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EXECUTIVE SUMMARY
Partnerships for Families (PFF) is a six-year, $50 million community-based child maltreatment
prevention initiative developed and funded by First 5 LA. The initiative was designed to address
the needs of families with children age five years or younger and pregnant women who are at
risk for child maltreatment in Los Angeles County.
In 2010, First 5 LA’s Board of Commissioners approved a subcontract with the University of
Southern California (USC) School of Social Work, to continue evaluation of the Partnerships for
Families initiative. Building on the Initial Evaluation of PFF, the 2010-2011 Comprehensive
Evaluation, which is the focus of this report, consisted of three distinct but overlapping substudies. The first sub-study, which we refer to as the “Engagement Sub-study” examined
various aspects of at-risk families’ participation in PFF and variation in services by family and
service characteristics. The second sub-study (commonly known as the “Family Strengthening
Sub-study”) described the short-term impact of PFF on family functioning, including risk and
protective factors associated with re-referral for suspected child maltreatment. The third and
final sub-study examined long-term outcomes related to various aspects of child safety and
permanency. Specifically, the “Re-referral Sub-study” compared outcomes for PFF families with
those of other at-risk families who received either no services or services that were provided by
the Los Angeles County Department of Children and Family Services (DCFS).
Collectively, the three sub-studies provide a comprehensive and longitudinal examination of
implementation of PFF and its impact on culturally-diverse, at-risk children and families from
neighborhoods across Los Angeles County. Following is a summary of each of the sub-studies.
SUB-STUDY 1 – ENGAGING CULTURALLY-DIVERSE, AT-RISK FAMILIES IN VOLUNTARY,
HOME-BASED CHILD MALTREATMENT PREVENTION SERVICES
Sub-study 1 sought to understand engagement of families in PFF services. Using data collected
with a standardized psychosocial assessment form, the evaluation team examined indicators of
initial engagement and sustained engagement based on the PFF model. Initially engaged
families were those who, within the first month of PFF services received two or more home
visits and three hours of contact, and were retained for at least three months. Families with
sustained engagement were those who met the criteria for initial engagement, but who also
met the following criteria: they received 10 or more home visits and an average of two or more
home visits per month, and they successfully terminated services.
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The sub-study describes initial and sustained engagement outcomes for 3,423 families who
were enrolled in PFF between fiscal years 2007 and 2011. Some analyses focus on just the
families (N=2,915) whose cases were closed (or “terminated”) at the time data were compiled
for this report, since certain evaluation questions could be better addressed with closed rather
than open cases.
Findings demonstrate that there was a 54% retention rate for PFF families at 5-months of
service and 54% of the families received at least 10 home visits. Compared with PFF families
referred by the Los Angeles Department of Children and Family Services (DCFS), prenatal PFF
cases had slightly higher rates of retention and 10 or more home visits (57%), and these
differences remained significant even when controlling for demographic and baseline
functioning factors in multivariate analyses. Only 30% of families received both 2 home visits
per month and at least 5 months of service, the primary dosage thresholds outlined in the PFF
program model. In analyzing case manager reports of the reason(s) for termination from PFF,
we found that 58% of families had closed successfully, defined as “achieving goals” on their
reason for closure.
There was substantial variation among Service Planning Areas (SPAs) on all indicators of early
and sustained engagement. SPA variation accounted for a higher level of variance in sustained
engagement outcomes than any other variable examined in bivariate analyses and remained a
potent predictor of outcomes in multivariate analyses.
Analyses of other factors showed that the race/ethnicity of the primary caregiver was
associated with sustained engagement outcomes. In both bivariate analyses and multivariate
models that controlled for other demographic characteristics, Hispanic families were
significantly more likely than African American families to receive 10 or more home visits, stay
in PFF for at least 5 months, and terminate successfully. Caucasian families also received a
significantly higher dosage of PFF services than African American families, but did not have
higher rates of successful termination when compared with African American families.
Relatively low rates of sustained engagement among African Americans can be explained in
part from lower rates of early engagement. About 62% of African American families had 3 or
more hours of contact in their first 30 days in PFF, compared with 78% of Hispanics.
Furthermore, African American families that had adequate levels of service (10 or more home
visits, 5 months of service) still had significantly lower rates of successful termination than
Hispanic families. These findings were fairly robust across SPAs—within all 8 SPAs there were
significant differences by race/ethnicity on at least one indicator of sustained engagement.
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In bivariate analyses of other demographic factors that were associated with sustained
engagement outcomes, we found only one other characteristic that was associated with all
three primary indicators of sustained engagement. Primary caregivers who had a partner were
more likely than single caregivers to have 10 or more visits, to be enrolled in PFF for at least 5
months and to terminate successfully.
Multivariate findings related to the association between demographic factors and sustained
engagement outcomes were generally consistent with the bivariate findings with respect to
number of visits and 5 month retention. Among demographic factors beyond race/ethnicity, we
found that primary caregivers with less than a high school degree/GED and families with 2 or
more children under age 6, both of which tend to be associated with greater need for services
and supports, were more likely than other families to receive 10 or more home visits.
Most mean baseline scores for FAF factors (e.g., financial conditions, social support,
caregiver/child interactions, developmental stimulation, and caregiver history) were not
significantly associated with having 10 or more visits or 5 month retention. Higher (i.e., greater
risk) mean scores on family living conditions and higher ratings of the caregiver’s level of
cooperation (item H6 in the FAF) were associated with a decreased likelihood of receiving 10 or
more visits and 5 month retention in both in bivariate analyses and when controlling for
demographic characteristics and other measures of baseline functioning. All of these FAF
baseline measures, which served as indicators of engagement risk, had modest but statistically
significant associations with successful termination—with higher risk again being associated
with a reduced likelihood of successful termination.
Given fairly highly correlations among the FAF baseline measures, only caregiver history (Factor
G) and cooperation were significantly associated with successful termination. The importance
of baseline measures of cooperation in predicting all three sustained engagement outcomes
suggests that this item can serve as an early warning of poor engagement in PFF. It should be
noted that cooperation was a concern among 27% of families. This provides some indirect
evidence that PFF case managers may have been trying to engage some families in working on
risk issues or problems that the primary caregiver was not necessarily motivated to address,
assuming that cooperation and motivation are indeed related to one another.
Finally, higher rates of initial engagement in the first 30 days of PFF on two measures (having 2
or more home visits, 3 or more hours of any type of contact) were significantly associated with
all sustained engagement outcomes. Further, of the initial engagement indicators, 3 or more
hours of contact was significant or approached significance for all outcomes. This may
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demonstrate that engaging families during the first 30 days of PFF is an important first step in
achieving sustained engagement outcomes.
SUB-STUDY 2 – CHANGE IN FAMILY FUNCTIONING AND RE-REFERRAL RISK AMONG
FAMILIES PARTICIPATING IN THE PARTERSHIPS FOR FAMILIES (PFF) INITIATIVE
Building on the Family Engagement Sub-study (Sub-Study 1), Sub-study 2 addressed the shortterm or “proximal” impact of Partnerships for Families (PFF) services on families participating in
the initiative. Specifically, the sub-study examined changes in (a) family functioning and (b)
child maltreatment risk and protective factors, from initial enrollment in PFF to case closing, in
order to make inferences about whether PFF strengthens families and whether stronger
families protect children from abuse and neglect.
Building on results of the previous sub-study, “level of engagement” of PFF families was
classified in Sub-study 2 as either:
1) Enrolled (i.e., family did not meet any of the engagement criteria described below);
2) Initially Engaged (i.e., family received 2 or more home visits and 3 or more hours of
contact in the first month);
3) Subsequently Engaged (i.e., family received 2 or more home visits each month, but
not in first month, and successfully terminated); or
4) Fully Engaged (i.e., family received 2 or more home visits and 3 or more hours of
contact in the entire service period and successfully terminated).
Results of Sub-study 2 indicate that in all instances, the lowest amount of mean change
occurred in the group of families classified as enrolled and greatest for families classified as
fully engaged. Further, the amount of change was consistently greater for fully engaged families
than for families who only initially or subsequently engage, and consistently greater for those
who subsequently engaged than those who initially engaged.
Mean ratings for initial and termination assessments differed significantly for all factors.
Further, in all instances, there was negative change, thus indicating statistically significant
improvement between initial and termination assessments. Specifically and notably, between
61% and 80% of all PFF participants showed improved functioning. The area in which families
demonstrated the greatest improvement was in Caregiver/Child Interactions (Factor D). Eighty
percent of all families showed improvement in this area, but of those who were fully engaged,
91% experienced improvement.
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The least amount of mean change (-.24) between initial and termination assessments was in
the area of Caregiver Personal Characteristics (Factor H). This finding was somewhat
unexpected given that caregiver personal characteristics, which includes caregiver experiences
of abuse and violence, are presumed to not be amenable to change. The greatest mean change
was observed for fully engaged families in the areas of Caregiver/Child Interactions (Factor D) (.63), Financial Conditions (Factor B) (-.59), and Developmental Stimulation (Factor E) (-.59). The
lowest mean change is observed for enrolled families (i.e., those who were not engaged) in the
areas of Living Conditions (Factor A) (-.25) and Supports to Caregivers (Factor C) (-.28), and for
families who only initially engaged in the area of Living Conditions (Factor A) (-.27).
Beyond statistical change on mean ratings, Sub-study 2 also examined whether families
experienced “meaningful change” between their initial and termination assessments. Items on
the FAF are scored between 1 and 2.5 to indicate adequate functioning and between 3 and 5 to
indicate problem functioning. Accordingly, a rating of 3 represents a functioning threshold.
Meaningful change occurs when families move across the threshold from problem to adequate
functioning. Between 51% and 70% of families assessed experienced meaningful change, that
is, they had problem functioning at baseline but were functioning adequately at the
termination. The area in which the highest percentage of families experienced meaningful
change (from problem to adequate functioning) is Caregiver/Child Interactions (Factor D)(70%).
The area in which the lowest percentage of families experienced meaningful change (51%) is
Interactions between Caregivers (Factor F) (51%).
Recognizing that change or no change in family function may not be always correspond with
subsequent re-referral or lack thereof, Sub-study 2 examined the impact on odds for re-referral
of all FAF factors and individual items comprising the factors, at initial assessment. Results
reveal that having problematic functioning at initial assessment in three areas of functioning
significantly increases the likelihood of re-referral to DCFS for suspected maltreatment. These
areas include developmental stimulation available to children (Factor E), interactions between
adult caregivers (Factor F), and adult caregivers’ personal characteristics and functioning
(Factor H). Along with these functioning factors, we found problematic caregiver history (Factor
G) to be associated with increased risk for maltreatment re-referral.
SUB-STUDY 3 – RE-REFERRAL, MALTREATMENT & PERMANENCY AMONGST AT-RISK
FAMILIES WITH YOUNG CHILDREN: LONGITIDINAL RESULTS FROM THE
PARTNERSHIPS FOR FAMILIES (PFF) INITIATIVE
Sub-study 3 sought to understand the long-term outcomes of PFF in terms of re-referral for
suspected maltreatment, substantiated maltreatment, opening of a case by DCFS, and child
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removal and placement in out-of-home care. For this sub-study, we used a quasi-experimental
design to compare outcomes for children whose families participated in the Partnerships for
Families Initiative with outcomes for children whose families did not participate in the Initiative.
Two groups of at-risk, Non-PFF families were included as comparison groups: families that
received home-based, Family Maintenance (FM) services from DCFS and families who received
neither PFF services nor Family Maintenance services, or “No Services.” Our final sample
consisted of 22,892 unique children. Of these, 6,323 (28%) were classified as “PFF Children”;
16,232 (71%) were classified as “No Services” children; and 337 (2%) were classified as “FM”
children.
As in Sub-study 2, level of engagement of PFF families was classified in Sub-study 3 as either:
1) Enrolled (i.e., family did not meet any of the engagement criteria described below);
2) Initially Engaged (i.e., family received 2 or more home visits and 3 or more hours of
contact in the first month);
3) Subsequently Engaged (i.e., family received 2 or more home visits each month, but
not in first month, and successfully terminated); or
4) Fully Engaged (i.e., family received 2 or more home visits and 3 or more hours of
contact in the entire service period and successfully terminated).
Results demonstrate that, among PFF participants, the percentage of children who experienced
re-referral, substantiated maltreatment, the opening of a DCFS case, or removal was smallest
for fully engaged families and largest for families that were not engaged.
When comparing all PFF children to the two comparison groups, 44% of PFF children were rereferred to DCFS for suspected maltreatment following closure of PFF services compared to
52% of No Services children and 62% of FM children (p<.001). Approximately one quarter of PFF
and No Services children had substantiated allegation of maltreatment, compared with 16% of
FM children (p<.01). The three groups experienced case openings by DCFS at similar levels (1617%). PFF children were less likely than either No Services Children or Family Maintenance
children to be removed and placed in out-of-home care. Eight percent of PFF children were
placed in care, compared with 14% of No Services children and 21% of FM children (p<.001).
Fully engaged PFF families had a lower percentage of re-referrals (39% vs. 52%), substantiated
maltreatment (15% vs. 24%), DCFS case openings (10% vs. 16%), and removals (4% vs. 14%)
when compared with No Service children.
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Latino children whose families were fully engaged in PFF had the lowest percentage of rereferrals (36%) and DCFS case openings (8%) among all children. Latino and Caucasian children
whose families were fully engaged had the lowest percentages of substantiated maltreatment
(14% for Latino children and 12% for Caucasian children) and placement in foster care (4% for
Latino children and 3% for Caucasian children) among all children.
However, in terms of maltreatment and DCFS case opening, PFF appears to be more effective
for Latino and Caucasian children than for African American children—when compared to No
Services. Twenty-eight percent of African American children in the Fully Engaged group had a
substantiated allegation of maltreatment, compared with 24% of African American children in
the No Services group. For Latino and Caucasian children, the percentage of substantiated
maltreatment was smaller for Fully Engaged children than No Services Children (14% vs. 24%
for Latino children, and 12% vs. 27% for Caucasian children). Twenty-two percent of African
American children in the Fully Engaged group had a case opened by DCFS, compared with 18%
of African American children in the No Services group. For Latino children, the percentage of
children with DCFS case opening was smaller for Fully Engaged children than No Services
Children (8% vs. 16% for Latino children).
Findings from Sub-study 3 indicate that, overall, participation in PFF is associated with positive
child safety and permanency outcomes. Additionally, the findings suggest that participation in
PFF is a more effective means for preventing re-referral, child maltreatment, opening of a case
by DCFS and removal of a child, than routine Family Maintenance services, and more effective
than the alternative of receiving no services.
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SUMMARY OF MAJOR FINDINGS FROM SUB-STUDIES 1-3
Over half of the almost 3000 families who enrolled in PFF met at least one criterion for
subsequent engagement in PFF (averaged 2 or more home visits per month of service, received
10 or more home visits, stayed in PFF for at least 5 months), and about 60% were rated by case
managers as having a successful case closure. SPA variation accounted for a higher level of
variance in subsequent engagement outcomes than any other variable examined in bivariate
analyses. Latino families were significantly more likely than African Americans to receive 10 or
more home visits, stay in PFF for at least 5 months, and terminate successfully. Caucasian
families also had higher rates of home visits and retention than African American families, but
these groups had similar rates of successful case closure. Primary caregivers who had a partner
were more likely than single caregivers to have 10 or more visits, to be enrolled in PFF for at
least 5 months and to terminate successfully.
With respect to benefits of participation in PFF, between 61% and 80% of all PFF participants
showed improved family functioning. The area in which families demonstrated the greatest
improvement was in Caregiver/Child Interactions (Factor D). Eighty percent of all families
showed improvement in this area, but of those who were fully engaged, 91% experienced
improvement. The greatest mean change was observed for fully engaged families in the areas
of Caregiver/Child Interactions (Factor D) (-.63), Financial Conditions (Factor B) (-.59), and
Developmental Stimulation (Factor E) (-.59). Moreover, 51% of all PFF families were shown to
demonstrate meaningful change (again, defined as moving across the threshold of a score of 3,
from problem to adequate function).
While no factors emerged as directly reducing the likelihood of re-referral, three functioning
factors and one static factor did emerge as increasing the likelihood of re-referral, including
Development Stimulation (Factor E), Interactions Between Caregivers (Factor F), Caregiver’s
History (Factor G), and Caregiver Personal Characteristics (Factor H).
Our analysis suggests that functioning at initial assessment, improvement in functioning, and
especially meaningful change can strengthen families to the point that they can effectively
prevent child maltreatment and re-referral. PFF families demonstrating meaningful change, for
example, in terms of Supports to Caregivers (Factor C) or Caregiver/Child Interactions (Factor D)
were considerably more likely than their counterparts to experience reduced risk factors
associated with re-referral maltreatment.
When comparing all PFF children to those children who engaged in No Services and Family
Maintenance Services, 44% of PFF children experienced Re-referral compared to 52% of No
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Services children and 62% of Family Maintenance children. Twenty seven percent of PFF
children were found to have a substantiated allegation of maltreatment following services as
compared to 24% of No Services children and 16% of Family Maintenance children. All groups
had similar rates of having a DCFS Case Opened (17% and 16%). Only 8% of PFF children were
removed and placed in Foster Care as compared to 14% of No Services children and 21% of
Family Maintenance children.
Full participation in PFF significantly reduced re-referral rates as compared to those children
engaged in No Services (39% vs. 52%). Only 15% of fully engaged PFF children were found to
have a substantiated allegation of maltreatment following services compared to 24% of No
Services children. A DCFS case was opened for 10% of fully engaged PFF children, whereas 16%
of children whose families received No Services had a case opened. Although just 4% of PFF
children whose families where fully engaged were removed from their homes and placed in
foster care, 14% of No Services children were placed.
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SECTION I. INTRODUCTION
Partnerships for Families (PFF) is a six-year, $50 million community-based child maltreatment
prevention initiative developed and funded by First 5 LA. The initiative was designed to address
the needs of families with children age five years or younger and pregnant women who are at
risk for child maltreatment in Los Angeles County.
Families who enroll in PFF can be referred from the Los Angeles County Department of Children
and Family Services (DCFS) if they have a child aged five years or younger, a DCFS case
disposition of either “unsubstantiated” or “inconclusive,” and a moderate to very high risk of
future maltreatment as determined by DCFS. Substantiated cases, while rare for the majority of
SPAs, accounted for 20% of cases in one SPA. At-risk pregnant women can be referred to PFF by
various sources, including law enforcement agencies, hospitals, shelters, and self-referrals.
Pregnant women do not require DCFS contact to participate, but must meet at least one of
three criteria for being at-risk: 1) mental health issues, 2) substance abuse issues, or 3) a history
of domestic violence.
Initial evaluation of PFF began in 2005, prior to the actual implementation of initiative, and
continued through 2009. The initial evaluation focused on planning, implementation, and early
outcomes. Carried out by a multidisciplinary team of researchers, the initial evaluation was led
by Principal Investigator Dr. Todd Franke (University of California at Los Angeles), along with CoInvestigators Dr. Devon Brooks (University of Southern California), Dr. Christina Christie
(University of California at Los Angeles; formerly of Claremont Graduate University), Dr.
Stephen Budde (Juvenile Protective Association; formerly of Chapin Hall at the University of
Chicago), and Dr. Jan Nissly (formerly of the University of Southern California).
COMPREHENSIVE EVALUATION OF PFF (2010-2011)
In 2010, First 5 LA’s Board of Commissioners approved a subcontract with the School of Social
Work at the University of Southern California (USC), to continue evaluation of the Partnerships
for Families initiative (see Table 1 for an overview of the initiative and its evaluation over the
years).
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Table 1: PFF Program Implementation and Evaluation Years

