group interview will last about one hour.  Your participation is voluntary, and you have the right to stop participating at any time.  You may also decline to answer any questions at any time during the interview.  We will keep your information private to the extent permitted by law. We will not include information that names you in any reports; information will only be reported for the entire county studied as a whole, not on individual workers or agencies.  If you are participating in a small group interview, we ask that all group members respect the privacy of the sessions and not discuss “who said what” after the session is over.  However, please be aware that confidentiality cannot be absolutely guaranteed. There are no direct benefits to you in taking part in the study. However, the information you provide will help DHS find better ways to serve children and families. 
With your permission, the interview will be audio-recorded. The purpose of recording the interview is to better assist the researchers and ensure that we accurately represent participants’ views and opinions when we write our reports.  The digital recordings and transcripts will not be shared with anyone outside of the research team.  The interview data collected will be stored on a secure server and will be accessible to select research team members or analysis and quality assurance purposes. We will destroy the recordings once we fill in our written notes.
	If you have any questions about the study, please contact:
Gail Thomas, Study Contact
1-800-WESTAT1 (937-8281), x5523
GailThomas@westat.com

	If you have any questions about your rights as a participant in this study, call the number below. Please leave a message with your full name, the name of the research study that you are calling about, and a phone number beginning with the area code. Someone will return your call as soon as possible.

The Westat Human Subjects Protections office     1-888-920-7631

	




I have read and understand the statements above.  All of my questions have been answered to my satisfaction.  I consent to participate in this study.  

___________________________________			___________________________
Participant's signature					Date
___________________________________
Participant's printed name

Year 1


Year 2 


Years 3 - 5 


Initial Model Fidelity Checklist training;


Initial inter-rater reliability test;


Checklist revisions;


For two quarters, one rater reviewed 30 cases per quarter (10 per county)


New rater joined rating team, second Checklist training, second inter-rater reliability test;


Checklist revisions;


For two quarters, raters reviewed 90 cases per quarter (30 per county);


In the final quarter, raters reviewed 60 cases (20 per county).


Raters reviewed 60 cases per quarter 


Developed initial Model Fidelity Checklist;


Recurrence

No Rec/Rem	
CA/N as a Child	Depression	Vic/Perp Domestic Violence	Drug/Alcohol Abuse	Support Person Identified	0.50700000000000001	0.65500000000000003	0.46200000000000002	0.46200000000000002	0.27600000000000002	Experienced Rec/Rem	
CA/N as a Child	Depression	Vic/Perp Domestic Violence	Drug/Alcohol Abuse	Support Person Identified	0.48299999999999998	0.59899999999999998	0.377	0.42399999999999999	0.24	PFS Item


Percent of Families Endorsing Item




Removal

No Rec/Rem	
CA/N as a Child	Depression	Vic/Perp Domestic Violence	Drug/Alcohol Abuse	Support Person Identified	0.46100000000000002	0.71099999999999997	0.46899999999999997	0.49199999999999999	0.25	Experienced Rec/Rem	
CA/N as a Child	Depression	Vic/Perp Domestic Violence	Drug/Alcohol Abuse	Support Person Identified	0.498	0.60199999999999998	0.39700000000000002	0.42699999999999999	0.254	FPS Item


Percent of Families Endorsing Item






Strength	
All Sites	Kalamazoo	Macomb	Muskegon	0.27	0.34	0.24	0.26	Typical	
All Sites	Kalamazoo	Macomb	Muskegon	0.51	0.42	0.59	0.56000000000000005	Area of need	
All Sites	Kalamazoo	Macomb	Muskegon	0.22	0.24	0.17	0.25	
Proportion of children




Family Functioning
All sites p < .0001

Pre-Survey	5.3

All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.3	5.28	5.22	5.4	Post-Survey	5.8

All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.75	5.76	5.54	5.97	
Mean Score





Parent Social Emotional Support 
All Sites p < .0001
Pre-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.8	5.62	5.89	5.83	Post-Survey	6.2

All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.19	6.08	6.14	6.42	
Mean Score



Parent Concrete Support
All Sites p < .0001
Pre-Survey	5.6
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.59	5.52	5.54	5.76	Post-Survey	All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.11	6.04	5.82	6.53	
Mean Score


Nurturing and Attachment
All Sites p < 0.0194
Pre-Survey	6.5
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.46	6.38	6.42	6.62	Post-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.55	6.55	6.38	6.76	
Mean Score


Knowledge of Parenting Item 12
All Sites p < .0001
Pre-Survey	5.2

All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.23	5.0999999999999996	5.15	5.5	Post-Survey	5.8

All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.8	5.68	5.61	6.18	
Mean Score



Knowledge of Parenting Item 13
All Sites p < 0.0014
Pre-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.95	5.83	5.8	6.3	Post-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.27	6.22	6.08	6.55	
Mean Score



Knowledge of Parenting Item 14
All Sites  p < .0001
Pre-Survey	
All Sites
(N=310)	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.12	5.0599999999999996	5.19	5.12	Post-Survey	
All Sites
(N=310)	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	5.65	5.65	5.62	5.67	
Mean Score



Knowledge of Parenting Item 15
All Sites  p < 0.0191
Pre-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.38	6.3	6.39	6.55	Post-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.53	6.52	6.42	6.65	
Mean Score



Knowledge of Parenting Item 16
All Sites  p < 0.0106
Pre-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.56	6.48	6.6	6.63	Post-Survey	
All Sites
(N=310)	
	Kalamazoo
(n=126) 	Macomb
(n=98)	Muskegon
(n=86)	6.7	6.69	6.61	6.8	
Mean Score



No Statistically Significant Improvement	
All Sites	Kalamazoo	Macomb	Muskegon	0.49	0.46	0.61	0.41	Statistically Significant Improvement	
All Sites	Kalamazoo	Macomb	Muskegon	0.36	0.33	0.28000000000000003	0.49	Statistically Significant Worsening	
All Sites	Kalamazoo	Macomb	Muskegon	0.15	0.21	0.11	0.1	
Percent of Children