PROGRAM IMPLEMENTATION
2/1/06 - Present

INITIAL EVALUATION

NO EVALUATION

11/1/04 - 6/30/09

7/1/09 - 6/30/10

COMREHENSIVE
EVALUATION
7/1/10 - 11/30/11

Building on the Initial Evaluation of PFF, the 2010-2011 Comprehensive Evaluation consists of
three distinct but overlapping sub-studies (see Figure 1).
Figure 1: Comprehensive Evaluation Structure

Sub-study 2:

•PFF Participation
•Family Engagement
in PFF Services

Family Strengthening
•Family Functioning
•Re-referral Risk and
Protective Factors

Sub-study 1:
Engagement
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•Re-referral for
Suspected
Maltreatment

Sub-study 3:

Re-referral
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The first sub-study, which we refer to as the “Engagement Sub-study” examined various aspects
of families’ participation in PFF and variation in engagement by family and service
characteristics factors.
The second sub-study (commonly referred to as the “Family Strengthening” sub-study)
described the short-term impact of PFF on outcomes at the family level, including family
functioning and risk and protective factors associated with re-referral for suspected child
maltreatment. These outcomes were described in general, but also by families’ level of
engagement in PFF in order to better understand how different degrees of participation in PFF
are related to differential outcomes at the family level.
The final sub-study, also known as the “Re-referral Sub-study” addressed the longer-term
impact of PFF on child safety and re-referral for maltreatment. Specifically, the third sub-study
compared the incidence of re-referral for suspected maltreatment among PFF families (in
general and by level of engagement) with the incidence of re-referral among other at risk
families receiving routine family maintenance services from the Los Angeles County
Department of Children and Family Services (DCFS), and among at risk families receiving neither
PFF nor DCFS family maintenance services.
Collectively, the three sub-studies provide a comprehensive and longitudinal examination of
implementation of PFF and its impact on culturally-diverse, at-risk children and families from
across Los Angeles County. The overall approach was designed such that each sub-study would
build upon the findings of the previous sub-study. Thus, the chosen foci for the sub-studies
occurred in three sequential time points and generally mirror the chronological benchmarks of
a service-provision process: referral and enrollment; service provision and engagement; shortterm service impact; and long-term service impact and sustainability of outcomes over time.
Because it was hypothesized that earlier outcomes like family engagement in services would
affect later outcomes, including family functioning and re-referral for suspected maltreatment,
our approach allowed us to examine outcomes at each time point individually and then to
adjust or control for their effects in the subsequent sub-studies, as needed. In this way, each
sub-study builds on the findings of its antecedent in order to create a simultaneously formative
and summative account of PFF and, thus, a full and rich depiction of PFF’s impact on children
and families, as well as on the Los Angeles County Department of Children and Family Services.
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SUMMARY OF THE MAJOR FINDINGS FROM THE INITIAL EVALUATION OF PFF
Next, for context, we summarize findings from the Initial evaluation that are especially
noteworthy and/or that we found to be particularly relevant for the Comprehensive Evaluation.
The findings are presented and discussed in detail in the Year 5 Final Report of the Initial
Evaluation (Franke et al., 2009).
PFF Enrollment
The Year 5 Evaluation which concentrated on PFF service between 7/1/06 and 10/6/08 found
that 77% of all DCFS-referred families (n=2075) had enrolled in PFF. Enrollment by SPA ranged
from 66.1% in SPA 1 to 86.8% in SPA 2. Two thirds of PFF enrollees were Latino, while African
American and Caucasian enrollees made up 17% and 13% of enrollees, respectively. The rate of
enrollment for African American families was 72%, lower than those for Latino (79%) and
Caucasian families (81%).
Re-referral for Suspected Maltreatment
The rate of PFF enrollees who were re-referred to DCFS ranged from 6 – 21% across SPAs, with
an initiative-wide average of 13%. The re-referral rate for families who were referred to PFF but
did not enroll ranged from 19% to 41% across SPAs, with an Initiative-wide average of 29%.
With the exception of Asians, who had a re-referral rate of 7%, re-referral rates were relatively
similar among ethnic groups, ranging from 13% (Latino) to 17% (Caucasian). Non-PFF
participants experienced re-referral rates of 25% (African American) to 50% (Asian).
PFF Implementation and Early Outcomes
The Initial Evaluation utilized a variety of quantitative and qualitative data collection strategies.
The strategies were designed to assess implementation and outcomes at various levels,
including the family, worker, organizational, and network levels, as presented below.
Focus Groups. The Initial Evaluation also conducted 18 focus group interviews with 170 parents
who were enrollees or graduates of the Initiative. Parents reported the most useful services
were those that helped increase control in the home such as parenting and life skills courses.
Parents reported that certain characteristics of case managers, such as being caring and nonjudgmental, were central reasons for their enrollment in PFF.
Family Survey. Results of a Family Survey issued to all PFF families who had received a FAF
assessment found that while families were generally satisfied with the referral process and its
length, 25% reported feeling “pressured” or “somewhat pressured” to accept PFF services.
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Participants imparted that their case managers’ ethnicities or languages made it easier to relate
to him or her. The most commonly cited problem amongst PFF participants was financial issues,
followed by employment, housing, parenting, and relationship issues with a partner.
Agency Staff Surveys. An online survey of 53 case managers at PFF agencies was also conducted
as part of the Initial Evaluation. The majority of case managers were female (83%) and Latino
(64%). Ages among caseworkers varied but most were between 30-39 (36%), followed by 18-29
(28%). Half of case workers held a Master’s degree, 25% held a Bachelor’s degree and the
remaining 25% did not have a college degree. Most staff reported being satisfied with their
overall job experience as it related to supervision quality, cultural sensitivity, and workload
although only salary raises were statistically significant on job satisfaction ratings. Survey
participants reported that the most available services for program participants were
therapeutic/educational and health/developmental whereas concrete services such as
affordable housing, quality child care and job training were lacking.
Network Collaboration Survey Component Report. The Network Collaboration Survey was an
online survey of case management staff at PFF agencies (N=60). Both Grantee (PFF funded)
agencies and additional core partner agencies were sampled, with one respondent per agency.
Typically, the responding party was the program manager, director or agency administrator.
Most agencies regularly participated in Collaborative and governance meetings. Half of core
agencies reported parenting classes, support groups, mental health counseling and referral
linkages as key areas of service. Few agencies reported concrete services with the exception of
job training/employment or health services as key service components. Concrete services are
defined as housing, financial assistance, legal assistance, job training and services for
undocumented immigrants. Overall, inter-agency collaboration appeared strong, as many
members viewed collaboration as in their self-interest.
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SECTION II. THE PARTNERSHIPS FOR FAMILIES (PFF) INITIATIVE
In 1998, California voters passed Proposition 10, which levied a 50-cent per pack tax on all
tobacco products. The resulting tax revenues were earmarked for the creation of a
comprehensive system of information and services to advance early childhood development
and school readiness within each county in California.
ABOUT FIRST 5 LA
In Los Angeles County, First 5 LA (also known as the Proposition 10 Commission) was formed as
a public entity to develop and oversee various early childhood initiatives and to manage the
funding from Proposition 10. To address the needs of communities, in 2004 the Commission
adopted The Next Five Strategic Plan (FY 2004-2009), focusing on the goal areas of Early
Learning, Health and Safety. Since 1998, First 5 LA has invested over $800 million to support
initiatives in these areas. Additional information regarding First 5 LA can be found at
http://www.first5la.org/
PARTNERSHIPS FOR FAMILIES (PFF) – HISTORY AND MISSION
In 2003, First 5 LA developed the Partnerships for Families (PFF) initiative as a systemic
response to child maltreatment. Consistent with research establishing the connection between
maltreatment and resiliency, the initiative aimed to promote child safety by intervening with atrisk children and families. Although the ultimate goal of the PFF initiative is the prevention of
child maltreatment, PFF envisions the following three community-based objectives as the
primary means of realizing this goal: 1) improve quality of services and supports for at-risk
families; 2) increase capacity of community partners to coordinate, collaborate and mobilize, as
well as identify, engage, and serve at-risk families; and 3) increase information about
prevention of child abuse and neglect.
THE PFF LOGIC MODEL
The PFF initiative is based on the idea that child safety will be augmented as a result of
increased family strength, stability, and well-being. Such family-level changes are evidenced by
decreased social isolation; existence of positive, pro-social, and nurturing interfamily
relationships; good physical and mental health; and increased functioning levels of family
members. Figure 2 is the guiding model for the implementation of PFF.
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Figure 2: PFF Logic Model

The basic logic of the PFF model begins with Institutional Supports (see left column above),
which refers to the PFF initiative and the First 5 LA Commission Board. These entities are
expected to equip service provision agencies—sometimes referred to as “collaboratives” or
“grantees” (see middle column)—with the resources, tools, and models to provide services and
supports to families. As initially conceived in its community-based approach, agencies would
target families and neighborhoods equally, with the rationale that safe environments (i.e., safe
neighborhoods) are the best way to keep children safe. Thus, agencies’ efforts are focused on
strengthening families and communities (see right column) with the final goal of reducing risk
for child maltreatment.
In addition to illustrating the general flow of the initiatives activities, each column of the Logic
Model contains specific objectives and steps that must occur in order for the final goal to be
realized. For example, in order for participating agencies to have an impact on families, they
must not only provide services and supports to families but also work to engage families in their
services. These nuances of implementation will be discussed in the following sections.
IMPLEMENTATION OF PFF
Although implementation of PFF is complex and multi-faceted, its methodology can be
simplified to a few primary activities and processes. Figure 3 illustrates these processes and
their relationships in the overall implementation of the PFF initiative. Although this represents a
general roadmap for implementation and achievement of the initiative’s goals, the execution of
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these activities and processes varies across agencies and geographic regions. Most of these
variations are simply methodological in nature. The following sections will describe overviews
and variations on the referral, enrollment, assessment, community capacity, and network
capacity aspects of implementation.
Figure 3: Implementation Activities and Processes of the PFF Initiative

THE PFF TARGET POPULATION
To align this child maltreatment initiative with First 5 LA’s mission, PFF targets two types of –atrisk populations: (1) families with children between 0 and 5 who are referred initially to the Los
Angeles County Department of Children and Family Services (DCFS) for suspected maltreatment
and (2) at-risk pregnant mothers in the community.
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THE REFERRAL PROCESS TO PFF
In general, the referral process for the DCFS-referred population begins when a neighbor,
teacher, family member, acquaintance, or mandated reporter suspects the occurrence of child
maltreatment and contacts a child abuse hotline or a police station. DCFS is immediately
notified and an Emergency Response Children’s Social Worker (ER CSW) meets with and
assesses the risk of a referred-family using the Structured Decision Making (SDM) Risk
Assessment Tool. After deliberating with their respective Assistant Regional Administrator
(ARA) about the family’s appropriateness for PFF and the thoroughness of the assessment, the
ER CSW passes an eligible family to the Community Based Liaison (CBL).
In order to be eligible, DCFS-referred families must meet three criteria: (1) Have at least 1 child
between 0 and 5 years of age; (2) have a DCFS case disposition of either “unsubstantiated” or
“inconclusive”; (3) and have a moderate to very high risk of future maltreatment as determined
by DCFS. Once a case is deemed appropriate for PFF, DCFS staff gives the family’s contact and
risk information to the lead agency in the family’s Service Planning Area (SPA). The lead agency
then makes contact with the family to discuss enrollment and participation in PFF.
At-risk pregnant mothers do not require DCFS contact to participate, but must meet at least
one of three criteria for being at-risk: (1) mental health issues, (2) substance abuse issues, or (3)
a history of domestic violence. Referral sources for pregnant women and teens vary, and
include law enforcement agencies, hospitals, shelters, and self-referrals.
According to data from the Initial Evaluation, there are no formal relationships between the
initiative and institutions that refer pregnant women. All referrals are sent to Collaborative lead
agencies. The lead agency is responsible for discussing relevant services with the family, hearing
the family’s preferences for services, and situating the family with services provided in-house
and from partner agencies.
PFF CONSENT AND ENROLLMENT
After receiving a referral, a PFF agency contacts the referred family to set up an in-person
meeting and discuss enrollment. During this first meeting, an In-Home Outreach Counselor
(IHOC) explains the purpose, goals, and benefits of PFF participation. If the family agrees to
enroll, the primary caregiver is given the option to allow the data collected by their IHOC to be
used for research and evaluation purposes.
After enrollment, an IHOC typically completes an initial assessment within the following 3-4
weeks. Goals are set in a Service Plan based on a family’s targeted areas of concern. For
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example, if the IHOC determines that a family lives in a disorderly dwelling with health hazards
and violations present (rotting food or vermin), a goal based on maintaining a clean and orderly
household would be created. A full list of the Family Functioning Factors can be found in
Appendix A. Based on this initial assessment, each family works with its IHOC to determine
appropriate goals for its time in PFF. These goals target both areas of weakness to improve
upon and areas of strength to build upon and reinforce. Over the course of enrollment, the
IHOC keeps frequent contact with the family, makes at least 2 home visits per month, and
engages the family in community- and/or agency-based services, such as parenting classes,
parent support groups, community activities, child care and vocational services.
PFF SERVICE PROVIDERS
Families are invited to participate and receive PFF services in one of nine service planning areas
(SPAs) coordinated by a lead agency in each area. Please see Figure 4 for geographic locations.
In July 2009, a ninth lead agency was added to service Native American Families. Below is a list
of the PFF lead agencies, presented by SPA.
SPA 1 – Children’s Bureau of Southern California provides child abuse services, family life
education and foster care services for people of all ages
SPA 2 –The Help Group offers mental health and therapy services for children with special
needs. The agency operates seven specialized day schools serving pre-K through high school
students.
SPA 3 – SPIRITT Family Services provides child abuse services, domestic violence services,
family life education, substance abuse services, and youth services.
SPA 4 – Para Los Niños provides child care, clothing, counseling services, family life education,
and youth services.
SPA 5 – St. John’s Child & Family Development Center provides family support services and
mental health services to children and families.
SPA 6 –SHIELDS for Families offers family preservation services, mental health services,
residential substance abuse treatment, substance abuse services, vocational education services
and youth services.
SPA 7 – Bienvenidos Children’s Center provides family support services, foster care services,
health services, substance abuse services, and welfare-to-work services
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SPA 8 – National Council on Alcohol-Drug Dependence of South Bay /South Bay Center for
Counseling (SBCC) provides substance abuse services, domestic violence services, family
preservation services, residential treatment for substance abuse for pregnant/parenting
women, and welfare-to-work support services.
SPA 9 – Southern California Indian Center (SCIC) offers family support services, educational
support services, foster care services, emergency food services, and shelter referrals in order to
promote social and economic self-sufficiency for American Indian people in Los Angeles,
Orange, and Riverside Counties.

PFF Comprehensive Evaluation: Final Report

Section II. The Partnerships for Families (PFF) Initiative

12
Figure 4: Service Planning Area (SPA) Map*

*SPA 9 (not presented in map) serves LA County, Riverside and Orange counties.
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THE PFF SERVICE APPROACH
PFF is a community-based prevention strategy designed to strengthen families and build
community capacity through direct service, such as family engagement, community network
development, and organizational capacity building.
As determined by PFF agency staff, in collaboration with First 5 LA staff, the PFF model for
services requires a minimum of two home visits per month, a pre and post assessment of family
functioning, and approximately 6 months of services. Although a family may receive services
from a number of community-based organizations, each family’s services are planned and
coordinated by the lead agency as well as any partner agencies in the respective SPA. This
approach brings aspects of home visitation together with ecological and place-based
approaches to child maltreatment prevention. The combination of services and approaches is
intended to engage families in voluntary, home- and community-based services designed to
enhance caregivers’ ability to seek help and sustain social connections after PFF service
termination. The community and social connections established through this process are
thought to be protective against child abuse and neglect.
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SECTION III. SUB-STUDY 1 - ENGAGEMENT
In the first sub-study of the Comprehensive Evaluation of PFF, we sought to understand the
relationship between PFF “inputs” and the earliest outcomes of PFF: family engagement. PFF
inputs, generally, referred to the family- and service-level characteristics, such as geographic
region, ethnicity, gender, and maltreatment risk that may impact engagement outcomes like
enrollment and retention. The sub-study also examined service characteristics in order to
evaluate the fidelity of PFF implementation across SPAs. This step was essential for subsequent
analyses, which sought to determine the impact of PFF on short- and long-term outcomes.
These subsequent analyses required that families actually received PFF services in the manner
in which the program model and service providers intended.
Considering the complexity of variables involved in the occurrence of child maltreatment, the
comprehensive evaluation research components attempted to broadly wrap around the shortterm mission of PFF services as they were delivered. Thus, family engagement is considered an
early outcome—one that sheds light on antecedents and characteristics of PFF implementation
and participation. In sub-study 2, family engagement is viewed as a potential mediator of shortterm family functioning and maltreatment risk. Finally, in sub-study 3, family engagement is
considered largely as a moderator of long-term re-referral outcomes.
The fundamental evaluation questions for sub-study 1 concern the engagement outcomes of
PFF. They include the following:






What are the rates of initial and subsequent engagement?
How do they vary?
What predicts them?
What is the relationship between initial and subsequent engagement?
What percentage of families meets all the criteria PFF providers identified for full
engagement?

We hypothesized that there would be considerable variation in engagement outcomes by SPA
and race/ethnicity of participants. In addition, we hypothesized that indicators of engagement
within the first 30 days of PFF (i.e., initial engagement), which can also be thought of as
measures of service quality, would predict subsequent engagement (having 10 or more home
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visits, staying in PFF for at least 5 months, and obtaining a case manager rating of “family
achieved goals” as the reason for termination1).
Given the obvious differences in DCFS and prenatal cases (e.g., the context of referral, the
pending birth of a child), we were especially interested in determining whether predictors of
engagement would differ by referral type, that is, for DCFS vs. prenatal cases.
Sample
Three samples were examined in this sub-study. The first sample consists of all families referred
by DCFS to PFF between the beginning of the initiative (July 2006) and December 2010. The
second sample consists of all families who enrolled in PFF between July 2006 and April 2011
and consented to the use of their data for research purposes. Of the 3,423 families that met
these criteria (see Table 2), 974 (28%) were pregnant mothers and 2,449 (72%) were DCFSreferred families. Because key indicators of engagement (e.g., length of service, home visit
dosage and retention measures) require a case to be closed (for any reason, including drop
out), the third sample for the sub-study excludes PFF families with an open case at the time of
data extraction. There are 2,915 families in this PFF closed case sample, 793 (27%) of which
were prenatal cases and 2,122 (73%) of which were DCFS-referred cases. This sample of closed
cases is used for most analyses in this report.
Measurement
Data for sub-study 1 came from two sources: PFF agencies and the Los Angeles County
Department of Children and Family Services (DCFS). Data obtained from PFF agencies were
collected use the Family Assessment Form (FAF) (Children’s Bureau, 1997), a standardized tool
used to guide psychosocial assessments of families. PFF caseworkers were required to use a
computer-based version of the FAF to assess demographic information, family and child
functioning (including strengths and weaknesses), and service characteristics. Administrative
data from DCFS were used primarily to assess case and referral characteristics. Major variables
derived from the PFF and DCFS data are presented below.

1

Note that the assessment form used by PFF agencies refers to “termination” reason. Throughout this
paper, we use the term “closure” somewhat synonymously, despite differences in meaning. From a
practice or programmatic perspective, services are “terminated,” whereas a case is “closed.”
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REFERRAL CHARACTERISTICS




Referral Source. A binary variable capturing whether the family was referred to PFF via
DCFS or prenatally.
SPA. Service Planning Areas (1 through 8). Additional details for each SPA can be found
in Appendix I.
Fiscal Year Case Opening. The fiscal year, defined as July through June, in which a PFF
case was opened.

FAMILY DEMOGRAPHICS


Children Aged 0-5 in the Family. A binary variable indicating if there were 2 or more
children ages 0-5 in the family.
 Children Aged 6-18 in the Family. A binary variable indicating if there were 1 or more
children ages 6-18 in the family.
 Primary Caregiver Race/Ethnicity. The primary caregiver’s reported race/ethnicity was
coded as a four-level variable: (1) African American (non-Latino), (2) Latino (all races),
(3) Caucasian (non-Latino), and (4) other race (non-Latino). Caregivers reporting their
race as Asian/Pacific Islander (1.36% of total), or Native American (1.2%), as well as
those caregivers reporting multiple, were included in the “other race” category because
the number of these cases was too small to have their own race/ethnicity category.
 Primary Caregiver Relationship Status. The primary caregiver’s relationship status was
coded as a binary variable reflecting if they had a partner or were single. Included in the
partner category were all caregivers who were married or had a partner/domestic
partner. Caregivers who were divorced, separated, single, or widowed were coded as
single.
 Primary Caregiver’s Age. The primary caregiver’s age at intake was coded into four
categories: (1) 19 years or younger, (2) 20-29 years, (3) 30-39 years, and (4) 40 years or
more.
 Primary Caregiver’s Educational Status. A binary variable indicating whether the
primary caregiver had less than a high school degree or had earned a high school degree
or GED.
BASELINE FUNCTIONING


Mean score from the initial FAF assessment.
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INITIAL ENGAGEMENT


Early Home Visits. A binary variable capturing whether a family received two or more
home visits in the 30 days after initial contact.
 Early Contacts. A binary variable capturing whether a family received 3 or more hours of
contact with a PFF professional in the 30 days after initial contact.
SUSTAINED ENGAGEMENT





5 Month Retention. A binary variable capturing whether a family was retained in PFF for
five months beyond the initial 30 days of service.
10+ Home Visits. A binary variable capturing whether a family received an average of 2
home visits per each month of service provision (based on the 5 month retention
indicator).
Goal Achieved. A binary variable indicating whether the case plan goals were successful
achieved as determined by the PFF caseworker.

The sample and measurement methods for sub-study 1 are summarized in Table 2.
Table 2: Sample and Measurement Methods

Data
Source

Sample

Instrument

All families
referred by
DCFS to PFF

DCFS

N = 5042

Administrative
data

All PFF
enrollees

PFF
Agencies

N =3423
Family
Families who Assessment
received PFF Form (FAF)
services

PFF
enrollees
who have
ended
services

PFF
Agencies

N = 2915
Family
Families who Assessment
received PFF Form (FAF)
services and
who ended
PFF services

Subject
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Data Collection
Method
Data collected by
DCFS social workers.
Data extracted by
Evaluation Team April
2011
Data collected and
rated by PFF case
workers.
Data extracted by
AJWI for Evaluation
Team April 2011
Data collected and
rated by PFF case
workers.
Data extracted by
AJWI for Evaluation
Team April 2011

Data
Collection
Time Frame
July 2006 –
April 2011

July 2006 –
April 2011

July 2006 –
April 2011
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ANALYSES
To assess the statistical significance of group differences across measures of engagement, chisquared (χ2) tests were conducted; Eta (η) was used as a measure of effect size.2 Additionally,
bivariate and multivariate generalized linear models (GLM) were specified to estimate group
variations in three indicators of engagement, both before and after adjusting for other
differences, including (1) frequency (i.e., dosage) of PFF services; (2) sustained engagement in
services, and (3) reason for termination of services. Results from both bivariate and
multivariate models are reported as risk ratios (RRs) with 95% confidence intervals (95% CI). 3
Multivariate models included predictor variables related to the referral characteristics, family
demographics, baseline functioning, and in some instances, initial engagement.
FINDINGS
Our analysis begins with a descriptive overview of the 3,423 families who were referred to PFF
and who actually enrolled in PFF between fiscal years 2007 and 2011. After this initial overview,
subsequent analyses focus exclusively on the 85% of families (N=2,915) whose cases were
closed or terminated for any reason (including dropping out) at the time data were compiled
for this sub-study. Excluded were the 508 families whose cases with PFF were still open.4 For

2

Eta is a measure of association for categorical variables. It is analogous to Pearson’s r, which is used to
measure association between continuous variables. Accordingly, the Eta-squared statistic is analogous
to R-squared.
3

Although logistic regression remains a commonly employed technique for analyzing group differences
when the dependent variable is dichotomous and there exist multiple confounders, logistic models yield
odds ratios (ORs) which can be difficult to interpret (Davies, Crombie, & Tavakoli, 1998) and exaggerate
risk associations when the incidence of the outcome of interest is not a rare event (>10%) (Zhang & Yu,
1998). As an alternative, we estimated risk ratios (RRs) using Generalized Linear Models (McCullagh &
Nelder, 1989). Since our models suffered from (not uncommon) convergence problems when run based
on a log-binomial distribution, we used the “modified Poisson regression” technique proposed as an
alternative method for use with cohort studies in which the outcome of interest is binary (Zou, 2004).
This technique specifies a Poisson distribution and log link, using a robust standard error adjustment
(sandwich estimator) in order to correct for estimated confidence intervals that would otherwise be too
wide (UCLA Academic Technology Services: Statistical Consulting Group). Results were compared with
those obtained from logistic models. As expected, the same variable associations emerged, although the
logistic models produced more extreme estimates.
4

SPA 9 cases were also excluded from bivariate and multivariate analyses because of the small number
of closed cases (n=10) in this program and the negative bias associated with a shortened observation
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the closed PFF cases, we examine numerous indicators of each early engagement and sustained
engagement.
PFF Referrals and Enrollment
Between 2007 and 2011, 5,180 referrals to PFF were made via DCFS, reflecting 5,042 unique
families (i.e., there were some families who were referred by DCFS on more than one occasion).
Among those families referred to PFF, 3,423 families, comprised of 8,368 children, were
enrolled, including 2,449 (72%) families referred by DCFS and 974 (28%) prenatal cases.5
Among families referred through DCFS, the estimated enrollment rate was 48%.6 No
comparable enrollment rate data were available for the prenatal cases given the absence of a
formal referral process. Statistics on family enrollment in PFF can be found in Appendix B.
The number of new families enrolled in PFF increased steadily each year, from 463 families in
2007 to 926 in 2010 (see Figure 5). Likewise, the number of families served by PFF at any point
during a given fiscal year rose (regardless of their enrollment year), peaked in 2010 at 1,441
(see Figure 6). Through approximately the first half of fiscal year 2011, 600 families were
enrolled and 1,145 families had been served at any point during that timeframe. Among
referred families, 67% were enrolled on the date they were initially contacted by the PFF
agency. Within 30 days of this initial contact, 90% were enrolled.

period. That is, since all of SPA 9 cases were opened in fiscal year 2011 and FAF data were pulled well
before the end of that fiscal year, the only cases that were closed in SPA 9 were closed relatively quickly
(and thus likely to have negative engagement outcomes). SPA 9 cases that were still open (N = 20) at the
end of data collection (and more likely to have positive engagement outcomes) were excluded from the
closed case sample.
5

There were 8,085 children with dates of birth and 283 children of prenatal cases assumed to be born.

6

Please note that this is a very rough estimate of the DCFS enrollment rate based on the number of
families PFF served during the initiative divided by the number of families DCFS reports having referred
to PFF. Information gathered from several SPAs have raised concerns that SPAs may not have received
information about families from DCFS, or only found out about referred families long after the referral
was logged into the DCFS database. There may also be some families who were served in PFF (according
to the SPAs), but were not captured in the FAF dataset because of data entry and data management
issues. Therefore, we present this as an “estimated” enrollment rate only. We are uncertain how the
above mentioned problems may have affected this estimate.
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Figure 5: Number of Families Enrolled by Fiscal Year
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Figure 6: Number of Families Served at Any Point in Each Fiscal Year
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Over the course of the initiative, the share of families enrolled prenatally increased from 16% of
cases opened in 2007 to 38% in 2011. Likewise, although the majority of cases were opened for
families referred through DCFS during each fiscal year, the fraction of DCFS-referred cases
opened declined from 84% in 2007 to 62% in 2011 (Figure 7).
Figure 7: Percent of Enrolled Families Referred by Either DCFS or Prenatally by Fiscal Year
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The distribution of the number of families served across the nine SPAs ranged from less than
1% of the total (SPA 9, N=30) to over 22% (SPA 2, N=778; Figure 8). The distribution of families
served following a prenatal referral versus a referral from DCFS also varied, with 85-90% of
families served in SPAs 1, 2, and 6 originating from DCFS, compared to 43-46% in SPAs 5 and 8
(Figure 9). As expected, there were notable variations not just in the number of families served
across SPAs, and the source of referrals, but also in the characteristics of these families.
Therefore, while we report differences across SPAs for all measures of engagement discussed in
the sections that follow, we also provide a stand-alone analysis in which we examine individual
SPAs by other covariates of interest (e.g., variations in referral source by SPA, race/ethnicity by
SPA, caregiver age by SPA).
Figure 8: Percent of PFF Families (N=3423) Served in Each SPA
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Figure 9: Numbers of DCFS and Prenatal Families Served in each SPA
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Among enrolled families, 97% of primary caregivers were female, while only 3% were male.
Seventy-one percent of primary caregivers were Latino, 16% were African American, and 9%
were Caucasian (the remaining 4% were Native American, Asian/Pacific Islander, or other race).
Nearly two-thirds (65%) of caregivers enrolled in PFF had less than a high school degree, while
19% had completed high school or earned their GED, and 17% had some post high school
education. The most common partner status was a caregiver who reported being single
(46.9%). Among the remaining primary caregivers, 20% were married, 17% were partnered, 8%
were separated, 4% were divorced, and 4% had no information listed. In slightly different
terms, 63% of caregivers were caring for their children alone; 37% of caregivers were caring for
their children with a spouse or partner. Among all enrolled families, only 9% of primary
caregivers were under the age of 20, while 42% fell between the ages of 20 and 29, and another
36% were 30-39 years of age. There were notable variations in caregiver age, however, by
referral source. Among caregivers referred prenatally, 25% were teenagers compared with only
2% of caregivers referred through DCFS. Meanwhile, only 25% of primary caregivers in
prenatally-referred families were over the age of 30 compared to 58% among caregivers
referred by DCFS. The median income reported by primary caregivers was $8,933. 7 Among
those referred prenatally it was $5,581 versus $10,404 in DCFS referred families. Only 16% of
caregivers reported having full-time employment.

7

It is important to note that this is only a measure of the primary caregiver’s income, not the income of
the family or household.
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Initial Engagement
We examined two primary types of initial (or “early”) engagement, including (a) early home
visits and (b) hours of early contact within 30 days of initial contact. The decision to focus on
the 30-day period post-contact (rather than post-referral) reflects our theoretical interest in
examining whether early engagement is predictive of later outcomes such as whether the
family remains in the program at 5 months and is rated by the case manager as having achieved
their goals at case closure.8 Contacts may have taken the form of home visits, telephone calls,
and contacts made at other sites such as work, parks, school or community center. All initial
engagement results can be found in Appendix C.
Within 30 days of initial contact, 81% (n=2,357) of families had received two or more home
visits. The threshold of 2 home visits in the first 30 days was chosen because it is consistent
with a cut point used by PFF providers and First 5 LA for defining adequate levels of service
intensity in PFF. Early engagement as measured by this indicator was more common among
families referred via DCFS (83%) than those referred prenatally (74%; Figure 10).
Figure 10: Two or More Early Home Visits by Referral Source
83%
74%

DCFS

Prenatal

8

This relates to a sequential set of hypotheses: initial engagement in PFF will promote subsequent or
sustained engagement (examined in this paper), which will in turn promote improved family functioning
and child safety outcomes, which will be examined in subsequent reports.
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Significant variations by SPA were observed, X2(8, N=2,915)=231.5, p<.001, even among SPAs
that served roughly comparable numbers of families over the course of the initiative (Figure
11). For example, over 82% of families served by SPA 1 were visited at least twice within 30
days of first contact. In contrast, only 52% of families served in SPA 7 received this level of initial
engagement. SPA differences were much more strongly associated with this engagement
indicator than other factors.9
Figure 11: Two or More Early Home Visits by SPA
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For example, differences among SPAs accounted for 8% of the variance in whether families received 2
or more home visits in the first 30 days, compared with race/ethnicity, which accounted for 2% of the
variance in this indicator.
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Variations in this indicator of initial engagement were also found when clients were grouped by
race/ethnicity, X2(3, N=2,881)=18.5, p<.001 (Figure 12). A larger share of Latino (82%) and
Caucasian (83%) families were engaged through two or more home visits in the month
following initial PFF contact than were African American (75%) or other race/ethnicity (71%)
families. Primary caregiver’s relationship status was also associated with the receipt of two or
more home visits within 30 days, with partnered caregivers (86%) visited more frequently than
those who were single (78%), X2(1, N=2,804)=25.4, p<.001.
Figure 12: Two or more Early Home Visits by Race/Ethnicity
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Differences by primary caregiver age were identified X2(1, N=2,896)=12.1, p=.007. Although
over 83% of caregivers age 40 or older received two or more home visits within a month of
initial contact, this was true for only 73% of teen caregivers. This aspect of early engagement
did not differ by primary caregiver’s level of education, X2(2, N=2,521)=0.43, p=.81, or gender,
X2(1, N=2,915)=0.10, p=.75.
Within 30 days of initial PFF contact, three-quarters (N=2,152) of families had cumulatively
received three or more hours of contacts from their PFF agency. By incorporating the full range
of early contacts that can occur with families, this measure provides a complementary indicator
of early engagement to the home visit measure described above. We utilized a 3 hour threshold
for this measure because it was reasonably similar to the programmatically defined standard of
2 home visits per month and because it was fairly highly correlated with the engagement
outcomes of interest. Although families referred prenatally were less frequently visited during
the month after initial contact, when early engagement was defined as total hours of contact
during this period, engagement findings were reversed. More prenatally-referred families had
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received three or more hours of PFF contacts (79%) than DCFS-referred families (75%), X2(1,
N=2,839)=6.6, p=.01. The fraction of families with three or more hours of PFF contact varied
significantly by SPA (Figure 13), with the greatest share of families in SPA 5 enjoying the
benefits of PFF contact time, X2(8, N=2,839)=93.7, p<.001.
Figure 13: At Least Three Hours of Early Contact by SPA
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Consistent with the home visiting measure of initial engagement, a greater percentage of
Caucasian and Latino families had at least 3 hours of PFF contact during the month after initial
engagement, X2(3, N=2,805)=57.2, p<.001 (Figure 14). This disparity was particularly
pronounced for African American families: only 62% of African American families received at
least 3 hours of PFF contact during the first 30 days, while the corresponding percentage for
Caucasian families was 81%. Likewise, consistent with the earlier measure of initial
engagement, a greater share of partnered caregivers met the three or more hour threshold for
contact during the first month of services, X2(1, N=2,729)=22.4, p<.001. Again, there were no
significant differences observed by the primary caregiver’s gender, X2(1, N=2,839)=0.38, p<.54
Figure 14: At Least Three Hours of Early Contact by Race/Ethnicity
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Although there were no significant educational differences in home visiting as a measure of
initial engagement, when cumulative contact hours were considered, a smaller fraction of
families with caregivers who had a high school diploma or GED were observed to have received
three or more hours of contact (68.8%) relative to either those with less than a high school
degree (76%) or those with some post-secondary education (76%), X2(2, N=2,455)=11.5, p=.003.
Modest differences across caregiver age were observed, although there was no discernible
pattern, with the greatest fraction of the youngest (80%) and oldest (80%) caregivers found to
have received at least three hours of contact, X2(3, N=2,821)=10.3, p=.02.
Sustained Engagement
In this section we turn to indicators of sustained engagement, including various aspects of (a)
length of service, (b) home visits, (c) hours of contact, and (d) goal achievement. We begin by
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describing client retention from the date of first contact through last contact, while reporting
frequencies and percentages to examine the distribution of families who still had an open case
and were receiving PFF services at different follow-ups. Also reported are data that capture the
number of home visits families received during the period in which they had an open case. For a
more detailed examination of client variations in sustained engagement, we operationalize this
domain of engagement as three categorical variables: (1) whether or not a family was still
engaged in PFF services five-months post-enrollment; (2) whether or not a family received ten
or more home visits while their case was open; and (3) whether or not a family both received
services lasting 5 to 13 months and averaged at least two home visits per month while their
case was open. While the PFF Model specifies six months of service, we used a five month cutoff in order to include those slightly short of six months. Moreover, this period was often
lengthened for prenatal referrals as caseworkers attempted to monitor the newborn until the
sixth month of life. As with prior measures of engagement, we examine variations by referral
source, SPA, race/ethnicity, and primary caregiver characteristics. All subsequent engagement
results can be found in Appendix D.
Among the 2,915 families with complete data, the mean length of service (defined as the date
of first contact through the date of last contact, excluding post-closure contacts)10 was just
under six months (M=5.86, SD=3.8). Conceptualized categorically by months of services
received, 8% of families were engaged in PFF services for less than one month, 19% received
services lasting 1 to 3 months, 29% received services for 3-6 months, 25% were engaged for 6
to 9 months, 13% for 9 to 12 months, and 7% continued to receive services for over a year.
Conceptualized in slightly different form, 56% of families enrolled in PFF were successfully
retained (and therefore engaged) for at least five months; 44% were not.