Category II	
Kalamazoo	Macomb	Muskegon	198	124	167	Category IV	
Kalamazoo	Macomb	Muskegon	12	66	12	Treatment Category II	
Kalamazoo	Macomb	Muskegon	281	252	217	Control Group Category II	
Kalamazoo	Macomb	Muskegon	15	73	15	Number of Families






image3.png
V Westat'




image4.png
AUHOUL OF 30CIAL WURK

il &GL‘L{DOLESCENT DATALAS

UNIVERSITY OF MICHICAN





image5.png
——Kalamazo
e Macomb
Muskegon

g
z
2
i
H

Year1, Year 1, Year2, Year 2, Year 2, Year3, Year 3, Year 3, Year 4, Year 4, Year 4, Year 4, Year s, Year 5, Year 5, Years,
Q@ @ @ @ @ @ @ @ a @ @ @ @ o
Quarterly Data Collection





image6.png
Cat. IV
County - Macomb
County - Muskegon
FPS CAN as Child
FPS Depression

FPS Vic/Perp Domestic Violence

Variable

FPS Drug/Acohol Abuse
FPS Support Person Identified
PFS Attachment

PFS Concrete Support

PFS Resiliency

PFS Social Support

Likelihood of Maltreatment Recurrence

02

- .

e

01 0.0 0.1
Estimated Change in Probability (AME)




image7.png
Cat. IV
County - Macomb
County - Muskegon
FPS CAN as Child
FPS Depression

FPS Vic/Perp Domestic Violence

Variable

FPS Drug/Acohol Abuse
FPS Support Person Identified
PFS Attachment

PFS Concrete Support

PFS Resiliency

PFS Social Support

Likelihood of Removal

PN

01

Estimated Change in Probability (AME)

P

0.0

0.1




image9.png
Average Monthly Cost Per Case

$3,500

$3,000

@

N

(&)

(=}

o
L

)

$2,000
$1,500
$1,000 1

$500 -

$0

Overall
Average Monthly Total Costs (all sources) Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image10.png
Average Monthly Cost Per Case

$3,500

$3,000

@

N

(&)

(=}

o
L

)

$2,000
$1,500
$1,000 1

$500 -

$0

Kal

amazoo

Average Monthly Total Costs (all sources) Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image11.png
Average Monthly Cost Per Case

$3,500

$3,000

@

N

(&)

(=}

o
L

)

$2,000
$1,500
$1,000 1

$500 -

$0

Muskegon
Average Monthly Total Costs (all sources) Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image12.png
$3,500

Roid
w

3

«*

N

a o

o o

o o
| 1

)

$2,000
$1,500

$1,000

Average Monthly Cost Per Case

$500

$0

Macomb
Average Monthly Total Costs (all sources) Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image13.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Overall
Average Monthly PMF vs. Control Costs Per Case (3$)

WW

T T T T T
2014 2015 2016 2017 2018

—&— Control Group ——®—— Treatment Group





image14.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Kalamazoo
Average Monthly PMF vs. Control Costs Per Case (3$)

ww

T T T T T
2014 2015 2016 2017 2018

—&— Control Group ——®—— Treatment Group





image15.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Muskegon
Average Monthly PMF vs. Control Costs Per Case (3$)

W"wmw

T T T T T
2014 2015 2016 2017 2018

—&— Control Group ——®—— Treatment Group





image16.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Macomb
Average Monthly PMF vs. Control Costs Per Case (3$)

ot

T T T T T
2014 2015 2016 2017 2018

—&— Control Group ——®—— Treatment Group





image17.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Kal

amazoo

Average Monthly Foster Care Costs Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image18.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Overall
Average Monthly Foster Care Costs Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image19.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Muskegon
Average Monthly Foster Care Costs Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image20.png
Average Monthly Cost Per Case

$2,000

$1,500

$1,000

$500

$0

Macomb
Average Monthly Foster Care Costs Per Case ($)

T
2014

T
2015

T T
2016 2017

T
2018

—@—— Control Group

——®—— Treatment Group





image21.png
Average Monthly Cost Per Case

$250

$200

$150

$100

$50

$0

Kal

amazoo

Average Monthly CPS Reinvestigation Costs Per Case (3$)

T
2014

T
2015

T T
2016 2017

T
2018

—&—— Control Group

——®—— Treatment Group





image22.png
Average Monthly Cost Per Case

$250

$200

$150

$100

$50

$0

Overall
Average Monthly CPS Reinvestigation Costs Per Case (3$)

T
2014

T
2015

T T
2016 2017

T
2018

—&—— Control Group

——®—— Treatment Group





image23.png
Average Monthly Cost Per Case

$250

$200

$150

$100

$50

$0

Muskegon
Average Monthly CPS Reinvestigation Costs Per Case (3$)

T
2014

T
2015

T T
2016 2017

T
2018

—&—— Control Group

——®—— Treatment Group





image24.png
Average Monthly Cost Per Case

$250

$200

$150

$100

$50

$0

Macomb
Average Monthly CPS Reinvestigation Costs Per Case (3$)

T
2014

T
2015

T T
2016 2017

T
2018

—&—— Control Group

——®—— Treatment Group





image25.png
INSTRUCTIONS

FOR USE

Pediatric Intake Form

The Pediatric Intake Form can be used with each fami-
Iy entering your care and readministered annually.
Individuals with low literacy skills or whose first lan-
guage is not English may require assistance to complete
the form,

SCORING
Reading the Pediatric Intake Form, also known as the
Family Psychosocial Screen, as a whole can help the
primary cate heaith professional develop a genecal
understanding of the history, functioning, questions,
and concerns of each family.

Tn addition, specific areas of the Pediatric Intake Form
can be scored to provide further Insight into specific
areas of a family’s functioning.

PARENTAL DEPRESSION

Under the heading “Family Activites” are thrce ques-
tions that screen for parental depression. A positive
response to two or more questions s considered a posi-
tive screen. For parents with a positive screen, it may be
helpful to explore other symptoms of depression such as
changes in appetit, weight, slecp, activities encrgy
level, and abiliy to concentrate; feelings of hopeless-
ness; and suicidal ideation (sucidal thoughs)or suiidal
ntent. Reassuring parents that depression 1s common is
helpful, as 1s noting the availbility of treatment
options provided by mental health professionals and
e positive prognosis for the treatment of depression.
(see Bricge Topic: Parental Depression, p. 303.)

SUBSTANCE USE

Under the heading “Drinking and Drugs” are seven
‘questions that screen for parental substance abuse. A
positive response (o any of the first six questions is
considered a positive screen. Parents with a positive
sereen should be asked about frequency of substance
use and how their substance use affects their family. A
‘physician’s advice to quit smoking is often highly effec-
tive, but a physician’s advice to stop abusing substances
‘may be less so. Refer for further assessment and treat-
ment as indicated.

DOMESTIC VIOLENCE
Under the heading “Family Health Habits” are four
questions that screen for domestic violence. A parent
who responds positively to any of these questions
should receive further assessment and counseling,
including exploration of the extent and patterns of
iolence, and discussion of safety issues for children
and adolescents in the home (including gun storage)
A parent may need assistance with making an escape
plan and should be referred to hotlines or shelters,
Health professionals should affirm that domestic vio-
Tence s wiong but not uncommon. Victims need
follow-up visits and ongoing support cven If they
return o the abuser. Forming a therapeutic relation-
ship centered around the child's safety and well-being
is recommended because children and adolescents are
at isk for physical abuse in homes where there is
domestic violence, (Sce Bridge Topic: Domestic
Violence, p. 227)

PARENTAL HISTORY OF ABUSE
Under the heading “When You Were a Child" are cight
questions that screen for parents’ historles of abuse. A
background of abuse predisposes parents to disciplinary
practices that may be abusive or 0o permissive. A pos
ive response to any of the frst four questions is con-
sicered a positive screen. The last four questions help
gather additional information about disciplinary tech-
niques and parents’ need for counseling or parenting
classs. (See Bridge Topic: Child Maltratment, p. 213)

SOCIAL SUPPORTS
Under the heading “Help and Support” are questions
that screen for social suppor, a strong factor in reduc-
ing life strsses and parenting stresse. Adequate soclal
support helps ensure that parents have appropriate
models for parenting practices and disciplinary tech-
niques. I the parent’s answers (o the first three ques-
tlons Indicate that she has access to fewer than tivo
support persons or that she is less than satsfed with
the support she has, the sczeen is considercd positive.
Offet referral to parenting groups, social work services,

(continuedt on next page)

wwbrightiutures org
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A ———
Pedlatric Intake Form (continued)

home vistor programs, or community family support
services.

‘The Pediatric Intake Form also assesses a number of
other risk factors for developmental and behavior prob-
fems. Risk factors include frequent household moves,
being a single parent, having three of more children in
the home, having less than a high school education,
and being unemployed. Scoring four or more risk fac-
tors, including having mental health problems and an
authoritarian parenting style (observed when parents
use commands excessively or are negative and less than
responsive (o child-nitiated interests), s associated
with a substantial drop in childrer's 1.Q. and school
achievement, I such cases, children should be referred
for early stimulation programs such as Head Start or 2
quality child care or preschool progeam.

REFERENCES

Kemper KJ. 1992. Seladministered questionnalre for stuc-
tured psychosocial screening in pediateics. Pediatcs
8903433436,

Kemper KI, Babonis TR, 1992, Screening for maternal depres.
sion in pediatic clnics. Averica Jounial of Diseases of
Clldren 146(7):876-875.

Kempe KJ, Carl A5, Buntain-Riclefs . 1994. Sceening for
‘maternal experiences of physical abase during childood.
Clinical Peditrics 33(6:333-39.

Kemper K], Greteman A, Bennetc , et al. 1993, Screening
mothers of young childzen fo substance abuse. Joural of
Developmental & Behavioral Pdiatics 14(51:308-312.

Kemper K, Keleher KI. 1996, Family psychosocisl screening:
ns

aments and techniques. Ambulatory Child Health
25-339.
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Pediatric Intake Form

Our practice is dedicated 10 providing the best possible care for your child. In order for us to serve you better, plese
take a few minutes to answer the following questions. Your answers wil be kept strictly confidential as part of your

child’s medical record. Ongoing evaluations of our care may involve chart reviews by qualified persons, but neither

Your name nor your child's name will ever appear in any reports.

Crcle either the word or the letter for your answer where

appropriate. Fill 1n answers where space Is provided.

Chid's Name Today's Dite

re you the chid's

A Mother D.Foster parent . Self (Are you the
5. Father E Otherreltive  patient?)
C.Grandparent  F. Other

How many tmes have | Where i the child iving now?
you moved in the last_ | A, House or apartment  C. Sheler

year? with family D Other

5. House of apariment
times Wit elatives o friends.

Besides you, does anyone else ake. Yo No

care of the ehic? I yes, who?

Has chld received health care elsewhere? — Yes  No.

fyes, what?

Does the child have any allergis to any Yo No

medicatons? If yes, whatl_

Has the child recelved any immunization?  Yes N

Which ones?.

Where?

Has the child ever been hospialized? Ye o No

When?

Where?

Why?

How would you rate this child's helth in general?

A Excellent 8. Good C.Fair D. Poor

Do yau have any concerns about your Y No

chiid's behavicr o development?

fyes, what?

‘Wihat are your main concerns about your chid?

Howoldareyou?  Avre you
ASngle D, Divorced

yearsold  B.Married  E. Other

C.Separated

What i the highest grade you have completed?

1234567891011 12 (gh School(GeD)
s 16 718 19

Som collcge orvocationl school  College radate  Postgraduste

FAMILY MEDICAL HISTORY
Do the child's mother, father, or grandparents have any of the
following? I yes, wha?

Yes No  Highblood pressure
Yes No ' Diabetes

Yes No  Lung problems (asthma).
Yes No  Heart pioblems

Yei o Miscariages

Yes No  Learning problems

Yes No  Nerve prablems

Yes No  Mental lness (depression)
Yes  No  Drinking problems

Yes No  Drug problems

Yei No  Other

FAMILY HEALTH HABITS
How often does your child e a sealbelt (carseat)?

ANever B, Rarely C.Sometimes D.Often €. Always
Does your child ride a bicycle? Yo No
1 yes, how often does heyshe use a helmet?

A'Never B Rardly . Sometimes D.Often E. Always

Do you feelthat you fve in a safe place? Y No

Inthe past year, have you ever felt threatened  Yes o
in your home?