10

Assuming accurate data entry, dates of contact provide a more accurate picture of length of service
than the time from case opening to case closing, which is often determined more be administrative
procedures than actual service provision. Also, contacts after termination occurred were entered for
some cases. While such contacts are, from our vantage point, a positive reflection of the parent’s
connection to PFF staff, we do not think they should be counted as a continuation of PFF services. In
addition, it is highly unlikely that such contacts were reliably entered across SPAs.
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Retention rates for families remaining in PFF over time are depicted in Figure 15. As noted in
the figure, 54% (n=1,569) of families were still receiving services five months after their first
contact. A slightly greater share of families referred prenatally (60%) were still engaged at five
months than was true of families referred via DCFS (54.0%), X2(1, N=2,825)=7.56, p<.01.
Significant differences across SPAs emerged, X2(8, N=2,825)=150.6, p<.001. The retention rate
across SPAs 1 through 8 ranged from a low of 38% to a high of 74%. Variations were also
observed by race/ethnicity, X2(3, N=2,792)=19.5, p<.001.
Figure 15: PFF Retention Rates over Time
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Retention rates by race/ethnicity are presented in Figure 16. As was the case for all other
measures of engagement, Caucasian and Latino caregivers had higher rates of five month
retention (57% and 58%, respectively) than did African American (47%) or other race (48%)
caregivers (Figure 16). No differences in retention rates at the five month mark were observed
by caregiver education, X2(2, N=2,443)=4.24, p=.12, or gender, X2(1, N=2,825)=0.20, p=.66. A
larger share of caregivers with partners were still receiving services at five months (60%) than
were single caregivers (52%), X2(1, N=2,716)=16.4, p<.001. Retention rates did not vary by
caregiver age, X2(1, N=2,807)=3.37, p=.11. Overall, SPA differences accounted for a much higher
percentage of variation in retention rates (8%) than other factors examined, which accounted
for 1% or less of variance.
Figure 16: Race and Retention Rates

Home Visits. In aggregate, the 2,915 families with closed cases received over 35,000 home visit
contacts via PFF. At the time a family’s case was closed, they had received roughly a dozen
home visit contacts (M=12.39, SD=9.81). Considered as a home visiting rate per month of
enrollment, the mean number of home visits per month fell just short of two during the period
from post-enrollment through case closure (M=1.97, SD=1.56). When home visits per month
were considered in the period after PFF first established contact with a family, the rate of home
contacts per month increased slightly (M=2.31, SD=1.58). See Appendix B for results related to
home visitation.
Fifty-four percent of families had received a total of ten or more home visits prior to case
closure, independent of the length of services received. A slightly larger share of families
referred prenatally fell into this category (57%) than was true of those families referred via
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DCFS (53%), X2(1, N=2,839)=4.05, p=.04. Consistent with other measures of engagement,
significant variations were observed between SPAs, with over 80% of families in one SPA having
received a minimum of ten home visits over their service periods, versus just over one-third
(35%) in a SPA of similar size, X2(8, N=2,839)=219.0, p<.001. SPA differences accounted for a
much higher percentage of variation in families receiving 10 or more home visits (8%) than
other factors examined.
Significant variations in the fraction of families meeting the ten or more home contacts
threshold also emerged by race/ethnicity, X2(3, N=2,805)=29.2, p=.001. More Caucasian (54%)
and Latino (57%) families had received at least ten visits than was true for African American
(43%) or other race families (52%).
Although there were no significant educational variations for the initial engagement measure of
home visits (i.e., had the family received two or more home visits in the 30-day period following
initial PFF contact?), significant variations were observed in the subsequent engagement
measure of home visits, X2(2, N=2,455)=10.1, p<.01. Fifty-six percent of families led by a
caregiver who had less than a high school degree received ten or more home visits during their
service window. The comparable fraction among caregivers with a high school degree or GED
was only forty-eight percent. For caregivers with some post-secondary education, the share
who received ten or more home contacts fell in the middle, at just over fifty-one percent.
As observed across all other measures of engagement, a caregiver’s partnered status was
positively associated with a greater number of home visits, X2(1, N=2,729)=20.0, p<.001, while
there were no statistically distinguishable differences between caregivers of different genders,
X2(1, N=2,839)=0.83, p=.36 or different ages, X2(3, N=2,821)=6.6, p=.09.
5-Month Retention. We examined how many families remained in the program for 5 months
beyond the initial month of service and received an average of two or more home visits per
month in accordance with the PFF model. According to several SPA representatives, two home
visits within each month and 5-6 month retention are customary.11 Only 30 percent of families
met both the criteria of retention at the 5-month mark and an average of two or more home
visits over the course of their service period. Families did not vary on this measure when
stratified by referral source, X2(1, N=2,915)=1.6, p=.20 or caregiver gender, X2(1, N=2,839)=1.1,
p=.29. Significant variations emerged by SPA (Figure 17), with 50-65% of families meeting this

11

The PFF Model is discussed at Monthly Workgroup Meetings.
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threshold in only two SPAs, while the remainder ranging from 19-30% X2(8, N=2,915)=234.1,
p=.001.
Figure 17: 5 Month Retention and 2 Home Visits by SPA
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Differences by race/ethnicity were also observed (Figure 18), with a far lower share of African
American families retained for at least five months with two or more home visits (18%) than
was true of Latino (32%), Caucasian (33%) or other race caregivers (32%), X2(3, N=2,881)=35.2,
p=.001.

PFF Comprehensive Evaluation: Final Report

Section III. Sub-study 1 – Engagement

35
Figure 18: Percent of Families with 5 Month Retention and 2 Home Visits per Month by Race/Ethnicity
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Modest differences by caregiver education were also found, which again suggested that those
with a high school degree/GED fared less well in terms of PFF engagement than those with
either less, or more, education, X2(2, N=2,521)=6.8, p=.03. A larger share of partnered
caregivers met this dual measure of engagement than did single caregivers, X2(1,
N=2,804)=28.8, p<.001. As caregiver age increased as measured categorically, so did the
percentage of families who were both retained beyond five months and had two or more home
visits for the duration of their case, X2(3, N=2,896)=11.0, p=.01. SPA differences accounted for a
much higher percentage of variation in families meeting both PFF service criteria (8%) than
other factors examined.
Goal Achievement. Next, we considered a family’s achievement of specified PFF goals as a
measure of successful engagement. A case was considered successfully closed once a family has
met all of the individualized goals charted in their service plan. Eighty-five percent (N=2,915) of
all families had a closed cased at the time this report was prepared. As indicated by their
primary reason for case closure, 63% of families achieved their case goals, 29% dropped out, 3%
were terminated prematurely by their caseworkers, 4% closed because DCFS opened a case,
and 1% closed for “Other” reasons.
Although referral source was associated with other measures of a family’s engagement,
whether or not a family was referred prenatally or through DCFS was unrelated to the
successful completion of PFF, X2(1, N=2,915)=1.97, p=.16. Among those families with a closed
case, a roughly equivalent percentage of families in each group were found to have had their
case closed because they had achieved specified goals. Significant variations in the fraction of
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families who achieved their goals were observed by SPA, X2(8, N=2,915) =136.7, p<.001. Among
families with closed cases12, the rate of goal achievement ranged from a low of 39% (SPA 4) to a
high of 78% (SPA 5). Overall, SPA differences accounted for a much higher percentage (5%) of
variation in how long clients were retained than other factors examined. Goal achievement
varied significantly by the primary caregivers race/ethnicity, X2(3, N=2,881) =23.6, p<.001.
Latino families had the highest rate of goal achievement (61%) and although similarities
between Caucasian and Latino families emerged for other measures of engagement, Caucasian
families had a rate of goal achievement (52%) that was comparable to those of African
American (51%) and other race (52%) families. There were no significant differences in family’s
rates of goal achievement when families were stratified by the primary caregiver’s level of
completed education, X2(2, N=2,521) =1.11, p=.57. The same general percentage of caregivers
with less than a high school education achieved case goals as those with either a high school
degree/GED, or those with post-secondary education. Likewise, there were no variations in goal
achievement based on primary caregiver’s gender, X2(1, N=2,915) =1.24, p<.27. The rate of goal
achievement increased with caregiver age, from a low of 53% for teen parents, to a high of 63%
for caregivers forty or older, X2(3, N=2,896) =21.4, p<.001
Predictors of Initial and Sustained Engagement in PFF
Next, we move beyond descriptive analyses to model group differences in the three primary
measures of engagement: (1) family received 10 or more home visits over the course of their
PFF involvement), (2) family received services for at least five-months (beyond initial month),
and (3) among closed cases, goals were achieved. For each of these engagement outcomes, we
present results from two multivariate analyses.
In the first multivariate analysis, which attempted to predict receipt of 10 or more home visits,
we simultaneously modeled client demographics, baseline functioning, and case characteristics.
The inclusion of these three types of variables (at the same time) in this first multivariate model
produced only minor changes in the estimates of group differences in engagement. After
adjusting for other differences between families, the previously observed bivariate association
between having a child 6 to 18 years old and 10 or more home visits as a measure of
engagement is no longer statistically significant. Likewise, the bivariate association between
caregiver education and the number of PFF home visits is no longer observed. After adjusting
for other differences, the association between a family’s referral prenatally (versus through

12

SPA 9 was excluded from this discussion due to the small number of families who had closed cases at
the time this paper was prepared (N=10).
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DCFS) and home visiting as a measure of engagement increases in strength over the bivariate
model (RR: 1.18).
In the second multivariate analysis of predictors for receipt of 10 or more home visits, we
added the three service variables. The inclusion of service variables leads to previously
observed variations by race/ethnicity disappearing. Unlike statistically significant racial/ethnic
differences in the bivariate and first multivariate model, in the second multivariate model,
Latino and Caucasian families had no greater likelihood of receiving ten or more home visits
than African American families. Even after controlling for demographic differences, case
characteristics, baseline functioning, and early service activities, statistically significant
differences between SPAs 1-5 and SPA 8 are still observed, although risk ratio point estimates
are reduced from the bivariate models. (See Figure 19 in which SPA 8 is represented as the red
reference line. Those SPAs (1-5) with confidence intervals that do not overlap with this
reference line are significantly different from SPA 8; those SPAs with confidence intervals that
do overlap with the reference line (SPAs 6 and 7 were not significantly different than SPA
8.)
Figure 19: Variations by SPA in the Relative Frequency of Families Receiving 10 or More Home Visits
(see Appendix F)
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The first multivariate analysis of predictors of 5-month retention incorporates all but the
service variables into a single model. The inclusion of all variables (except service) in a single
model led to only minor shifts in the prediction of five-month retention. Families with two or
more children under the age of five were no more likely than families with only one child in this
age range, a shift from the bivariate model in which significant differences were observed.
Additionally, although there were no differences in retention between families with cases
opened in 2007 versus 2008 in the bivariate model, after adjusting for other factors in
multivariate model 1, families with cases opened in 2007 emerged with a slightly higher
likelihood of retention (RR: 1.14).
In the second multivariate analysis of predictors of 5-month retention, service variables were
added. The inclusion of a family’s service planning area and two measures of early engagement
led to the disappearance of differences in retention rates by caregiver race/ethnicity and
relationship status. Although a family’s level of cooperation still predicted sustained
engagement (RR: 0.88), living conditions were no longer predictive, and mean support (FAF
item C) emerged as a significant predictor of five-month retention (RR: 0.92). Variations
between SPAs observed in the bivariate examination of SPA and sustained engagement were
retained in the multivariate model. As reflected in Figure 20, after adjusting for other
differences, families served in SPAs 1 through 5 were more likely to be retained at the 5-month
mark than were families in SPA 8. There were no differences observed between SPAs 6, 7, and
8. After other demographic, baseline functioning, and case differences were accounted for,
however, early home visiting as a measure of early engagement was no longer a significant
predictor of longer-term engagement beyond the fifth month of services.
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Figure 20: Variations by SPA in the Relative Frequency of Families Sustained in PFF 5 Months from
Initial Contact (see Appendix G)

Finally, for our multivariate analysis of predictors of goal achievement we simultaneously model
client demographics, baseline functioning, and case characteristics. The inclusion of these three
classes of covariates in a single model leads to several previously observed (significant)
relationships in the bivariate models proving insignificant in the multivariate model. After
adjusting for other differences between families, the presence of a child age 6-18 is no longer
predictive of successful case closure. Although the estimated RR for caregivers who are 30-39
years of age (1.18) is nearly identical in the multivariate model to that which was estimated in
the bivariate model (1.17), the difference between these caregivers and teen caregivers is no
longer statistically significant in the multivariate model. Differences in statistical significance in
the absence of notable shifts in the point estimates should be assumed a function of sample
size. The eldest group of caregivers (those 40 and over) had a greater likelihood of achieving
goals than did teen caregivers (RR: 1.22).
After adjusting for other case characteristics and demographic differences between families,
only two measures of baseline functioning continued to be significant predictors of successful
case closure. Consistent with the other two measures or primary engagement, poorer
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Cooperation (Item H6) is predictive of a lower probability of goal achievement (RR: 0.90) after
adjusting for other differences. Also predictive is Caregiver History (mean FAF score for item G)
(RR: 0.88). A family’s year of entry into the PFF initiative also shifted somewhat in the
multivariate model. Excluding 2011 for the selection reasons noted elsewhere, the general
pattern seems to be one of increasing goal achievement across entry cohorts, with families
entering PFF in 2009 more likely to have achieved goals than those entering in 2007 (RR: 1.20)
after adjusting for other differences in the demographics and characteristics of families served.
Likewise, families in the 2010 entry cohort had a higher rate of successful case closure (RR:
1.17) than did those in the 2007 entry cohort. Even the absence of any statistically significant
differences between the 2011 and 2007 cohorts, despite likely selection bias in those cases
included for 2011, points to higher rates of goal achievement with PFF program maturity.
In the second multivariate analysis of predictors of goal achievement, service variables were
modeled alongside client demographics, baseline functioning, and case characteristics. The
inclusion of these additional variables results in the disappearance of the previously observed
association between caregiver age and goal achievement. After adjusting for services, the
relationship between Caregiver History and the likelihood of successful case closure remains
(RR: 0.89) and caregiver Cooperation also remains predictive of whether or not family achieved
their goals (RR: 0.92). Service variables slightly amplify the estimated effect of entry year and
goal achievement, with families entering in 2009 27% more likely than those who entered in
2007 to have successfully closed, and those entering in 2010 22% more likely after adjusting for
other differences.
Differences in goal achievement between SPAs 1-7 and SPA 8 increased after adjusting for other
variables. Whereas there was no significant difference in successful case closure between SPA 4
and SPA 8 in the bivariate model, after adjusting for other differences in the second
multivariate model, families served in SPA 4 were 31% more likely than those in SPA 8 to have
had their case closed because goals were achieved. In parallel fashion, the increased likelihood
of successful case closure among SPA 1, 2, 3, 5, 6, and 7 (in reference to SPA 8) which ranged
from 34% to 97% in the bivariate models, increased in the multivariate model such that in some
SPAs families were more than twice as likely to have achieved their goals (see Figure 21). In the
second multivariate analysis of predictors of goal achievement, the inclusion of other variables
meant that early home visits and early contact were no longer significant predictors or
successful case closure.
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Figure 21: Variations by SPA in the Relative Frequency of Families that Achieved Goals (see Appendix
H)

DISCUSSION
Sub-study 1 examined the extent to which families engaged in PFF services and the factors
associated with engagement. This was a necessary analysis in order to examine the short- and
long-term impact of PFF since engaging a family in PFF is a critically important, though
insufficient, condition of improving outcomes. For families to benefit from services, they must
actually receive those services and the services must be delivered as intended. Yet, PFF was
designed to allow providers to tailor their programs within broad parameters. Further, PFF
services are intended to respond to the unique strengths and needs of families. Identifying a set
of indicators for examining implementation of PFF thus allowed us to address variation (and at
times, ambiguity) in the PFF model. Specifically, using FAF data provided by PFF agencies, the
first sub-study relied on a robust set of indicators of family engagement within the first 30 days
of PFF (i.e., initial engagement) and engagement over time (i.e., sustained engagement).

PFF Comprehensive Evaluation: Final Report

Section III. Sub-study 1 – Engagement

42
We focused on three primary indicators of subsequent engagement that were generally
consistent with the overall model and expectations of PFF. These indicators included the
percentage of families that met these criteria: (1) received 10 or more home visits during PFF,
(2) stayed in PFF 5 months after their first contact (a measure of retention), and (3) successful
case closure as determined by case managers. These indicators were highly correlated (r = .42
to .62) but also provide useful information about distinct dimensions of sustained
engagement—the frequency of contacts, length of service, and successful completion of
services—that have been found to be associated with positive outcomes in other studies.
Providers specifically defined two indicators of adequate dosage of PFF services, 5 month
retention13 and whether a family had 2 or more visits per month, which provides a measure of
service intensity. So we examined the extent to which both of these thresholds were met in
engaging families.
To better understand the correlates and predictors of subsequent or sustained engagement, we
examined a wide range of referral characteristics, including the type of case (DCFS vs. prenatal),
demographic characteristics, and case manager ratings of baseline functioning. Studies of the
predictors of engagement in child abuse prevention programs have produced inconsistent
results with regard to the relationship of demographic characteristics (e.g., race/ethnicity) and
family risk factors (e.g., depression, family violence) to enrollment and engagement outcomes
(see discussion by Damashek et al, 2011). Yet there remains a strong interest in better
understanding how these case characteristics relate to engagement in PFF and other programs.
Along with these case characteristics, we examined whether indicators of subsequent
engagement were associated with two important dimensions of services, variation among SPAs
and levels of early engagement in PFF.
We now highlight and discuss key findings from Sub-study 1.
Overall Rates of Sustained Engagement
Among all families who enrolled in PFF and whose cases had closed when data were extracted,
54% stayed in PFF services for at least 5 months (see Appendix D). Similarly, 54% of the families
received at least 10 home visits and 58% successfully closed from PFF. Thus, overall, indicators
of subsequent engagement were positive for slightly over half of the families served. Forty-six

13

Providers actually defined 5 to 13 months as the targeted length of PFF services given variation in the
needs of families. Since relatively few families were in PFF for more than 13 months, we opted to focus
on the 5 month retention indicator for ease of interpretation. Detailed information on length of service
in PFF, including means and categorical results, is provided in the descriptive and bivariate findings.
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percent of families were in PFF for 5 months and also received 10 or more home visits.
Surprisingly however, only 30% of families received both an average of 2 home visits per month
and at least 5 month of service, the two service thresholds outlined by providers.
While it is difficult to make judgments about whether these findings are positive or negative,
we can say that PFF is similar to early home visitation programs that aim to prevent child
maltreatment prevention in the sense that many families did not receive the intended or
prescribed dosage of services (e.g., Gomby, 1999; Guterman, 2001; Ammerman, 2006), in terms
of either the amount or length of services. The fact that PFF providers successfully engaged
over half of families referred by DCFS in voluntary services seems overall to be a positive result.
Among our measures of engagement, findings on retention are most commonly available from
evaluations of other prevention programs. Keeping in mind that these programs did not serve
child welfare cases, these research findings do provide some basis for comparison. The 5 month
retention rate in PFF, and even the 3 month retention rate (71%) in PFF, are substantially lower
than the median 6 month retention rate of 87% Guterman reported (2001, p. 6614) in a metaanalysis of early home visiting child abuse prevention programs. For example, Duggan et al.
(1999) found that 70% of families referred to Healthy Families America (HFA) were still in the
program at 6 months. Olds et al. (1986) found that 80% of families were still participating at 24
months. Some recent studies of other programs have not all found the high retention rates
Guterman reported. In a study of multiple Healthy Families America programs, Daro et al.
(2003) found that 63% of case closures occurred within the first year of enrollment, well before
that program’s 2 year target for length of services. PFF retention rates do compare somewhat
favorably to the retention rates reported for center based preventive parenting-education
programs: 49% to 72% at 2 to 4 months (Guterman, 2001).
At least some of the differences between PFF and other home visiting programs may be due to
PFF serving higher risk families, such as the families who had already been reported to DCFS.
Those PFF clients that are high risk at baseline, such as those experiencing depression or
domestic violence, may be more difficult to reach through PFF services. Baseline risk is reported
in a family’s initial assessment where each item is measured by scores from 1 (low risk) to 5
(high risk). Similarly, most other voluntary child abuse prevention home visitation programs do
not serve a majority of families referred by a child protection investigator. Previous qualitative
findings suggest that this referral context results in both perceived and real concerns on the

14

Guterman reports a median 13% attrition rate at 6 months for programs reporting during that time
frame, which translates into an 87% retention rate.
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part of some families about ongoing or future child protection involvement and forms a
challenging backdrop in which to engage families in PFF.
It is also possible that prominent home visitation programs that aim to provide services for a
much longer period of time than PFF may put greater emphasis on retaining families initially (as
opposed to letting them voluntarily leave the program). Of course, in addition to aspects of the
structure of PFF (e.g., the shorter length of services relative to some prevention programs), the
approach to service provision, lower service quality, or poor implementation of PFF may also
account for some of the differences in retention rates between PFF and other home visiting
programs.
Sustained Engagement by Referral Characteristics
PFF chose to serve very different target populations of families, those with inconclusive
investigative dispositions who were referred by DCFS and pregnant women, who were referred
by a variety of sources. Based on the challenges of engaging families referred by DCFS and the
assumption that many pregnant women might welcome the support of PFF, we hypothesized
that prenatal cases would have higher rates of subsequent engagement than DCFS cases. The
programmatic emphasis in PFF on serving prenatal cases until infants were 6 months old
suggested that retention rates in particular should be much higher for prenatal cases.
Consistent with our hypothesis, prenatal cases had significantly higher rates of retention (58%
vs. 52% for DCFS cases, p < .01) and 10 or more home visits (57% vs. 53%, p < .05; see Appendix
D). Despite the statistical significance, the magnitude of these differences was quite small.
However, bivariate comparisons of the mean length of PFF services showed larger differences
between prenatal and DCFS cases (respective means of 197 days for prenatal cases vs. 171
days, p < .001) than was observed for 5 month retention rates. Thus, prenatal cases were more
likely than those referred by DCFS to be served well beyond the 5 month threshold used to
measure retention. Similarly, prenatal cases received an average of 13.9 home visits as
compared to DCFS-referred cases which received an average of 11.8 home visits (p < .001; see
in Appendix B).
When controlling for demographic and baseline functioning factors in multivariate analyses, the
differences in PFF dosage measures between prenatal and DCFS cases remained significant and
even increased somewhat in magnitude. Prenatal cases were 18% more likely than DCFS to
receive 10 or more home visits (see Appendix F) and 21% more likely to stay in PFF for at least 5
months (see Appendix G). The increased engagement for prenatal cases in the multivariate
models suggests that some characteristics of prenatal cases that are controlled for in the model
may make these families more difficult to engage than DCFS cases. For example, prenatal cases
were more likely than DCFS cases to have baseline functioning scores indicating risk for [un]
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cooperation (32% of prenatal cases rated uncooperative vs. 27% of DCFS; see Appendix B) and
mean scores for caregiver-child interaction and developmental stimulation. Subsequent substudies will examine whether interactions between the type of PFF case and baseline
functioning measures such as these influenced PFF dosage measures.
While it is difficult to make judgments about whether the rates of subsequent engagement in
PFF overall are positive or negative, we can compare engagement rates across the 8 original
SPAs. Especially in this endeavor, it is important to keep in mind that SPA variation in
subsequent engagement may or may not be associated with family functioning or child safety
outcomes. Consistent with earlier analyses and one of our primary hypotheses, there was
substantial variation among SPAs on all indicators of initial and subsequent engagement (for
detailed findings on subsequent engagement in each SPA, see Appendix I). SPA variation
accounted for a higher level of variance in subsequent engagement outcomes than any other
variable examined in bivariate analyses. Rates of engagement ranged widely across SPAs for all
three primary indicators of subsequent engagement: 10 or more home visits (range from 35%
to 81%), 5 month retention (35% to 74%), and successful case closure/goal achievement (39%
to 78%; see Appendix I for further details).
Two SPAs (SPAs 5 and 3) had consistently high rates of subsequent engagement across all
indicators for all three samples we examined (all closed cases, prenatal and DCFS cases). SPA 8
in particular had consistently low rates of subsequent engagement relative to other SPAs on the
three primary indicators of subsequent engagement for all samples, and SPA 7 had very low
rates of home visits and retention. SPAs 1, 2, 4, and 6 had rates of subsequent engagement that
were more mixed, with each SPA having a combination of high, low, and average rates of
subsequent engagement across indicators.
In combination with information collected from our conversations with SPA staff, the bivariate
findings suggest that some SPAs had very different programmatic perspectives about the
relationship between length of service and achieving goals. For example, in SPA 5, which had
the highest rates of subsequent engagement on all primary indicators and the longest mean
length of service (239 days), program staff stressed the importance of continuing PFF until all
goals were achieved. Closure decisions in SPA 5 were based on clinical judgment that the family
could sustain gains made in PFF rather than on artificial time limits. This led to a very high rate
of “successful” closures in SPA 5. In contrast, SPA 6, which also had relatively high rates of
successful case closures (65%), had a relatively short mean length of service (138 days) and very
low rates of 5 month retention (37%) and 10 or more home visits (37%). Program staff in SPA 6
emphasized that goals could be achieved at any point in services and analyses showed that,
among families who were in PFF for less than 3 months, SPA 6 had by far the highest rates of
goal achievement. This suggests that, particularly in comparison to SPA 5, SPA 6 was more
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oriented to short term services and/or achieving more modest goals. In contrast to both of
these programs, SPA 4 had somewhat higher rates of home visitation and retention (60% each),
but very low rates of successful case closure (45%).
Of course the overall variation among SPA and specific SPA level differences in sustained
engagement could well be influenced by the characteristics of the families that were served. In
multivariate models, we controlled for at least some of the other client demographic
characteristics (e.g., the number of young children in the family, primary caregiver’s education,
age, and partner status) and baseline functioning levels in multiple areas of potential family
risks or strengths (see below) that might contribute to SPA variation. In addition, these models
controlled for measures of initial engagement of families, which also varied by SPA. These
multivariate models demonstrated that SPA variation remained a potent predictor of all three
subsequent engagement outcomes. Nonetheless controlling for other factors did somewhat
reduce the variation (in relative risk ratios) among SPAs in analyses of the home visit and
retention indicators. These findings show that at least some of the variation among SPAs in the
bivariate analyses of subsequent engagement was due to differences in case characteristics and
initial engagement.
Thus, there was substantial variation among SPAs in analyses of multiple subsequent
engagement outcomes, even when controlling for important case level factors. Plausible
explanations of persistent and substantial SPA variation include but are not limited to:






Variability in referral processes. If there was variation in referral processes among SPAs for
either DCFS or prenatal cases, this could contribute to variable rates of subsequent
engagement. For example, some PFF providers have expressed concern that coercive
approaches to making PFF referrals by DCFS investigators hamper the engagement process.
Coercive referral processes could make families more likely to enroll in PFF and then less
likely to stay (once they realize PFF really is a voluntary program).
Variability in emphasis on retaining families. Some SPAs clearly placed less emphasis on
retaining families. This can occur for philosophical reasons, including an emphasis on short
term treatment and working only on goals identified by families, which may tend to be
more concrete or short term in nature and less likely to involve addressing chronic family
risk factors. Pressures to serve more families can also lead to efforts to shorten length of
service in a program. We saw no strong evidence of this in PFF, but this is a very common
dynamic in social programs.
Variability in thresholds for determining successful case closure. Programs with more of a
short-term perspective or that emphasize addressing solely issues identified by the family
may have a different view of success in PFF (with a lower threshold for defining success)
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than more clinically oriented programs that emphasize addressing underlying problems and
risk factors.
Variable quality of direct services. Evaluations of home visiting programs often show
considerable variability in service quality (Chaffin, 2004). Either because of hiring, education
level, sensitivity to clients in the community, training, a particular intervention approach, or
other reasons, some SPAs may have case managers and other staff who are simply better
able to engage parents in working alliances to address problems and strengthen protective
factors in the family.

At the initiative level, it is important to note that PFF (and First 5 LA) emphasized a common set
of principles and goals of service provision (e.g., strengths-based approaches to addressing risk
factors and strengthening protective factors) but did not require training on specific theories or
models of intervention. Similarly while there was an emphasis on keeping families in PFF for
about 6 months and providing 2 home visits per month, it seems as though these were viewed
by service providers as general guidelines rather than program expectations. In addition, PFF
included an emphasis on voluntary service provision and individualizing service provision. Thus,
SPAs were allowed considerable latitude in interpretation and implementation. Considering the
absence of training and specific intervention protocols, there may have been more variability in
the quality or approach to implementing services in PFF than in those home visiting programs
that more explicitly addressed these issues.
Sustained Engagement by Demographics
Based on earlier analyses of PFF engagement using DCFS referral data, we hypothesized that
measures of subsequent engagement would vary by the race/ethnicity of the primary caregiver,
and that Latinos would have particularly high rates and African Americans particularly low rates
of engagement.
Findings from the bivariate and multivariate analyses supported these hypotheses. In both
bivariate analyses and multivariate models that controlled for other demographic
characteristics and baseline functioning, Latino families were significantly more likely than
African Americans to receive 10 or more home visits (57% vs. 43% in bivariate Chi-squared
analyses), stay in PFF for at least 5 months (56% vs. 46%), and terminate successfully (61% vs.
51. Caucasian families also had higher rates of home visits and retention than African American
families, but these groups had similar rates of successful case closure. Please see Appendices D
and E.
The relatively low rates of subsequent engagement among African Americans may result in part
from lower rates of early engagement. For example, only 62% of African American families had
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3 or more hours of contact in their first 30 days in PFF compared with 78% of Latinos. But, in
addition, African American families that had adequate levels of service (10 or more home visits,
5 months of service) still had significantly lower rates of successful case closure than Latino
families. That is, even when African American families stayed in PFF and received an adequate
dosage of services, they failed to successfully complete PFF.
Two types of multivariate models enabled us to examine whether the bivariate differences in
sustained engagement by race/ethnicity remained after controlling for other factors. In Model
1, we controlled for demographic characteristics, baseline functioning scores, and other case
characteristics, such as whether it was a DCFS or prenatal case. Findings from the Model 1
analyses showed that all of the bivariate differences described above (across pairs of groups
and all three indicators) remained statistically significant despite the demographic and baseline
functioning controls.
In Model 2 analyses, we added SPA and initial engagement variables. In Model 2 analyses of the
three indicators, the only remaining statistically significant difference was that Latino families
had a 13% higher likelihood of successful case closure/goal achievement than African American
families (see Appendix H). The lack of racial/ethnic differences in Model 2 analyses of 10 home
visits and 5 month retention indicators (Appendix G) showed indirectly (which we confirmed)
that variation among SPAs and the variation in early engagement rates (described above)
accounted for most of the racial/ethnic differences. Racial/ethnic differences in successful case
closure remained significant in Model 2 because racial ethnic differences in successful case
closure within SPAs were quite common. There were significant differences within 6 of 8 SPAs,
all in the direction of higher rates for Latino families relative to African Americans.
Thus, both initial and subsequent engagement rates were consistently higher for Latinos and
lower for African Americans. While the magnitude of these differences was not extremely large,
it is clear that PFF providers had greater difficulty helping African American families experience
the full benefits of PFF, even when African American families were able to receive adequate
levels of home visits and stay in PFF for a substantial time. This is of particular importance given
concerns about the overrepresentation of African Americans in the child welfare system (e.g.,
Wulczyn & Lery, 2007). Child abuse prevention programs should aim to reduce
disproportionality and disparities.
Plausible explanations of variation in subsequent engagement in PFF by race/ethnicity include
but are not limited to:


Provider/participant race/ethnicity match. While research findings are inconsistent on this
issue, Daro et al. (2003) found that participants who had a provider (similar to case
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manager) of the same race/ethnicity had higher rates of retention in a large study of home
visiting programs. While we were not able to study such matching effects in the current
study, we do this in a subsequent sub-study. In PFF, the majority of both primary caregivers
(71%) and case managers (64% in Year 4 Staff Survey) were Latinos. Only 16% of caregivers
and 11% of 54 case managers were African American, and there were no SPAs with more
than 2 African American case managers. Thus, Latino families were more likely to have been
matched to a provider of their culture than African Americans, and many African American
families were served by Latino providers. This is not necessarily problematic, but it is
possible that the level of comfort or discomfort some families experienced with their case
manager was influenced by whether there was a racial/ethnic match.
Organizational culture. The culture of PFF lead agencies also may be more oriented toward
one racial/ethnic group than another, and this may inadvertently make it more difficult for
staff to offer the same level of culturally sensitive practice or the same array of
opportunities to other racial/ethnic groups.
Network of services and supports in the community. Lead agencies in PFF attempted to
utilize and expand the networks of services in the community to meet the needs of families.
Variation in the access to or quality of services needed by clients could contribute to
variability in subsequent engagement. Similarly, there appeared to be differences among
SPAs in the level of emphasis on involving PFF clients in supportive groups and community
building activities. Such activities were hypothesized to improve client engagement.
Cultural differences in views of or responses to DCFS referrals. It is possible that Latino
families may have, on average, been more “compliant” with PFF services because of cultural
norms or that African American families tended to have more negative views of the child
welfare system and of services resulting from referral by an investigator.

In our analyses of demographic factors that were associated with subsequent engagement
outcomes, we found only one characteristic other than race/ethnicity that was associated with
all three primary indicators of sustained engagement. Primary caregivers who had a partner
were more likely than single caregivers to have 10 or more visits, to be enrolled in PFF for at
least 5 months and to terminate successfully. Multivariate findings were consistent with the
bivariate findings on visits and 5 month retention. The higher rates of engagement in PFF for
families with two caregivers appears to be somewhat inconsistent with some studies and
conceptual work that suggest that caregivers with less support will be more motivated to
engage in home visiting services (e.g., see Ammerman et al., 2006). This somewhat surprising
finding warrants further analysis.
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SECTION IV. SUB-STUDY 2 - STRENGTHENING FAMILIES
The primary aim of Sub-study 2 was to examine whether PFF families function better after
receiving PFF services than they did before receiving PFF services, and if so, in what ways.
Assuming improvements in family functioning would be demonstrated among PFF recipients,
the sub-study also sought to determine whether changes in family functioning would lead to
changes in risk and protective factors associated with re-referral to child protective service
agencies for suspected maltreatment.
The sub-study was guided by one overarching question: What are the early outcomes of PFF?
Hypotheses associated with this question were generated from: (a) the PFF logic model; (b)
theoretical and empirical knowledge from the extant literature; (c) input from key stakeholders
in the PFF Initiative (including the PFF Evaluation Work Group); and (d) findings from the initial
evaluation of PFF. Specifically, among PFF families with closed cases, we hypothesized the
following:
Hypothesis 1. Family Functioning will be greater at closing than at initial assessment.
Hypothesis 2. Re-referral Risk will be lower at closing than at initial assessment.
Hypothesis 3. Change in Family Functioning and Re-referral Risk will vary by Level of
Engagement in PFF services.
Hypothesis 4. Higher Levels of Engagement will be positively associated with improvement in
Family Functioning and Reduced Re-referral Risk.
Hypothesis 5. Improvements in Family Functioning will be positively associated with reduced
Re-referral Risk.
Building on the Family Engagement Sub-study (Sub-Study 1), we address the “short-term” or
proximal impact of Partnerships for Families (PFF) services on families participating in the
initiative. Specifically, we examine changes in (a) family functioning and (b) child maltreatment
risk and protective factors, from initial enrollment in PFF to case closing, in order to draw
conclusions about whether PFF strengthens families and whether stronger families protect
children from abuse and neglect.
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Sample
As established by First 5 LA, enrollment in PFF was open to families with at least one child 0 to 5
years old (including pregnant mothers) who were at risk for maltreatment.15 The sample for
Sub-study 2 was drawn from a larger sample of families who received PFF services between July
2006 and April 2011. The initial PFF sample consisted of 3,423 unique families comprised of
8,368 children. This number represents both open and closed cases at the time of data
extraction.
Results from Sub-study 1, which examined various aspects of PFF implementation and
participation, reveal considerable variation in terms of families’ level of engagement in PFF.
Given this variation (and informed by the extant literature on program/service fidelity), for
many analyses in the current sub-study, we have classified families according to their level of
engagement in PFF into one of four mutually exclusive groups: (1) enrolled, (2) initially engaged,
(3) subsequently engaged, or (4) fully engaged.
Table 3: Classification of Families’ Level of Engagement (N=2,915 Families)

ENGAGEMENT CRITERIA
 2+ Home Visits within 1st Month
 3+ Hours of Contact within 1st
Month
 Average of 2+ Home Visits per
Month of Service Following 1st
Month
 Successful Closing

Enrolled
(28%)

LEVEL OF ENGAGEMENT
Initially
Subsequently
Engaged
Engaged
(44%)
(5%)


Fully
Engaged
(22%)






Table 3 above classifies families by their level of engagement in PFF services. Accordingly, initial
and subsequent engagement falls in the middle of the continuum anchored by enrollment (little
to no engagement). Level of engagement is used as a proxy for PFF participation and as an
indicator of program fidelity to the PFF model. Families classified as “enrolled” were those who
did NOT meet the criteria for initial, subsequent, or full engagement. That is, they received PFF
services, but not to the extent intended.