Inthe past year, has your paniver orother  Yes o
family member pushed you, punched you,

Kicked you, it you, or threatened to hurt you?

What ind of quns are i your home?

A-Handgun B, Sholgun C. Rile . Other E None
lyouhaveagunathome st NA  Yes  No
ocked up?

Does anyone in your household smoke? Y No
Do you currently smake cigarettes? yes,  Yes  No

how many cigarettes do you smoke per day?
cigarettes/day

(continued an next poge)
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pediatric Intake Form (continued)

DRINKING AND DRUGS
Inthe past year have you ever had a drinking  Yes o
problem?

Have you red to cut down on acoholInthe  Yes  No.
pastyear?

How many drnks does It take for
youtogethighor getabuzi? 12 3 4 5 6 7ormore

s at Yo No

Do you ever have five or miore.
one time?

Have you ever had  drug problem? Yo No
Have you used any drugs in the st 24 baws?  Yes  No.

1t yes, which one(s)
Coane Heron Methadone Speed  Mafuona  Other:

Are you n a drug o alcohol recovery Y No
rogram now? I yes, which one(s)

Would you ke to talk with other parents who  Yes  No
are dealing wilh alcohol or drug problems?

WHEN YOU WERE A CHILD

i ither parert have a drug or alcohol Yoo Mo
problem?

‘Were you raised part or all of the time by foster Yes  No
patents ofreatives (other than your parents)?

How often did your parents ground you or put you in Sme out?
A Frequently B.Often C. Occasionally D. Rarely  E. Never

How often did your parents idicule you i front of rends
o famiy?

A Frequently B.Often C. Occasionally D. Rarely E. Never
How often were you hit with an object such as a belt, board,
haitbrush, tick, o cord?

A Frequently B Often C. Occasionally D. Rarely E. Never
How often were you thrown against walls or down saits?

A Frequently B Often C. Occasionally O. Rarely E. Never

Do you feel you were physiclly sbused?  Yes  No
0 you feel you were neglected? Yes Mo
Do you feel youwere hurtina sexual way?  Yes  No
Did your parents ever hurt you when they  Yes No

were out of conlrol?
e you ever alaid you might lose contecland Yes No
hurt your chid?

Would you ke more Information about e Yes  No

parenting programs, parent hotline, of espite
ane?

Would you ke nformation about birth contl Yes o
orfamily planning?

FAMILY ACTIVITIES
How strong are your family’s religious beliefs or practices?
A.Very stiong. B, Moderately strong C. Not strong D, N/A

Do you have a religous afffaion? I o, what s your rligion?

How cften do you read bedtime storics to your child?
A-Frequently 8. Often C. Occasionally D. Rarely €. Never

How aften does your family eat meals together?
A-Frequentl 8. Often C. Occasionally D, Rarely €. Never

What does your family do together or fun?

How often i the last week have yo felt depressed?
o 12 34 57 days

Inthe past year, have you had twoweeks  Yes  No
o more duing which you feltsad, blue, or

depressed, or lost pleasure in things that you

usually cared about or erjoyed?

Have you had two or more years inyour e Yes  No.
when you fel depressed or sad most days,
even i you felt OK somelimes?

HELP AND SUPPORT
Whom can you count on to be dependabla when you need
help (st wrte thee inals and thee elaionship (0 you):
ANoone D, c.

s, E K

< F [

How satisfed are you with thele support?
AcVery satisied . A itle satisfed E. Fairly dssatisied
B, Fairysatisfied . A it dissatsfed . Yery dssalsicd

Who accepts you totaly, ncluding both your best and worst

points?
ANoone o, G
5 E H

K L

How satisfed are you with thei support?
A Very saisied  C.A It satisfied €. Faily dissatisied
B.Faily satisfied ., A it dissatisfed . Very dssatsfied

Whom do you feel trly loves you deeply?
D. c

ANoane
L S—)
< 3 L

How satised are you with thelr support?
A Very saidfied  C. A e satisfed  E.Faily disstisied
5. Fairy satisfied D, A Btle dissaisfed _F. Very dissatsied

Soure: Adapted, with permission, from Kemper K), Kelleher K. 1996, Family psychosocial screening: Instruments and tech-
‘niques. Amblaiory Child Health 1:325-339. (hbuatory Child Health publshed by Blackwell cience, bitpi//swblackicl cok)

wbrightuturesorg
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Michigan Department of Human Services
Protect MiFamily - Michigan's Title IV-E Waiver Demonstration Model Fidelity Checklist

N e T e o resee) i . e
ED/ |/ | | | Lutheran Social Services Kalamazoo [] | Kalamazoo []| 1 | | | 20 I:D/I:D/
™mm dd Lutheran Social Services Macomb  [J| Macomb | 2 [m} 40O mm  dd

| Catholic Charities Muskegon | Muskegon [ 3 |
wy Closed in Phase 1 wy
Closed in Phase 2 []
Closed in Phase 3

Rating Instructions: If the item was completed as required for the phase being rated, enter an X in the Yes column. If the item was not
completed as required for the phase being rated, enter an X in the No column. If the item was not completed because it was not required for the
phase, or because the deadline for the item has not occurred within the phase being rated, enter an X in the N/A (Not Applicable) column. Only
one column can be used per item.