15

For a detailed description of the methods used to obtain the larger sample, see Budde et al., 2011.
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Families who, within the first 30 days of PFF service, (a) received two or more home visits, (b)
had three or more hours of contact, and (c) did NOT meet the criteria for subsequent
engagement were classified as “initially engaged” families.
Families classified as “subsequently engaged” were those who (a) did NOT meet the criteria for
initial engagement but (b) did receive an average of two home visits for each month of PFF
service beyond the initial month of service AND had a successful case closing. Successful case
closure occurs when a PFF case worker determines that a family has fully met all of its goals set
forth in the Service Plan. Service Plans are initiated by the caseworker in the first 30 days after
enrollment. Goals that are set in a Service Plan are based on a family’s targeted areas of
concern. For example, if the family is judged to have a disorderly dwelling with health hazards
and violations present (rotting food, vermin), a goal based on maintaining a clean and orderly
household would be created. Based on this initial assessment, each family works with its
caseworker to determine appropriate goals for its time in PFF. These goals target both areas of
weakness to improve upon and areas of strength to reinforce. Over the course of enrollment,
the caseworker keeps frequent contact with the family, makes at least 2 home visits per month,
and engages the family in community- and/or agency-based services, such as parenting classes,
parent support groups, community activities, child care and vocational services.
Finally, families meeting all criteria for both (a) initial AND (b) subsequent engagement were
considered to be “fully engaged” in PFF services.
Of the 2,915 families with closed PFF cases, nearly three quarters (72%) were engaged in PFF
services to some degree. Of all participants, 44% were engaged only initially (i.e., in the first 30
days of PFF service), 5% were engaged only subsequently (i.e., in the duration following the first
30 days, but NOT initially), and 22% were fully engaged (i.e., they were both initially and
subsequently engaged). The remaining families (28%) did not meet the engagement
classification criteria described above and in Table 3 and thus were classified as “enrolled.”
In Table 4 we present the characteristics of the sample of PFF closed cases (N=2,915 families)
disaggregated by families’ level of engagement. For the full sample, 97% of families were
headed by female caregivers. Nearly three-quarters of primary caregivers were Latino/Latina,
16% were African American, 10% were Caucasian, and the remainder was classified as having
some ‘other’ ethnic background. Approximately 42% of caregivers were between the ages of 20
and 29, 36% were between 30 and 39 years of age, 14% were 40 years old or older, and 8%
were 19 years old or younger. About two thirds (62%) of caregivers were single; the remaining
third were either married (21% of the total sample) or partnered/cohabitating (i.e., unmarried)
(18% of the total sample). In terms of the educational background of caregivers at enrollment,
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66% obtained a high school degree or equivalent, 20% received a high school diploma or
obtained their GED, and 15% completed educational studies beyond the high school level.
In terms of the service characteristics we examined, most families were referred for PFF
services by the Los Angeles County Department of Children and Family Services (DCFS) (73%),
whereas just over a quarter (27%) were pregnant mothers who self-referred or were referred
by an agency other than DCFS. In order of percentage (from highest to lowest), caregivers
received services from SPA 2 (24%), SPA 6 (20%), SPA 4 (16%), SPA 3 (15%), SPA 7 (9%), SPA 1
(8%), SPA 8 (4%), SPA 5 (4%), and SPA 9 (.3%). Approximately 16% of caregivers were referred
for PFF services in 2007—the first year of the Initiative’s implementation. The greatest
percentage was referred in 2010 (28%), followed by 2009 (27%), 2008 (21%), and finally, 2011
(8%), the final year of the Initiative.
Families were classified based on their level of engagement in PFF services. Twenty-eight
percent of families were classified as enrollees as they did not meet any of the engagement
criteria. Most families (72%) engaged in PFF to some degree (also see Table 3).
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Table 4: Family and Service Characteristics by Level of Engagement

CHARACTERISTIC
Family Characteristics
Caregiver Gender
Female
Male
Caregiver Race/Ethnicity
African American
Latino / Latino
Caucasian
Other
Caregiver Age
19 years or Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver Relationship Status
Single
Partnered/Cohabiting
Married
Caregiver Education
Less than High School
High School/GED
Post High School
Service Characteristics
Referral Source
DCFS
Prenatal Referral

Full Samplel1
(N=2,915)
N
%

Enrolled2
(N=813)
n
%

Initially Engaged3
(N=1,306)
N
%

Subsequently Engaged4
(N=135)
n
%

Fully Engaged5
(N=627)
n
%

2,822
93

96.8
3.2

787
26

96.8
3.2

1,259
47

96.4
3.6

130
5

96.3
3.7

612
15

97.6
2.39

452
2,057
287
85

15.7
71.4
10.0
3.0

192
506
72
29

24.0
63.3
9.0
3.6

179
936
139
34

13.9
72.6
10.8
2.64

22
104
6
3

16.3
77.0
4.4
2.2

54
484
69
18

8.6
77.4
11.0
2.9

235
1,210
1,050
401

8.1
41.8
36.3
13.9

77
359
280
92

9.5
44.4
34.7
11.4

100
554
459
184

7.7
42.7
35.4
14.2

15
54
46
20

8
41.8
36.4
13.8

41
227
253
101

6.6
36.5
40.7
16.2

1,739
491
574

62.0
17.5
20.5

119
104
554

15.3
13.4
71.3

269
247
737

21.5
19.7
58.8

29
15
86

22.3
11.5
66.2

148
122
341

24.2
20.0
55.8

1,657
485
379

65.7
19.2
15.0

456
150
110

63.7
21.0
15.4

722
218
171

65.0
19.6
15.4

84
29
12

67.2
23.2
9.6

370
82
86

68.8
15.2
16.0

2,122
793

72.8
27.2

558
255

68.6
31.4

984
322

75.3
24.7

107
28

79.3
20.7

445
182

71.1
29.0
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SPA
SPA 1
SPA 2
SPA 3
SPA 4
SPA 5
SPA 6
SPA 7
SPA 8
SPA 9
Enrollment Year
2007
2008
2009
2010
2011

246
697
422
451
120
587
255
127
10

8.4
23.9
14.5
15.5
4.1
20.1
8.8
4.4
0.3

72
161
78
144
11
178
112
47
0

8.9
19.8
9.6
17.7
1.4
21.9
13.8
5.8
0.0

109
399
148
244
31
234
80
61
0

8.4
30.6
11.3
18.7
2.4
17.9
6.1
4.7
0.0

16
14
22
9
8
54
9
3
0

11.8
10.4
16.3
6.7
5.9
40
6.7
2.2
0.0

49
123
173
53
70
112
34
13
0

7.8
19.6
27.6
8.5
11.2
17.9
5.4
2.1
0.0

459
619
773
820
244

15.8
21.2
26.5
28.1
8.4

117
188
219
206
83

14.4
23.1
26.9
25.3
10.2

202
286
345
364
109

15.5
21.9
26.4
27.9
8.3

12
23
35
46
19

8.9
17.0
25.9
34.1
14.1

119
115
157
203
33

19.0
18.3
25.0
32.4
5.3

Notes.
1
34 families were missing data necessary to assign them to an engagement category.
2
Defined as those families who were enrolled in PFF, but did not meet criteria for either initial engagement or subsequent engagement.
3
Defined as those families who were engaged through both two or more home visits and 3+ hours of overall contact within 30 days of first contact, but did not
meet criteria for subsequent engagement.
4
Defined as those families who had an average of two or more home visits after the first 30 days and had services terminated because goals were achieved,
but did meet criteria for initial engagement.
5
Defined as those families who had both initial and subsequent engagement.
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From among the closed cases described above, only those with completed initial and
termination assessments (N=2,346) (discussed next) were included in the current analyses. The
final Sub-study 2 sample consisted of 2,346 families, representing 81% of the closed cases (and
69% of all PFF cases).
Measurement
Level of Engagement and Family Functioning. PFF caseworkers were required by First 5 LA to
use the computerized version of the FAF to assess families’ strengths and weaknesses, develop
case plans, record services and client information, and monitor progress towards families’
goals. We relied on the FAF assessment data to determine the level of engagement in PFF
services among participating families, and to assess various aspects of family functioning at
initial assessment and following case closing.
It was expected that the FAF would be completed at least during initial, follow-up and closing
assessments (Children’s Bureau of Southern California, 1997) with all families receiving PFF
services. The FAF was developed by the Children’s Bureau of Southern California between 1985
and 1987. The FAF was created during the implementation of the Children’s Bureau’s Family
Connection Program, an in-home, family based service program. The program highlighted four
pressing needs: the need to collect standardized data on families, the need for a
comprehensive initial assessment to guide service planning, the need for ongoing staff training
and the need for a greater understanding of the potential range of client outcomes (Children’s
Bureau of Southern California, 1997). A committee was formed which reviewed a series of data
collection instruments used by competing programs. After these instruments were found to be
insufficient, staff, including agency administrators, researchers, clinicians and practitioners,
developed the FAF. The FAF has been available for other agencies since 1988 and has since
been used in family preservation, family support, reunification, and adoption services among
other services (Children’s Bureau of Southern California, 1997).
Although the FAF was designed to provide child welfare practitioners with a standardized
assessment of family functioning and service planning, it has also been used in numerous
research studies as an observational tool and interview guide for assessing family functioning
outcomes, program quality, and program effectiveness. Of particular relevance for the
Comprehensive Evaluation of PFF, the FAF can be used to collect information on a family’s
environment, caregivers, children, and transactions among family members. Noted strengths
and concerns are used as assessments of baseline functioning and become the foundation for
service planning (Children’s Bureau, 1997).
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The FAF contains eight “factors,” six of which relate directly to areas of family functioning that
may change as a result of intervention. These include:


Living Conditions (Factor A),



Financial Conditions (Factor B),



Supports to Caregivers (Factor C),



Caregiver/Child Interactions (Factor D),



Developmental Stimulation (Factor E), and



Caregiver Interactions (Factor F).

Two additional factors assess Caregiver History (Factor G) and Caregiver Personal
Characteristics (Factor H)—areas generally not expected to change as a result of intervention.
Between four and twelve items comprise each factor and each item is assessed on a scale of 1
to 5, with lower scores indicating areas of strength and higher scores denoting severe problems
that may endanger a child’s health and safety, threaten a caregivers’ well-being, indicate
severely dysfunctional family interactions, or call for removal of children from the family home
(Children’s Bureau, 1997).
Calculated by summing the individual items comprising the factor, “factor scores” indicate
overall strengths and problems in broad areas of functioning. The complete FAF, including the
factors, individual items comprising the factors, and operational definitions for each factor, can
be found in Appendix A.
Though PFF families may have been assessed on more occasions, Sub-study 2 examines only
two FAF assessments—the initial assessment and the termination assessment. Initial
assessments were typically completed within 30 to 45 days of enrollment in PFF and were used
to measure baseline functioning. Termination assessments can be completed at any time
following the initial assessment, but usually were completed within one month of case closing.
Risk and Protective Factors Associated with Re-referral for Suspected Maltreatment. Factors A
through F are considered dynamic family functioning factors amenable to change, whereas
Factors G and H are considered static factors not expected to change as a result of intervention.
For purposes of our evaluation, however, both dynamic and static factors and the individual
items comprising them are regarded as risk and/or protective factors potentially associated
with child maltreatment. We make this distinction in recognition that changes in family
functioning do not necessarily trigger changes in protective and risk factors associated with
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child maltreatment. We also considered Factor H (Personal Characteristics) as a dynamic factor
given the nature of the factor items and results from the initial evaluation revealing change in
this factor over time, albeit at the individual caregiver level as opposed to the family level.
DCFS provided administrative data on re-referrals for suspected maltreatment for all PFF
families. We used the re-referral data, along with FAF data provided by PFF agencies, to specify
which FAF functioning factors are associated—at initial assessment—with future risk for child
abuse and neglect, as indicated by re-referral as of April 2011 (after enrollment in PFF), or lack
thereof, to DCFS for suspected maltreatment.
Although variables and operational definitions will be elaborated on throughout this report, the
sub-study’s major constructs and data sources are summarized in Table 7.
Table 7: Major Constructs, Descriptions and Data Sources

Construct
Level of Engagement

Family Functioning

Description
Enrolled, Initially Engaged,
Subsequently Engaged, or Fully
Engaged
See ‘Classification of Families’
section above for more details.
Factor A. Living Conditions (6
items)– safety and cleanliness of
the home environment
Factor B. Financial Conditions (5
items)– financial stress, financial
management, issues with
welfare/child support, resources
such as furniture and
transportation
Factor C. Supports to Caregiver (6
items)– friends, neighbors, church,
health care, child care, intimate
relationships
Factor D. Caregiver/Child
Interactions (12 items)– parenting
skills such as communication,
discipline, bonding, understanding
child development, daily routines
Factor E. Developmental
Stimulation (4 items)– caregiver
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Data Source
FAF Assessments Completed
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by PFF Caseworkers
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Construct

Caregiver History and
Personal Characteristic
Factors

Risk and Protective
Factors Associated with
Re-referral for Suspected
Maltreatment

Description
Data Source
involvement with child’s learning,
school, involvement in play,
reading, and sibling interactions
Factor F. Caregiver Interactions (6
items)– problem solving, decision
making, managing stress, support,
balance of power, communication
Factor G. Caregiver History (8
FAF Assessments Completed
items)– experience of child abuse, by PFF Caseworkers
sexual abuse, being violent, being a
victim, substance abuse,
occupational history
Factor H. Personal Characteristics
(12 items)– ability to learn,
depression, self-esteem, emotional
stability/moods, impulse control,
practical judgment
FAF Assessments Completed
FAF Factors that are statistically
by PFF Caseworkers
associated with increased/
decreased odds of re-referral to
DCFS Administrative ReDCFS for suspected child
referral Data for all PFF
maltreatment.
families

ANALYSES
This second sub-study in the Comprehensive Evaluation of the PFF Initiative examines family
strengthening as a short-term, proximal outcome of levels of engagement in PFF services, while
also examining the predictive value of FAF factors as they relate to re-referral to DCFS.
Family Functioning Analyses. As in the initial evaluation of PFF, our first set of analyses
examines family functioning among PFF families, before and after receipt of PFF services. Four
dimensions of possible change are examined: (1) statistical change in mean ratings of FAF
functioning factors, (2) improvement in functioning, (3) meaningful improvement in functioning
(i.e., moving across the threshold of a rating of 3.0 or higher to less than 3.0), and (4)
meaningful improvement in all areas of family functioning. Observed change is examined for all
PFF participants collectively, as well as for participants based on their level of engagement in
PFF services (i.e., enrollment, initial engagement, subsequent engagement, and full
engagement).
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Re-referral Risk Analysis. We also conducted an analysis to test statistical associations between
FAF factors and individual items comprising the factors (both dynamic and static), and actual rereferral to DCFS for suspected maltreatment, following closing of PFF services. These analyses
seek to illuminate which aspects of baseline functioning and caregiver characteristics increase
the likelihood of re-referral. In this sense, the analyses allow us to specify which risk and
protective factors for maltreatment re-referral should be examined when seeking to determine
whether observed changes in family functioning are sufficient for preventing child
maltreatment. Results of the analyses are presented as odds ratios. Items negatively associated
with re-referral (as indicated by an odds ratio of less than zero) are considered “protective
factors,” whereas items positively associated with child maltreatment re-referral (as indicated
by an odds ratio greater than zero) are considered “risk factors.”
Family Strengthening Analyses. Our final set of analyses examines whether improvements in
family functioning (the first set of analyses) impact initial assessment functioning in the areas
found to be significantly associated with re-referral risk (the second set of analyses). Consistent
with the CSSP approach to child maltreatment prevention and the FAF’s emphasis on family
strengths, these final analyses aim to examine whether participation in PFF is associated with
improved functioning, and whether improved functioning is associated with child safety.
Covariates. Multivariate analyses conducted in each of the areas of analyses presented above
adjust for family and case characteristics found in Sub-study 1, and in some instances
(depending upon the aim of the analysis) for level of engagement in PFF services.
FINDINGS
Family Functioning
In order to obtain a full picture of the hypothesized impact of PFF on family functioning, we
carried out a series of analyses examining different aspects of family functioning as assessed
before and after participation in PFF. Our first family functioning analysis describes change in
FAF factors and individual items comprising the factors, using paired T-tests to determine
statistical difference between initial and termination assessments. Because FAF Factor G
(Caregiver’s Childhood/History) is presumed to be static because of its historical nature, that is,
not amenable to change following intervention, we did not include this factor in our analysis.
Results at the factor level are presented in the table below, while Appendix J details the
percentage of families with improved, neutral or worsened functioning.
As can be seen in Table 5, mean ratings for initial and termination assessments differ
significantly for all factors. Further, there was negative change across all factors between initial

PFF Comprehensive Evaluation: Final Report

Section IV. Sub-study 2 - Family Strengthening

61
and termination assessments, indicating improvement (lower scores denote strengths while
higher scores denote concern). The largest mean change (-.47) observed was in the area of
Caregiver/Child interactions (Factor D). Not surprisingly (given the static nature of factor items),
the least amount of mean change (-.24) between initial and termination assessments was in the
area of Caregiver Personal Characteristics (Factor H). For scores on individual factor items,
please see Appendix P.
Table 5: Change in FAF Factors Between Initial and Termination Assessments

Factor
Factor A. Living Conditions
Factor B. Financial Conditions
Factor C. Supports to Caregivers
Factor D. Caregiver/Child Interactions
Factor E. Developmental Stimulation
Factor F. Interactions Between Caregivers
Factor H. Caregiver Personal Characteristics

Initial
(Mean)
2.54
2.79
2.61
2.76
2.74
2.92
2.45

Termination
(Mean)
2.22
2.38
2.24
2.29
2.31
2.54
2.22

Change
(Mean)
-0.31***
-0.42***
-0.37***
-0.47***
-0.43***
-0.38***
-0.24***

*p<.05, **p<.01, ***p<.001
Notes.
-Negative change indicates improvement, while positive change indicates worse functioning at case closing.
-A paired-sample T-test was used to test whether change was statistically significant.

Figures 22-28 present the graphic distribution of ratings for each factor as assessed initially and
again at termination, on a scale of 1 to 5. Lower scores indicate areas of strength, whereas
higher scores indicate problem areas or concerns. Ratings less than 3 suggest adequate
functioning and ratings of 3 or higher suggest problematic functioning. Presenting the
distributions graphically allows for greater illumination of factor modes and difference between
initial and termination assessments. For example, the graphic for Factor A (Living Conditions)
reveals that most families received a rating of 2 on both their initial and termination
assessments. Because this rating is less than 3, these families are considered to have been
functioning adequately in terms of their living conditions.
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Figure 22: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor A.
Living Conditions)
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Figure 23: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor B.
Financial Conditions

FAF Factor B. Financial Conditions
Distribution of Factor Score Means at Initial and Termination Assessments
400

300
Frequency
200

100

0
1

2

3
initial

PFF Comprehensive Evaluation: Final Report

4

5

termination

Section IV. Sub-study 2 - Family Strengthening

63
Figure 24: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor C.
Supports to Caregivers
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Figure 25: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor D.
Caregiver/Child Interactions
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Figure 26: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor E.
Developmental Stimulation
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Figure 27: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor F.
Caregiver Interactions
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Figure 28: Distribution of FAF Factor Score Means at Initial and Termination Assessments: Factor H.
Personal Characteristics
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The next table presents the mean values for initial and termination assessments, and change
between assessments for each level of engagement, for families classified as either enrolled,
initially engaged, subsequently engaged, or fully engaged. As in the analysis presented in Table
5, results shown in Table 6 reveal significant change on all factors, for all groups, regardless of
level of engagement. In all instances, the greatest mean change was experienced by families
classified as fully engaged and the least mean change was experienced by families classified as
enrollees. Moreover, fully-engaged families experienced consistently greater change than for
those less engaged. Change is also greater for subsequently engaged families as compared to
initially engaged families. Further, the amount of change is consistently greater for fully
engaged families than for families who only initially or subsequently engage, and consistently
greater for those who subsequently engage than those who initially engage.
The greatest mean change is observed for fully engaged families in the areas of Caregiver/Child
Interactions (Factor D) (-.63), Financial Conditions (Factor B) (-.59), and Developmental
Stimulation (Factor E) (-.59).
The lowest mean change is observed for enrolled families (i.e., those who were not engaged) in
the areas of Living Conditions (Factor A) (-.25) and Supports to Caregivers (Factor C) (-.28), and
for families who only initially engaged in the area of Living Conditions (Factor A) (-.27). The only
static factor analyzed was Factor H: Personal Characteristics.
Table 6: Mean FAF Factor Change between Initial and Termination Assessments by Level of
Engagement

FACTOR
Factor A. Living Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor B. Financial Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor C. Supports to Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor D. Caregiver/Child Interactions
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Initial
(Mean)

Termination
(Mean)

Change
(Mean)

2.58
2.50
2.55
2.55

2.32
2.23
2.22
2.13

-0.25***
-0.27***
-0.34***
-0.42***

2.79
2.76
2.80
2.85

2.48
2.40
2.29
2.26

-0.32***
-0.36***
-0.51***
-0.59***

2.58
2.61
2.59
2.66

2.30
2.27
2.15
2.14

-0.28***
-0.34***
-0.44***
-0.51***
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FACTOR
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor E. Developmental Stimulation
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor F. Interactions Between Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor H. Caregiver Personal Characteristics
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged

Initial
(Mean)
2.69
2.78
2.79
2.78

Termination
(Mean)
2.36
2.35
2.24
2.15

Change
(Mean)
-0.33***
-0.43***
-0.55***
-0.63***

2.71
2.76
2.73
2.76

2.40
2.35
2.27
2.17

-0.31***
-0.41***
-0.46***
-0.59***

2.91
2.97
2.71
2.88

2.60
2.62
2.32
2.38

-0.32***
-0.35***
-0.39***
-0.49***

2.46
2.47
2.37
2.44

2.30
2.25
2.13
2.09

-0.16***
-0.21***
-0.24***
-0.34***

*p<.05, **p<.01, ***p<.001
Notes.
-Negative change indicates improvement, as high FAF scores indicate concerns while low FAF scores indicate
strengths.
-A paired-sample T-test was used to test whether change was statistically significant.