Did the waiver worker maintain contact standards with the
family as required for this phase? (Twice every 7 days in Date Face to Face Visit (Protect MiFamily Database
1a Phase 1; once every 7 days in Phase 2; once a month in Face to Face Contact Field) & Referral Date (Protect
Phase 3) MiFamily Database/Form 892)
ALL PHASES
If the waiver worker did not maintain contact standards.
with the family as required for this phase was the family
1b  contacted twice every 8-10 days in Phase 1, or once
every 8-10 days in Phase 2?
PHASES ONE & TWO ONLY

Was the Family Psychosocial Screen administered within
7 days of referral?
PHASE ONE ONLY

Did the waiver worker develop an initial written safety plan
3 within 7 days of the family's referral to the waiver project?
PHASE ONE ONLY

Did the waiver worker administer the Protective Factors

Survey as required for this phase?
ALL PHASES

Date Face to Face Visit (Protect MiFamily Database
Face to Face Contact Field) & Referral Date (Protect
MiFamily Database/Form 892)

Date (Protect MiFamily Database Family Psychosocial
Screen Field) & Referral Date (Protect MiFamily
Database/Form 892)

referral date +| Safety Assessment Plan (Form 1232) & Referral Date
7 days. (Protect MiFamily Database/Form 892)

referral date +
7 days

N/A i not
within PFS
administration

PFS Database & Referral Date (Protect MiFamily
Database/Form 892)

Did the waiver worker administer the Devereux Early
Childhood Assessment to each child in the household
ages 0-5 as required for this phase?
PHASES ONE & THREE

DECA Pre & Post Test Score Sheet & Referral Date

s (Protect MiFamily Database/Form 892)

Page 1 MI Family Model Fidelity Checklist v5 16664
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Wichigan Department of Human Services.
Protect MiFamily - Michigan's Title IV-E Walver Demonstration Model Fidelity Checklist

s

Compataa (1) [Tl Agency Being Rated () Pty |ersenioPhose 5| CaoetDh(6) | Cotegory | et Da 3

7 Luheran Socil Seniccs Katamazoo ] | Kalamazoo [J] 1 1] 20 T/

e Lutheran Social Servces Macomb ][ Macoms [ 2 o P i
Catholc Gharties Muskegon O | musegon Of 3 o
5 Closed in Phase 1 ] £

Closed in Phase 2 []
Closed in Phase 3 O

Rating Instructions: If the [tem was completed as required for the phase being rated, enter an X in the Yes column. If the tem was not
‘completed as required for the phase being rated, enter an X in the No column. If the item was not completed because it was ot required for the

phase, or because the deadiine for the item has not occurred within the phase being rated, enter an X in the NIA (Not Applicable) column. Only
one column can be used per item.

'Did the waiver worker maintain contact standards vith the

family as required for this phase? (Twice every 7 days in Date Face to Face Visit (Protect MiFamily Database
1a Phase 1. once svery T deye n prase 2. snce amomnn | O | O Face 1o Fage Cortact Fiek) & Referal D (Protec
Fhase 3 RAFamiy Database Form 252)
ALL PrASES
772 Walver worker did o maitan Conact ST
il i Ty o 1oqueG3 (o 1 v s e Ty Date Fage to Face Vist (Proect MiFamiy Datatase
1b  contacted twice every 8-10 days in Phase 1, or once o|oflo Face to Face Contact Field) & Referral Date (Protect
rery 510 days n Phase 37 WAFamiy Detabase Form 07)
PHASES ONE & TWO ONLY
Tas e Famiy =sychosocia Screen admimsered it ot e <] D7 (Frovect Famiy Database Famy Peycnomoca
2 " oys of retemats o| oo™ Sctoen Fiid) & Referal Date (£rotct V1Famiy
PHASE ONE ONLY v Database/Form 892)

W e waver worker develop an Al vaien Safely pan | Setety Assessment Plan (Foum 1232) & Retaral Date
3 uithin 7 days o the famis rferal o he waiver proect? | [ | 0 | 0O [*#ey5dete ’ { g

Protoct Nif amiy DatabasalForm 502
PHASE ONE ONLY 7days ¢ o §
Did the waiver worker administer the Protective Factors. A if ot
~ PFS Database & Referral Data (Protect MiFamiy
4 Survey as raquired for tis phase? O Of O | yinners
required for imiiion Database/Fom 892)

Did the waiver worker administer e Deverew: Early
s Chidhood Assessment to each chidin the housshoid | 1 | | DECA Pro & Post Test Scoro Shest & Reforral Dato
‘ages 0-5 as raquirad for this phase? (Protoct NiFamiy Database/Form 892)
PHASES ONE & THREE

Page 1 M Family Model Fdelty Checklist v5 16664
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completed as req

d for the phase b

one column can be used per item.

Did the waiver worker administer the Trauma Screening
Checklist to each child in the home ages 0-5 within 30

g rated, enter an X in the No column. If th

Rating Instructions: If the item was completed as required for the phase being rated, enter an X in the Yes column. If the item was not
item was not completed because it was not required for the
phase, or because the deadline for the item has not occurred within the phase being rated, enter an X in the N/A (Not Applicable) column. Only

referral date +

Date Administered (Protect MiFamily Database

phase?
PHASES TWO & THREE

6 . Trauma Screening Checklist Field) & Referral Date
days of the family's referral to the waiver project? 30 days. ng Ch
e e (Protect MiFamily Database/Form 892)
If appropriate for case status (open/closed) or case , N N
L CalBgon, ol he waner worker completo the Fisk N/Aifopen | Risk Re-Assessment Date (Protect MiFamily Database
CPS Category|  Case Phase Information Field) & Referral Date
Re-Assessment as required for this phase? 2ord (Protect MiFamily Database/Form 892)
PHASES TWO & THREE or v
Did the waiver worker provide the designated family N
member with the waiver family satisfaction survey as Survey Provided (Protect MiFamily Database FTM
s @ Field) & Referral Date (Protect MiFamily
required for this phase? Pt ey
ALL PHASES °
I there evidence that the waiver worker addressed the
s Waivor Safoty Assessmont Plan as required for this Safety Assessment Plan (Form 1232) & Referral Date

(Protect MiFamily Database/Form 892)

Did the waiver worker complete the Safety
10 Re-Assessment at 15 months?
PHASE THREE ONLY

Date of Re-Assessment (Protect MiFamily Database
Final Safety Assessment Field) & Referral Date
(Protect MiFamily Database/Form 892)

Did the waiver worker complete a wiitlen case plan with
the family no later than 45 days after the family was
referred to the waiver project?

PHASE ONE ONLY

1

Case Plan (Form 1091) & Referral Date (Protect
MiFamily Database/Form 892)

Did the waiver worker complete the progress report as
12 required for this phase?
PHASES TWO & THREE

Progress Report (Form 1239) & Referral Date
(Protect MiFamily Database/Form 892)

Did the waiver worker complete the Final Progress
13 Report?
PHASE THREE ONLY

Final Progress Report (DHS-839-FEW)

Did the waiver worker complete the Case Close
14 Notification?
ALL PHASES

Did the waiver worker convene a family team meeting as
1 required for this phase?
ALL PHASES

Case Close Notification (DHS-1240-FEW)

Date (Protect MiFamily Database Field for FTM) &
Roferral Date (Protect MiFamily Database/Form 892)

MI Family Model Fidelity Checklist v5 16664
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one column can be used per item.

‘Were the provided community service referrals related to
family's identified risks and needs?
ALL PHASES

Completed
as needed

Rating Instructions: If the item was completed as required for the phase being rated, enter an X in the Yes column. If the item was not
completed as required for the phase being rated, enter an X in the No column. If the item was not completed because it was not required for the
phase, or because the deadline for the item has not occurred within the phase being rated, enter an X in the N/A (Not Applicable) column. Only

Waiver Community Service Referral (Form 1233) -
Reasons for Referral

Did the waiver worker advance the family through this
phase in accordance with the time allotted for this waiver
phase?
PHASES TWO & THREE

Did the waiver worker refer and link the family to concrete

services that addressed either child safety, risk, or Completed
well-being? as needed

ALL PHASES

Did the waiver worker send the letter summarizing

4 Progress to the family no later than 7 days after case
closure?

ALL PHASES

2

Date Advanced (Protect MiFamily Database Case
Phase Information Field) & Referral Date (Protect
MiFamily Database/Form 892)

Concrete Assistance (Form 1235) - Amount
Requested/Related Goal

Copy of Letter in Case File & Date of Case Closure
(Protect MiFamily Database Case Phase Information
Field)

*As needed documentation can also be retrieved from the physical case file
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PROTECTIVE FACTORS SURVEY

(Program Information-- For Staff Use Only)

Agency ID Family ID #

1. Date survey completed: yE)

O Pretest puase )
I PHASE 2 (WILL NOT BE ENTERED IN PFS DATABASE)
CPosttest (puase3)

2. How was the survey completed?
0 Completed in face to face interview
'O Completed by participant with program staff available to explain items as needed
0 Completed by participant without program staff present

3. Has the participant had any involvement with Child Protective Services?

onNo oves ONOT SURE
4.a. Date participant began program (complete for pretest) T
4b. Date participant completed program (complete at post-test) T
5. OMMITTED.

6. Participant’s Attendance: (Estimate if necessary)

A) Answer at Pretest: Number of hours of service offered to the consumer:

B) Answer at Post-test: Number of hours of service received by the consumer:

ey @ T &

This survey s developed byt FRIENDS Nafonal Resoutce e forCommunity-B35ed Chid Abus Prevenon i partership wih the Unversiy o
‘Kansas ntiute for Edicaionl Research & Publc Sece hough ing powe by the US Department of Healthand Human Seves.
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PROTECTIVE FACTORS SURVEY

Agency ID Family ID #

1. Date Survey Completed: .

2.SexOMaleOFemale 3. Age (in years)

4. Race/Ethnicity: (Please choose the ONE that best describes what you consider yourself to be)

DA Native American or Alaskan Native OB Asian
OC  African American OD  African Nationals/Caribbean Isianders
OE  Hispanic or Latino OF  Middle Eastem

OG  Native Hawaiian/Pacific Isianders OH  White (Non Hispanic/European American)
Ol Multiracial OJ Other.

5. Marital Status:
DA Maried OB Parnered [OC Single 0D Divorced  CF Widowed  OF Separated

6. Family Housing:

DA Own OB Rent OC Shared housing with relatives/iriends
D Temporary (shefter, emporary with friendsirelatives) OE Homeless

7. Family Income:

DA §0-510,000 OB $10001-520,000 OC $20,001-530,000

0D $30,001-540,000 OE  $40,001-850,000 OF  more than 50,001

8. Highest Level of Education:

DA Elementaryor junior high school T8 Some high school  TIC High school diploma or GED.

OD TradeNVocational Training OE Some college OF 2-year college degree (Associate's)

DG 4-year college degree (Bachelors) OH Mastersdegree DIl PhD or other advanced degree

. Which, if any, of the following do you currently receive? (Check all that apply)

DAFood Stamps (B Medicaid (State Health Insurance) 0IC Eamed income Tax Credit
OD TANF OE Head StaryEarly Head Start Services. IF None of the above.

10. Please tell us about the children

g in your household.

TFmore than 4 children, please Use space provided on the back of Tis sheet

e @ T &

This survey s developed by te FRIENDS Naonal Resoutce ente for Conmunity-Based Child Abuse Pravenon i parnership with the Uivrsey of
KansasInstut for Ecucatonal Research & Public Sevice trough ning prowided byt US Departent of Heath and Human Senvies.
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PROTECTIVE FACTORS SURVEY

Partl. Please circle the number that describes how often the statements are true for you or your famiy. The.
numbers represent a scale ffom 110 7 where each of the numbers represents a different amount of time. The
number 4 means that the statement is true about half the fime.

very very
Never  Rarely Rarel

1. Inmyfamily, we tak about

problems 1 2 3 4 5 5 7
2 When e argue, my family

istens to ‘both sides of the 4 2 3 7 5 5 7

story.”
3. Inmyfamity, we take tme to

listento each other. 1 2 3 . 5 6 7
4. My family pulstogether when

e ar s vz 3 s s s 7
5. Myfamiy s able o solve our

problems. 1 2 3 4 5 5 7

Partll. Please circle the number that best describes how much you agree or disagree with the statement

Strongly  Mosty  Sighty Signty  Mosty  Swongy
Disaare _Disaaree Neutal _Agree
& 1 have others who wl isten
when Ineed totak aboutmy 1 2 3 4 5 5 7
pioblems
7. When | am lonely, there are
several people | can talk to. ! 2 : 4 ° ° i
8. 1 would have no idea where to
tum ff my family neededfood 1 2 3 4 5 5 7
ot housing
9. 1 wouldn'tknow where to go
for helpif 1 had trouble 1 2 3 4 5 5 7
‘making ends meet
10, there s acriss, | nave
ofhers | can tak to. ! 2 : 4 ° ° i
1.1 needed help finding a job,
| wouldn'tknow where 1o g0 1 2 3 4 5 5 7
for help.

e @ T &

This survey s developed by te FRIENDS Naonal Resoutce ente for Conmunity-Based Child Abuse Pravenon i parnership with the Uivrsey of
KansasInstut for Ecucatonal Research & Public Sevice trough ning prowided byt US Departent of Heath and Human Senvies.
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PROTECTIVE FACTORS SURVEY

Partlll. This part o the survey asks about parenting and your relationship with your child. For this section,
piease focus on the child that you hope wil benefit most from your participation in our Services. Please wiite the.
childs age or date of birth and then answer questions with this child in mind.