Although results of the analyses presented above reveal whether there was positive or negative
mean change in family functioning between the initial and termination assessments in the
aggregate, they do not indicate whether the functioning of individual families improved over
time. To complement the earlier analyses, we used initial and termination assessments to
classify each family (regardless of their level of engagement) in terms of their improvement
between the two assessments. Families with lower factor scores on their termination
assessments than their initial assessments are considered to have improved in that particular
area of functioning. Conversely, families with higher factor scores on their termination
assessments than their initial assessments are considered to have functioning that worsened.
Families that showed no change in their factor scores are considered to have functioning that
“stayed the same.”
As can be seen in Figure 29, the functioning of a sizeable percentage of cases (between 61%
and 80% of families, depending on the factor in question) improved between their initial and
termination assessments. The area of greatest improvement is Caregiver/Child Interactions
(Factor D) (80%). The area showing the lowest improvement (though still improvement) is
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Living Conditions (Factor A) (61%); 23% of families demonstrated no change on this factor,
which is also the factor for which the largest percentage of families showed no change.
Figure 29: Percentages of Families where Functioning Improved, Stayed the Same, or Worsened
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20%
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Between
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The analysis presented in Figure 29 is replicated by families’ level of engagement and the
results are shown in Table 7. Worth noting is that among the four levels of engagement,
families who are the least engaged (i.e., those classified as “enrolled”) improve less than other
families in all areas of functioning. Further, families who are fully engaged show the greatest
amount of improvement, followed by those who subsequently engage, and then by those who
initially engaged.
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Table 7: Percentage of Families where Functioning Improved, Stayed the Same, or Worsened by Level
of Engagement

FACTOR
Factor A. Living Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor B. Financial Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor C. Supports to Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor D. Caregiver/Child Interactions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor E. Developmental Stimulation
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor F. Interactions Between Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor H. Caregiver Personal Characteristics
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged

N

Improved
(%)

Stayed the
Same
(%)

Worsened
(%)

482
1,020
126
582

56.0
57.1
61.9
71.0

25.1
25.4
27.8
17.7

18.8
17.6
10.3
11.3

507
1,023
126
584

62.5
67.4
84.1
83.7

17.4
14.7
7.9
7.9

20.1
18.0
7.9
8.4

506
1,021
126
584

63.8
71.1
84.1
86.3

17.0
13.9
10.3
6.2

19.2
15.0
5.6
7.5

502
1,016
126
578

69.7
77.4
87.3
91.0

9.6
7.9
5.6
2.4

20.7
14.8
7.1
6.6

480
990
117
562

59.2
69.3
76.9
82.7

25.8
17.8
18.8
10.9

15.0
12.9
4.3
6.4

263
563
62
324

57.0
62.0
67.7
80.6

21.7
17.2
24.2
8.6

21.3
20.8
8.1
10.8

502
1,016
126
581

58.6
64.8
65.9
80.7

15.9
12.8
20.6
7.1

25.5
22.4
13.5
12.2

Clearly, improvement in functioning is a desirable outcome for families and programs aiming to
enhance family functioning, regardless of the amount and nature of demonstrated
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improvement, particularly for at-risk families with chronic and complex needs. But the amount
and nature of improvement does not inevitably “move” families from problematic to adequate
functioning. Thus, the next set of functioning analyses examines whether families who
experience change between their initial and termination assessments experienced what we
refer to as “meaningful change.” That is, change from problematic to adequate functioning as
indicated by moving across the “danger threshold” of a rating of 3 on individual items
comprising FAF factors (and the equivalent, at the factor level). This approach to classifying
families’ functioning is based on the operational definitions and scoring guidelines suggested by
the developers of the FAF (Children’s Bureau 1997) and is the approach that PFF agencies
adopted in their work with families. Families with a rating of 3 or more (on an individual item)
on their initial assessments (i.e., the “danger zone”), but who have a rating of less than 3 on
their termination assessment, are considered to have experience meaningful change. Simply
put, these families are presumed to no longer be functioning problematically in the danger
zone, but instead, to be functioning adequately, in the “safe zone.”
Figure 30 displays the percentage of families with adequate (scores below 3) versus
problematic functioning (scores 3 or above) at closing. On average, between 74% and 91% of all
families were functioning adequately (i.e., in the safe zone) on each of the factors at closing.
The area of functioning with the largest percentage of problematic functioning (i.e., in the
danger zone) is Factor F—Interactions between Caregivers (27%). Appendix K shows the
percentage of families with adequate and problematic functioning at closing.
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Figure 30: Percentage of Families with Adequate vs. Problematic Functioning at Closing
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Figure 31 and Appendix M present the percentage of families assessed as having problematic
functioning on their initial versus termination assessments. On all factors, the percentage of
families in the sample demonstrating problematic functioning is greater for initial assessments
than for termination assessments. For instance, 47% of families experienced problematic
function at enrollment in the area of Interactions between Caregivers, compared with only 27%
at closing.
The factors having the greatest percentage point change between the initial and termination
assessments are Factor D, Caregiver/Child Interactions (-23.9); Factor B, Financial Conditions
(-22.8), and Factor E, Developmental Stimulation (-22.6) (see Appendix M).
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Figure 31: Percentage of Families with Problematic Functioning at Initial vs. Termination Assessment

% with Problematic Functioning

50
46.7

45
40

39.8

37.5

35

Initial

30
25

39.1

29.2

26.6

20
15
10

17
13.3

16.5
11.8

Termination

27.3
19.6

13.7
10

5
0

It appears that families, overall, not only experience less problematic functioning at closing than
initial assessment in particular areas of functioning, but also in the number of problematic
areas. Figure 32 shows the percentage of problematic factors at initial and termination
assessment. Among the 67% of families with problematic functioning at initial assessment and
the 27% at termination assessment, the figure reveals that the number of problematic factors
(between 1 and 7) is greater at initial assessment than termination assessment. Appendix N
details the number of problem factors among families at initial and termination assessments.
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Figure 32: Percentage of Problematic Factors at Initial and Termination Assessment
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Figure 33 displays the percentages of families with problematic functioning at initial
assessment, but that cross over the danger threshold into the safe zone of adequate
functioning. For this analysis, families were matched across the initial and termination
assessments. Table 8 presents the same information by level of engagement. As shown in
Figure 33, between 51% and 70% of families assessed as having problem functioning at initial
assessment were no longer functioning problematically at the termination assessment. The
area in which the highest percentage of families experienced meaningful change (from problem
to adequate functioning) is Caregiver/Child Interactions (Factor D)(70%). The area in which the
lowest percentage of families experienced meaningful change (51%) is Interactions Between
Caregivers (Factor F) (51%) (Also see Appendix O).
Figure 33: Percentage of Families Experiencing Meaningful Change
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Table 8: Percentage of Families Experiencing Meaningful Change by Level of Engagement

FACTOR
Factor A. Living Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor B. Financial Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor C. Supports to Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor D. Caregiver/Child
Interactions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor E. Developmental Stimulation
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor F. Interactions Between
Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor H. Caregiver Personal
Characteristics
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged

Problem
Functioning at
Initial Assessment
N

Meaningful
Change
(%)

Continued Problem
Functioning at
Termination
Assessment
(%)

140
255
24
162

60.0
56.5
75.0
64.2

40.0
43.5
25.0
35.8

198
385
47
259

58.1
58.4
91.5
81.1

41.9
41.6
8.5
18.9

145
297
23
187

55.9
63.0
78.3
80.2

44.1
37.0
21.7
19.8

169
397
44
221

64.5
66.5
93.2
77.8

35.5
33.5
6.8
22.2

186
404
39
210

56.5
59.4
74.4
73.3

43.6
40.6
25.6
26.7

129
281
18
136

50.4
46.3
61.1
58.8

49.6
53.7
38.9
41.2

100
220
13
100

57.0
63.6
92.3
77.0

43.0
36.4
7.7
23.0
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Notes.
-Problem functioning defined as a mean FAF factor >=3 at closing.

Our final analyses in the series of analyses examining family functioning seek to identify
predictors of the various types of change presented thus far, by level of engagement. The
multivariate analysis presented in Table 9 compares the three categories of engagement,
namely initial engagement, subsequent engagement, and full engagement, with families who
were enrolled in PFF but did not meet the engagement criteria (i.e., “enrolled”). Differences in
level of engagement are adjusted for family characteristics (including caregiver gender,
race/ethnicity, age, relationship status, and education) and for service characteristics (including
referral source, Service Planning Areas (SPAs), and enrollment year). For each factor, we
present the odds ratio (OR) and the confidence interval (CI) for our estimate, for each of the
following three change in functioning outcomes (1) any improvement in functioning, (2)
meaningful change (i.e., moving from problematic to adequate functioning), and (3)
demonstrating adequate functioning at closing, regardless of functioning at the initial
assessment. An OR greater than 1 indicates a greater likelihood of the functioning outcome for
each of the engagement groups (initial, subsequent, or full), when compared with enrollees.
Results of the analysis suggest that level of engagement is a strong predictor of change in
functioning, particularly for fully engaged families, followed by subsequently engaged families,
and finally, by initially engaged families. Families experiencing any level of engagement have a
greater likelihood of change in functioning than enrollees. Fully engaged families are more likely
than enrolled families to experience change on nearly all change outcomes, in all areas of
functioning (i.e., on all FAF factors). Subsequently engaged families are also more likely than
enrolled families to experience change in functioning in all areas of functioning, but on fewer
change outcomes than fully engaged families. Families that are initially engaged are only more
likely than enrolled families to experience ‘improvement in functioning’ in three areas of
functioning: Financial Conditions, Supports to Caregivers, and Developmental Stimulation.
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Table 9: PFF Level of Engagement as a Predictor of Change in FAF Functioning: Odds Ratios (OR) and 95% Confidence Intervals (95% CI)

FACTOR
Factor A. Living Conditions
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor B. Financial Conditions
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor C. Supports to Caregivers
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor D. Caregiver/Child Interactions
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor E. Developmental Stimulation
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor F. Interactions Between Caregivers
Improvement
Meaningful Change
Adequate Functioning at Closing
Factor H. Caregiver Personal Characteristics
Improvement
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Initially Engaged1,2
OR
(95% CI)

Subsequently Engaged1,2
OR
(95% CI)

OR

1.04
0.91
1.11

(0.81, 1.34)
(0.56, 1.47)
(0.79, 1.56)

1.21
2.53
2.88**

(0.78, 1.88)
(0.88, 7.31)
(1.31, 6.34)

2.22***
1.79*
1.78**

(1.64, 2.99)
(1.01, 3.21)
(1.18, 2.69)

1.39*
0.97
0.89

(1.08, 1.81)
(0.65, 1.44)
(0.66, 1.19)

3.10***
7.14***
3.19**

(1.73, 5.55)
(2.39, 21.31)
(1.53, 6.67)

3.81***
4.65***
3.24***

(2.69, 5.40)
(2.76, 7.84)
(2.14, 4.91)

1.37*
1.26
1.05

(1.06, 1.78)
(0.79, 2.02)
(0.74, 1.49)

2.56**
2.27
3.25**

(1.47, 4.48)
(0.73, 7.02)
(1.34, 7.85)

3.49***
5.17***
3.07***

(2.45, 4.96)
(2.81, 9.50)
(1.90, 4.94)

1.14
0.83
0.72

(0.86, 1.51)
(0.54, 1.29)
(0.51, 1.01)

1.83*
5.18*
4.83**

(1.01, 3.32)
(1.45, 18.44)
(1.69, 13.84)

3.71***
2.30**
2.20**

(2.48, 5.56)
(1.33, 3.98)
(1.40, 3.45)

1.36*
1.09
0.98

(1.05, 1.76)
(0.73, 1.64)
(0.71, 1.34)

1.95**
2.36*
2.50*

(1.18, 3.23)
(1.01, 5.53)
(1.25, 5.02)

2.79***
3.18***
2.80***

(2.00, 3.88)
(1.89, 5.35)
(1.86, 4.23)

1.09
0.91
0.8

(0.77, 1.55)
(0.57, 1.46)
(0.56, 1.13)

1.42
1.88
2.14*

(0.73, 2.78)
(0.66, 5.41)
(1.01, 4.53)

3.43***
1.57
1.56*

(2.20, 5.37)
(0.87, 2.83)
(1.02, 2.40)

1.09

(0.85, 1.41)

1.10

(0.70, 1.72)
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Fully Engaged1,2
(95% CI)

2.40***

(1.74, 3.29)
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FACTOR
Meaningful Change
Adequate Functioning at Closing

Initially Engaged1,2
OR
(95% CI)
1.29
(0.74, 2.25)
0.99
(0.68, 1.43)

Subsequently Engaged1,2
OR
(95% CI)
6.55
(0.71, 59.9)
8.56**
(2.02, 36.20)

Fully Engaged1,2
OR
(95% CI)
2.86***
(1.35, 6.04)
3.14***
(1.86, 5.29)

*p<.05, **p<.01, ***p<.001
Notes.
1
Reference category are those families who were enrolled in PFF, but did not meet threshold for initial, sustained, or full engagement.
2
Engagement differences estimated after adjusting for caregiver race/ethnicity, age, education, and relationship status, as well as referral source, SPA, and
enrollment year.
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Re-Referral Risk and Protective Factors
Re-referral refers to a subsequent investigation for alleged maltreatment following a closed
investigation. Child protective services (CPS) agencies process allegations of child maltreatment
in two steps: screening and CPS response. The screening phase will include an initial allegation
of child maltreatment, known as a “referral.” A referral can include more than one child. An
Agency hotline or intake staff will decide if the referral warrants further action. Referrals that
do not meet this standard are screened-out or diverted to other community agencies. A referral
that is “screened-in” is known as a report. CPS responds to reports by conducting an
investigation to determine if child maltreatment has occurred or if the child is at-risk of
maltreatment (HHS, 2009). Some States also have alternative responses to reports which focus
on working with the family to address safety and risk issues, rather than gathering evidence to
establish maltreatment (HHS, 2009). After interviewing family members and the alleged victim
as well as other people familiar with the family, CPS issues a finding regarding whether the child
has been maltreated or is at-risk of maltreatment. This finding is known as a disposition,
specifically defined by each State. According to the Department of Health and Human Services
(2009), dispositions can be:







Substantiated: Maltreatment allegation or risk of maltreatment was supported or
founded by State law or policy;
Unsubstantiated: There was insufficient evidence under State law to support
allegation of maltreatment or risk of maltreatment;
Indicated: Maltreatment could not be substantiated under State law or policy, but
there was reason to suspect that at least one child may have been maltreated or
was at-risk of maltreatment. This is applicable only to States that distinguish
between substantiated and indicated dispositions;
Alternative Response Victim: A response other than an investigation that determines
at least one child in the report was a victim of maltreatment; or
Alternative Response Nonvictim: A response other than an investigation that did not
determine that any child in the report was a victim of maltreatment.

As indicated earlier, improved functioning does not lead inevitably to reduced risk for or greater
protection from child maltreatment. Moreover, prior empirical investigations have yet to
establish definitively what aspects of family functioning and change in functioning, as assessed
with the FAF, effectively prevent maltreatment. Thus the analyses we present in this section
and the next are designed to shed light on whether and what aspects of change in functioning
buffer risk for re-referral for suspected maltreatment following receipt of PFF services.
Relying on both FAF data and administrative data provided by the Los Angeles County
Department of Children and Family Services, we examined the impact on odds for re-referral as
of April 2011 of all FAF factors and individual items comprising the factors, at initial assessment.
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Results, which are presented in Table 10, reveal that having problematic functioning at initial
assessment in either of three areas of functioning significantly increases the likelihood of rereferral to DCFS for suspected maltreatment. These areas include Developmental Stimulation
(Factor E), Interactions Between Caregivers (Factor F), and Caregiver Personal Characteristics
(Factor H). Along with these functioning factors, we found that problematic functioning for
Caregiver History (Factor G), a static factor, is associated with increased risk for maltreatment
re-referral.
Remaining areas of functioning, including Living Conditions (Factor A), Financial Conditions
(Factor B), Supports to Caregivers (Factor C), and Caregiver/Child Interactions (Factor D), were
found to have no impact on the odds of re-referral. Additionally, no aspects of functioning were
found to increase the likelihood of NOT being re-referred for maltreatment. Thus, only risk
factors emerged as being statistically related to re-referral; that is, no protective factors
emerged.
Table 10: Initial assessment Functioning Re-referral Risk and Protective Factors: Unadjusted Odds
Ratios (OR) and 95% Confidence Intervals (95% CI)
FACTOR
Factor A. Living Conditions
Item A1
Item A2
Item A3
Item A4
Item A5
Item A6
Factor B. Financial Conditions
Item B1
Item B2
Item B3
Item B4
Item B5
Factor C. Supports to Caregivers
Item C1
Item C2
Item C3
Item C4
Item C5
Item C6
Factor D. Caregiver/Child Interactions
Item D1
Item D2
Item D3
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OR
1.09
1.02
1.06
1.18**
1.05
1.03
1.08
1.11
1.11
1.10
1.00
1.14*
1.00
1.14
1.06
1.06
1.06
0.92
1.04
1.22**
1.16
0.94
1.05
0.96

(95% CI)
(0.95, 1.24)
(0.91, 1.14)
(0.95, 1.19)
(1.06, 1.32)
(0.94, 1.19)
(0.91, 1.17)
(0.94, 1.24)
(0.96, 1.27)
(0.99, 1.23)
(0.98, 1.24)
(0.90, 1.10)
(1.02, 1.27)
(0.92, 1.09)
(0.98, 1.32)
(0.95, 1.19)
(0.98, 1.15)
(0.94, 1.21)
(0.83, 1.03)
(0.92, 1.18)
(1.09, 1.37)
(0.99, 1.34)
(0.84, 1.06)
(0.95, 1.17)
(0.86, 1.07)

Section IV. Sub-study 2 - Family Strengthening

81
FACTOR
Item D4
Item D6
Item D7
Item D8
Item D9
Item D10
Item D11
Item D12
Factor E. Developmental Stimulation
Item E1
Item E2
Item E3
Item E4
Factor F. Interactions Between Caregivers
Item F1
Item F2
Item F3
Item F4
Item F5
Item F6
Factor G. Caregiver's Childhood/History
Item G1
Item G2
Item G3
Item G4
Item G5
Item G6
Item G7
Item G8
Factor H. Caregiver Personal Characteristics
Item H1
Item H2
Item H3
Item H4
Item H5
Item H6
Item H7
Item H8
Item H9
Item H10
Item H11
Item H12