Child’s Age. o DOB__I__I
Stongly  Mostly  Sighty Signty  Mosty  Strongly
Disagree _Disaqree Neutral ree
12 There are many times when |
‘don't know what to do as a 1 2 3 4 5 6 7
parent.
13.1 know how to help my child
oamo 1 2 3 4 5 6 7
14. My child misbehaves just to
oy 1 2 3 4 5 6 7

PartIV. Please tell us how often each of the following happens in your family.

very About Halr very

Never  Rasly Ry thaTme Freauenly Frequenty Aways
5.1 prase mychid when lshe 4 2 B 4 5 6 7
16.When | discpine my hic, | N 2 3 4 5 6 7
1712 nappy beng with my 1 2 3 4 5 6 7
18.Mychildand arevery close 4 2 3 4 5 6 7
19.1am able to soothemychid 4 2 3 4 5 6 7

‘when helshe is upset,

20.1 spend time with my chila
doing what helshe kes o do. ! 2 2 4 s ° i

wid @ Thm &
PN L S U S —
e e s oo Pt St s gt e U gt o s
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Devereux Early Childhood Assessment for Infants
Record Form
(1 month up to 18 months)

‘Mary Mackrain, Paul LeBuffe and Gregg Powell

Infant’s Name. Gender. DOB. Age.

Person Completing this Form. Relstonshiptolnfant (a onti)
Date of Rating, Site/Program

“This form describes a number of behaviors seen in some infants. Read the statements that

i

i
g
&
LEE
:
%
i
3
:
i
i
=54
SH
of
of
ofs

{5 hangs your anower,pt an X through it and T nyou ncw chee a5 shown 1 e gt

DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDF

e Durin thepast 4 wees, e oftcn didtheifon...
try to do new things?
H respond when spoken to?
3 imitate actions of others?
4 enjoy interacting with others?
5 keep trying when unsuccessful?
6 enjoy being cuddled?
7 show interestin what others were doing?
8 show affection for a familiar adult?
9 notice changes in surroundings?
10 seek comfort from familiar adults?
11 adjust herhis energy level to the type of play?
12 actina good mood?
13 act happy when prased?
14 make eye contact with others?
15 explore surroundings?
16 calm down with help from a familiar adult?
17 express hevhis dislikes?
18 smile back at a familiar adult?
19 reach for a familiar adult?
20 respond to herhis name?
21 keep trying to obtain atoy?
22 reactto another childs cry?
23 smile at familiar adults?
24 respond positively to adult attention?
25 acthappy?
26 actina way that make others smile or show interest?

29 look to a familiar adult when exploring herhis surroundings?
30 enjoy being around other children?

31 show pleasure when interacting with adults?

32 acthappy with familiar adults?

33 acoept comfort from a familiar adult?

0O00000000000000000000000000000000 §
000000000000000000000000000000000 §
DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDi
DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDD{
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Devereux Early Childhood Assessment for Toddlers
Record Form
(18 months up to 36 months)

Mary Mackrain, Paul LeBuffe and Greg Powell

Toddler's Name Gender DoB Age
Person Completing this Form Relationship to Toddler. la Monds)
Date of Rating SiteProgram Room
i form e e of i e i soms s Rl s st

T D h s 4 ks, how ofon 4 he ol ) prs s chck
umkmmcbnxm»ﬂmmﬁﬁmwwdﬂ-ﬂdkmaihmymmmchchqumwuch Now B i Fry ey
quesion caretlly: There ar 10 ® 2 00 O

10 change your answer, put an X

Ttem #  During the past 4 weeks, how ofien did the todder...
1 enjoy interacting with ofhers?

2 show affection for a familiar adult?

3 adjustto changes in outine?

4 seck comfort from familiaradults?

5 makes needs known to a familir adult?

6 act happy with familiar aduits?

7 show interest in herhis surroundings?

8 respond when spoken to?

9 show concen for ofher chikdren?

10ty to comfort ofhers?

11 act happy when praised?

12 participate in group activtis?

13 make eye contact with others?

14 enjoy being cuddied?

15 smile back at a familir adult?

18 respond to herhis name?
19 react to another child cry?

20 smile at familiar adults?

21 casily go from ne activity to another?

22 show pleasure when interacting with adults?
23 handle frusiration well?

24 makes others aware of herrhis neds?

25 accept comfort from a familiar adult?

26 play make-believe?

27 follow simple directions?

28 show preference for a particular playmate?
29ty to clean up after hersel himself?

30 casily follow a daiy routine?

31 play with other children?

32ty to do things for herselfhimself?

3 calm hersclfhimself?

34 accept anothr choice when the first chaice was not avaiable?
35 have regulr slping paterns?
36 cxpressa vriety of motion (e happy,sad mad)?

e 1 you wish
i Ty o s B o

D000000000000000000000000000000000000 §

O00000000000000000000000000000000000 §

DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDD[

DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDi

DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDP
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(for children ages 3 through 5 years)
Pl A LeBuffc 8 Jack A. Naglier

Child Name: Gender: Date of i
ProgramSic: Clasroom/Group: Age
Person Completng this Form Relaionship o Clild Date of Raring

Thisformdcribes s mumberof v s n o youn ilden,Red e s
oo v, Daping et 4 el b o 4t iy amd e crck sk =
in the box underncath the word that tells how often you saw the behavior. Please answer cach " " Oerly Fregundy gy
ion iy Tt o et wron e Iy w10 e you s pu X 1 L]

X ot 1yt o . Shown o e g Pl o ol o

A

sme During the past 4 weeks, how often did the chid.

1. actin a way tht made adults smie o show interst i him/her] [

2. iten to or respect others i

3. control isfhr anger? [

4. seem sa or unemationl st & happy oceadon? [

5. show confidence nhigfhr abiles (for ntance 52y | can do ) [

6. have  temper tantrum? [

7. keep trying when unsuccesol (dhoww peritence)? [

8. seem unintersted n other chicren or aculs? i

9. use obscene gesturss or offensiv language! L
10. try diferent ways to solve  problem? i
1. ssem happy or excited to see hithe parent or guarcian? L
12. dasroy or damage property? [
13, try orask to try new things or ctivkies? [
14. how affection for familar scut [
15. start or organize play with other children? [
16. show patience? i
17. sk adus o play with or read o himherl L
18. have a short attetion span (dificlty concentrating)? i
19, hare with other chidren? L
20, handle frutrion well2 [
21. fight with otherchldren? [
22. become upset or cry easly? [
23, show an interet i leaming new things? [
24 trust familiaracits snd bellve wht they say? i
25. accept ancther choie when hgfher fst chlce was ot avalable? L
26. seck helpfrom children/adults when necesary? i
27. hurt cthers with scions o words? L
28. cooperate with others? [
29. calm himselfherself down? [
30. get cally dtracted? [
31. make decidons for himselfherelf [
32, sppear happy when playing with others? i
33. choose to do a task that was hard for him/her? [
24 ok ervard o st e o seoo o e C C
35, touth chilen o sclt n 3 way that you thought was h h

iappropriatel

36. how a prference for a certin sk, teacher, or parert] [ [
37. play well with others? [ [
38. remember imporart informaticn? [ [

Sy e
ST eI DT

e
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DEVEREUX STUDENT STRENGTHS ASSESSMENT = MINI A
(DESSA-MINID
JAck A. NAGLIERI, PAUL A. LEBUFFE, AND VALERIE B. SHAPIRO
Gender DoB. Goude
Relaionsbip to Child
School Organizon Classoom/Program

“This form dscribs  mumber of bhaviosscn i some childen. Read the statements hat follow the
i Deg o ety b o B o ek kb T oy iy Ny
ncath the word that ells how oficn you s the behavir.Answer cch quesion archlly Theeareno 1] [ 2] [ [@
right or wrong answers.Please answe every . [F you wish to change your answer, pt an X through

icand fill in yournew choic s shown o he right.

em ¢ During the past  weeks, bow ofen did the chld... New:
[0]

ot 30, e Do et At ek
ettty b e s -kt g i e i bt i g o e .
e A A T T N R ST

Oxiginal DESSA-mii forms ae printed in red and black. I thi form is nly i black and white it is an unauthorized photocopy, which is a vilation of the copyright.
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DEVEREUX STUDENT STRENGTHS ASSESSMENT ~ MINI F&
(DESSA-MINI)

JACK A. NAGUERI, PAUL A LEBUFFE, AND VALERIE B. SHAPIRO

Child's Name Gender DOB Grade
Person Completing this Form. Relationship to Child
Date of Rating ‘School Organization

“Thisform descibes a number of behavorsscn i some children. R the satcments that follow the
hrasc: During the past 4 wecks, bow oficn did thechild... and
ncath the word that ellshow ofcenyou saw the behavior. Answer cach quesion urcly. There weno [ ] [2]

]é{'
?
il
o
=§

itand ill in your new choice s shown t the right

ltem & Daring the past 4 weeks, how ofien did the child.. R
] [l [ [l [
R S ——— R R YR A
b [l [ [l
4. attrct positive attention from peers? o H @& &6 MO
b [l [ [l [
6. attrct positive attention from adlts? O EH & 0O —
5 offer to help somebods? O 5 =53 &0 @O
Rase Score Sum
F e —

ot 30, e Do et At ek

ettty b e s -kt g i e i bt i g o e .
e A A T T N R ST

Oxiginal DESSA-mii forms ae printed in red and black. I thi form is nly i black and white it is an unauthorized photocopy, which is a vilation of the copyright.
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DEVEREUX STUDENT STRENGTHS ASSESSMENT - MINI
(DESSA-MINI)
JAck A. NAGUERI, PAUL A. LEBUFFE, AND VALERIE B. SHAPIRO

“This form dscribs  mumber of bhaviosscn i some childen. Read the statements hat follow the
i Deg o ety b o B o ek kb T oy iy Ny
ncath the word that ells how oficn you s the behavir.Answer cch quesion archlly Theeareno 1] [ 2] [ [@
right or wrong answers.Please answe every . [F you wish to change your answer, pt an X through

icand fill in yournew choic s shown o he right.

Ttem # During the past 4 weeks, how ofien did the child...

: 4
{
f
¥

[p—
) eI RN G|

2 take steps to achieve goals? [ ] 8] 8] o] —
N £ R T R £ B £

. focus on a task despite # problem or distaacion” 8 @ @ & &

6. do sontine tasks os chokes withont being semindec? 8 3 & 0§ —

8. capress high expectations for hmself/hesself? 8 8 @ B & _
Rare Score Sum

f e ——

ot 30, e Do et At ek
e 2. e s . ) o i i o e
e A A T T N R ST

Oxiginal DESSA-mii forms ae printed in red and black. I thi form is nly i black and white it is an unauthorized photocopy, which is a vilation of the copyright.
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DEVEREUX STUDENT STRENGTHS ASSESSMENT - MINI F.A
(DESSA-MINI)
JAck A. NAGUERI, PAUL A. LEBUFFE, AND VALERIE B. SHAPIRO

itand ill in your new choice s shown t the right

i
1
e
[

Ttem # During the past 4 weeks, how ofien did the child...

l«

o)

2. show appreciation of others?

o)
EEEEEEEE §

RN
[
BN
4. teach another pesson to do something? o] B B [
6. ke sngeestion or sequest i a polite way? ] [ERNE]
5. seck out adifonal Enowledge or information & B B [
Raw Score Sum
T e s sering —

ot 30, e Do et At ek
ettty b e s -kt g i e i bt i g o e .
e A A T T N R ST

Oxiginal DESSA-mii forms ae printed in red and black. I thi form is nly i black and white it is an unauthorized photocopy, which is a vilation of the copyright.
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