OR

(95% CI)

1.04
1.16*
1.13*
1.09
1.10
1.04
1.09
1.07
1.25**
1.19**
1.13*
1.16*
1.21**
1.30**
1.11
1.22**
1.26**
1.30***
1.20**
1.16*
1.54***
1.27***
1.13*
1.20***
1.24***
1.19**
1.09*
1.17**
1.19***
1.37***
1.14*
1.07
1.08
1.21***
1.20**
1.08
1.25***
1.27***
1.17*
1.28***
1.15*
1.13*

(0.92, 1.18)
(1.03, 1.30)
(1.01, 1.28)
(0.97, 1.21)
(0.98, 1.23)
(0.93, 1.17)
(0.98, 1.23)
(0.95, 1.20)
(1.08, 1.45)
(1.07, 1.34)
(1.01, 1.28)
(1.02, 1.32)
(1.05, 1.39)
(1.12, 1.51)
(0.97, 1.26)
(1.07, 1.40)
(1.10, 1.44)
(1.14, 1.48)
(1.06, 1.36)
(1.03, 1.31)
(1.33, 1.78)
(1.15, 1.40)
(1.03, 1.25)
(1.10, 1.31)
(1.13, 1.36)
(1.08, 1.32)
(1.01, 1.17)
(1.06, 1.28)
(1.09, 1.29)
(1.16, 1.62)
(1.00, 1.30)
(0.97, 1.19)
(0.95, 1.22)
(1.09, 1.34)
(1.07, 1.35)
(0.96, 1.21)
(1.12, 1.39)
(1.13, 1.42)
(1.04, 1.32)
(1.13, 1.45)
(1.03, 1.28)
(1.01, 1.25)

*p<.05, **p<.01, ***p<.001
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Family Strengthening
Results from the analysis of maltreatment re-referral presented in Table 10 were used to
specify which outcomes to target in our final analysis. However, because Caregiver History
(Factor G) is considered a static factor not subject to change, we did not include it in the current
analyses.
As illustrated in Figure 34, our family strengthening analysis seeks to identify which aspects of
family functioning and change in family functioning provide families with the capacity to
experience meaningful change, defined as moving from problematic functioning (scores at or
above 3) at initial assessment to adequate functioning (scores below 3) at closing. We examine
three areas of functioning: Developmental Stimulation (Factor E) (Model 1), Interactions
Between Caregivers (Factor F) (Model 2), and Caregiver Personal Characteristics (Factor H)
(Model 3), which were shown in the previous analysis to increase risk for maltreatment rereferral. We should point out that although these factors are all considered “family functioning”
factors, Factor H (Caregiver Personal Characteristics) pertains more to the individual caregiver
than to the family. Further, Factor F (Interactions between Caregivers) is less relevant for
families headed by a single caregiver.
After adjusting for level of engagement, family characteristics (caregiver gender, ethnicity, age,
relationship status, and education), and service characteristics (referral source, SPA, and
enrollment year), we estimated the impact of three aspects of functioning on the odds of
meaningful change in the three risk areas. The aspects of functioning were: (1) adequate
functioning at initial assessment, (2) improvement in functioning, and (3) meaningful change.
We define “family strengthening” as those factors that enhance the capability of families to
protect their children from maltreatment.
As expected, results of this final analyses, presented in Table 11, reveal that adequate
functioning at initial assessment, in most areas of functioning, tends to be associated with
reduced risk in the three areas associated with re-referral (again, they include Developmental
Stimulation (Factor E), Interactions Between Caregivers (Factor F), and Caregiver Personal
Characteristics (Factor H)). Improvements in functioning, and especially meaningful change (i.e.,
moving from problematic to adequate functioning) are also associated with reduced risk.
Moreover, the effect size for meaningful change is dramatically larger in most instances, than
the effect size for families that experience improvement (but either do not cross the danger
threshold or were already functioning adequately, in the safe zone).
The greatest impact on risk reduction stems from meaningful change in Supports to Caregivers
(Factor C) and Caregiver/Child Interactions (Factor D). Specifically, families demonstrating
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meaningful change on Factor C are about 55 times more likely than families who continue to
experience problem functioning to reduce risk associated with Developmental Stimulation
(Factor E), and approximately 51 times more likely than families who continue to experience
problem functioning to reduce risk associated with Interactions Between Caregivers (Factor F).
Additionally, families demonstrating meaningful change on Caregiver/Child Interactions (Factor
D) are over 48 times more likely than families who continue to experience problem functioning
to reduce risk associated with Developmental Stimulation (Factor E).
Figure 34: Overview of Approach to Family Strengthening Analysis

PFF Comprehensive Evaluation: Final Report

Section IV. Sub-study 2 - Family Strengthening

84
Table 11: Family Functioning Predictors of Family Strengthening Outcomes: Odds Ratios (OR) and 95% Confidence Intervals (95% CI)
Model 2
Factor F.
Interactions
Between Caregivers

Model 1
Factor E.
Developmental Stimulation
FACTOR
Factor A. Living Conditions
Adequate Functioning at Initial
Assessment1
Improvement2
Meaningful Change3
Factor B. Financial Conditions
Adequate Functioning at Initial
Assessment
Improvement
Meaningful Change
Factor C. Supports to Caregivers
Adequate Functioning at Initial
Assessment
Improvement
Meaningful Change
Factor D. Caregiver/Child Interactions
Adequate Functioning at Initial
assessment
Improvement
Meaningful Change
Factor E. Developmental Stimulation
Adequate Functioning at Initial
assessment
Improvement
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Model 3
Factor H.
Caregiver
Personal Characteristics

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

2.17***
4.20***
23.12***

(1.48, 3.19)
(2.88, 6.14)
(12.31, 43.46)

1.14
2.67***
28.10***

(0.75, 1.73)
(1.73, 4.14)
(11.85, 66.60)

1.07
6.79***
19.80***

(0.62, 1.84)
(3.89, 11.84)
(8.32, 47.11)

1.85**
6.60***
18.36***

(1.28, 2.69)
(4.26, 10.21)
(10.70, 31.52)

1.21
4.56***
9.28***

(0.80, 1.84)
(2.82, 7.38)
(4.69, 18.36)

1.06
5.80***
23.96***

(0.60, 1.89)
(3.23, 10.39)
(10.46, 54.86)

1.86**
9.78***
54.71***

(1.31, 2.66)
(6.03, 15.84)
(26.78, 111.75)

1.53*
5.76***
51.17***

(1.02, 2.30)
(3.28, 10.12)
(18.69, 140.08)

1.33
8.43***
9.58***

(0.75, 2.34)
(4.30, 16.52)
(4.88, 18.81)

2.45***

(1.61, 3.72)

31.77***
48.47***

(14.49, 69.66)
(25.73, 91.30)

2.05**
8.76***
31.31***

(1.35, 3.11)
(4.56, 16.86)
(12.74, 76.95)

1.91
13.50***
13.58***

(0.93, 3.94)
(5.80, 31.39)
(7.08, 26.04)

--

--

--

--

1.39
10.17***

(0.90, 2.13)
(5.55, 18.64)

1.47
13.06***

(0.73, 2.95)
(6.58, 25.89)
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Model 1
Factor E.
Developmental Stimulation

Model 2
Factor F.
Interactions
Between Caregivers

Model 3
Factor H.
Caregiver
Personal Characteristics

FACTOR
OR
(95% CI)
OR
(95% CI)
OR
(95% CI)
Meaningful Change
29.76***
(12.96, 68.31)
21.66*** (10.13, 46.30)
Factor F. Interactions Between Caregivers
Adequate Functioning at Initial
1.98*
(1.17, 3.36)
--assessment
1.31
(0.48, 3.53)
Improvement
7.61***
(4.31, 13.42)
--13.78*** (5.72, 33.25)
Meaningful Change
28.26***
(12.36, 64.59)
--21.15*** (7.14, 62.60)
Factor H. Caregiver Personal
Characteristics
Adequate Functioning at Initial
2.35***
(1.66, 3.33)
--assessment
1.80**
(1.20, 2.71)
Improvement
5.58***
(3.70, 8.43)
4.72***
(2.79, 7.97)
--Meaningful Change
22.28***
(10.30, 48.18)
17.87***
(6.31, 50.61)
--*p<.05, **p<.01, ***p<.001
Notes.
- The odds of a family's improvement from problem to adequate functioning (or a change from a FAF mean >=3 to <3) estimated after adjusting
for caregiver race/ethnicity, age, education, and relationship status, as well as referral source, SPA, enrollment year, and level of engagement.
- Functioning on other Factors (A, B, C, D, etc.) as predictors of change in Factors E, F, and H examined in separate models due to the high
correlation between FAF factors.
- Adequate functioning at initial assessment defined as a FAF Factor score <3. Improvement in functioning defined as any improvement in a
family's mean FAF Factor score between initial assessment and termination assessment.
1
Adequate Functioning at Initial Assessment (vs. Problem Functioning)
2
Improvement in Functioning (vs. No Improvement)
3
Problem to Adequate Functioning (vs. Continued Problem)
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DISCUSSION
Sub-study 2 set out to answer one overarching question: What are the early outcomes
of PFF, where “early outcomes” includes short-term, proximal family strengthening outcomes
related to family functioning and risk/protective factors associated with child maltreatment rereferral, following participation in PFF? Three sets of analyses were conducted in order to help
us answer this overarching question. Results from these analyses appear to indicate that
participation in PFF has a positive impact on families.
Results from the first set of analyses of family functioning reveal that a sizeable majority of PFF
families demonstrate both improvement (scores moving downward) and meaningful
improvement (scores moving from at or above 3 to below 3) in all areas of functioning, as
assessed with the FAF, following participation in PFF.
As shown in Table 5 and Table 6, the mean factor score was lower at closing than at initial
assessment for all factors, lending support for Hypothesis 1 (Family Functioning will be greater
at closing than at initial assessment). This finding holds for all PFF participants, regardless of
their level of engagement in PFF. Even families not meeting the engagement criteria—that is,
those in the “enrolled” group—demonstrated positive change between initial and termination
assessment. It should be noted that, although families in the enrolled group did not meet the
requirements for being classified as being engaged, they did in fact receive PFF services.
As hypothesized (see hypothesis 3), change in family functioning was found to vary by level of
engagement in PFF services. In short, greater engagement was associated with greater positive
change. Among PFF families, those classified as enrolled evidenced the lowest amounts of
change in comparison to families in any of the three engagement groups. Among engaged
families, those who were fully engaged, that is, they met the criteria for both initial and
subsequent engagement, consistently experienced the greatest amounts of change in all areas
of functioning.
Interestingly, families who were subsequently engaged, that is, they were not initially engaged
but became engaged after the first 30 days, generally experienced more positive change than
families who were initially engaged. This finding is noteworthy as it suggests that families can
benefit from services even when they are not engaged early in services. Moreover, it is clear
from our results that families who are fully engaged in services, experience greater and more
benefits than families who are less or not at all engaged, and that less engaged families benefit
more than families not at all engaged.
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Findings related to differences between families initially and subsequently engaged are likely
influenced by the small number of families in our sample classified as subsequently engaged
(only 5%, compared with 44% for the initially engaged group). The small number of families in
this group, however, and findings from Sub-study 1 revealing initial engagement as a strong
predictor of subsequent engagement, suggest that families who initially engaged, continued to
be engaged and thus, were classified as fully engaged.
With respect to benefits of participation in PFF, results from our analyses of functioning
improvement in areas assessed by the FAF reveal that between 61% and 80% of all PFF
participants showed improved functioning defined as any downward movement in scores. The
area in which families demonstrated the greatest improvement was in Caregiver/Child
Interactions (Factor D). Eighty percent of all families showed improvement in this area, but of
those who were fully engaged, 91% experienced improvement.
Despite overall improvements in functioning, families may still experience problematic
functioning in the area in which they improved. Our analyses of meaningful change allowed us
to determine whether families were moving out of the danger zone into the safe zone, and if
so, in what areas of functioning. As illustrated in Figure 33, roughly two-thirds of families
experiencing problem functioning at initial assessment were functioning adequately at closing.
Since initial FAF assessments provide an indication of initial assessment functioning, thereby
identifying families experiencing problem functioning, findings on meaningful change offer
support for our second hypothesis pertaining to re-referral risk.
The area in which families showed the most meaningful change, defined as moving from a
score at or above 3 to a score below 3, was in interactions between caregivers, with 51% of
families moving from problematic to adequate functioning. As seen in Table 8, only 46% of
those who were initially engaged showed meaningful change in this area of functioning. This
finding suggests that initially engaged families may experience challenges with other caregivers
in the family, which may contribute to their inability to sustain engagement in services. If so,
programs that offer services to families consisting of multiple caregivers may want to prioritize
problems related to interactions between caregivers, such as domestic violence or family
conflict, as a strategy for sustaining families’ engagement in services. Clearly, strategies that
enhance engagement—whether early or subsequent—should be explored, replicated and/or
developed as needed, so that the apparent benefits of participation in PFF can reach more
families.
Results of the analysis presented in Table 9 provide additional evidence of an apparent positive
impact of participation in PFF. Although families receiving child maltreatment prevention
services, such as those provided by PFF, may experience improvements in functioning—and
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even meaningful change—there exists a paucity of empirical knowledge as to whether these
improvements and change will prevent children from being maltreated. In order to determine
whether participation in PFF strengthens families’ capacity to protect their children, it was first
necessary for us to specify which aspects of functioning, as indicated by initial FAF assessments,
are related to re-referral for maltreatment. Using administrative data provided by the Los
Angeles County Department of Children and Family Services, we were able to identify the FAF
factors (mean scores) and items associated with increased or decreased odds of re-referral or
lack thereof. Interestingly, no factors or items emerged as directly reducing the likelihood of rereferral per se, that is, of protecting children from the event of re-referral. Yet, three
functioning factors and one static factor did emerge as increasing the likelihood of re-referral,
including Development Stimulation (Factor E), Interactions Between Caregivers (Factor F),
Caregiver’s History (Factor G), and Caregiver Personal Characteristics (Factor H).
In and of itself, specifying aspects of functioning and FAF factors/items empirically associated
with maltreatment (in this case, re-referral for suspected maltreatment) is significant. This
information can be used by PFF agencies and other child maltreatment prevention programs to
identify which families are at greatest risk for re-referral, using initial FAF assessments. Further,
families identified as being at greatest risk can be targeted and or prioritized for intervention.
Though we should point out that one of the factors associated with risk for re-referral is a static
factor. Caregiver’s History is not amenable to change as a result of intervention. Nonetheless,
knowledge of a caregiver’s childhood/history can be used to identify which caregivers are at
risk and to speculate as to why.
Our analysis also found Caregiver Personal Characteristics (Factor H) to be associated with risk
for re-referral. Typically, this factor is treated as another static factor, rather than as a dynamic,
functioning factor amenable to change. However, we regard the factor as dynamic due to
previous analyses of the data showing change in this area over time. Moreover, examination of
the items comprising this factor suggests that the personal characteristics being assessed may,
in fact, be expected to change over time. As mentioned earlier, we find it interesting that this
outcome is at the individual level. Of the other two functioning factors identified as re-referral
risk factors, one pertained to Interactions between Caregivers (Factor F) and the other to
Developmental Stimulation (Factor E). Together, the three factors capture functioning as it
relates to children, individual caregivers, and significant others (in multiple caregiver families).
Having specified the risk factors associated with re-referral, our third set of analyses allows us
to determine whether function at initial assessment, improvement in functioning, and
meaningful change, have the capacity essentially to eliminate or reduce risk by moving families
from problematic to adequate functioning. This analysis (presented in Table 11) strongly
suggests that functioning at initial assessment, improvement in functioning, and especially
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meaningful change can strengthen families to the point that they can effectively prevent child
maltreatment/maltreatment re-referral. PFF families demonstrating meaningful change, for
example, in terms of Supports to Caregivers (Factor C) or Caregiver/Child Interactions (Factor D)
are considerably more likely than their counterparts to experience reduced risk factors
associated with re-referral maltreatment. As such, our hypothesis related to risk and protective
factors are supported by our results.
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SECTION V. SUB-STUDY 3 - RE-REFERRAL, MALTREATMENT &
PERMANENCY
A primary goal of the Comprehensive Evaluation of the Partnerships for Families (PFF) Initiative
was to determine the impact of the Initiative on families receiving PFF services. In order to
address these goals, sub-study 3 aimed to identify factors associated with re-referral and
maltreatment by comparing occurrences and characteristics of these events between PFFparticipating and non-participating families. To address this aim, the sub-study relied primarily
on data provided by DCFS.
Final evaluation aims and questions for the Sub-study 3 were generated from the following:


Theoretical and empirical knowledge from the extant literature;



the PFF logic model;



input from key stakeholders in the PFF Initiative (including the PFF Evaluation Work
Group);



findings from the initial evaluation of PFF; and



findings from Sub-studies 1 and 2 of the Comprehensive Evaluation of the Partnerships
for Families Initiative.

Our approach to sub-study 3 was guided by one overarching research question: What are the
long-term outcomes of PFF?
For purposes of the sub-study, “long-term outcomes” refers to (a) re-referral for suspected
maltreatment, (b) substantiated maltreatment, (c) opening of a case by DCFS, and (d) child
permanency as indicated by removal and placement in out-of-home care. Along with describing
these long-term outcomes for PFF participants, we were also interested in comparing the
outcomes for PFF families with those of comparable families who did not receive PFF services.
Additionally, the sub-study examines the impact of the level of engagement of PFF families on
long-term outcomes.
Design
Sub-study 3 utilized a quasi-experimental design to examine long-term outcomes of an
ethnically-diverse sample of children from families at risk for maltreatment. Outcomes for
children whose families participated in the Partnerships for Families Initiative were compared
with those for children whose families did not participate in the Initiative.
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Two groups of Non-PFF families were included as comparison groups in the sub-study. One of
these comparison groups consisted of children whose families received home-based, Family
Maintenance (FM) services from DCFS. The second comparison group was comprised of
children whose families received neither PFF services nor Family Maintenance services. Families
in this group are referred to as ‘No Services’ families.
Sample
Corresponding with the date of the first PFF referral and the time of data extraction, only
children referred to DCFS between July 2006 and April 2011 were considered for the present
analysis. Further, children with prior referrals to DCFS were excluded in order to increase the
likelihood that selected cases consisted of at-risk children, given that this is the population
targeted by PFF. Finally, only children 0-5 years old, or children with a sibling 0-5 years old,
were among those initially included in the analyses to reflect the population of children
targeted by PFF.
The group of children we were primarily interested in comparing with the group of PFF children
were those whose families received no home-based, Family Maintenance services from DCFS,
even though they were determined by a DCFS worker to be at moderate or high risk for future
maltreatment. This was our preferred comparison group since PFF was designed, in part, as an
alternative to receiving no services from DCFS. Like PFF services, Family Maintenance services
are not mandated. It is possible that families receiving neither PFF services nor Family
Maintenance services were offered Family Maintenance services by DCFS, but chose not to
receive them. The group of children whose families did receive Family Maintenance services is
comparable to the PFF group in that services are home-based and voluntary. However,
administrative data available for analyses of “Family Maintenance” or “FM” cases lacked detail
necessary for establishing the nature of services received and thus the comparability to PFF
cases. Additionally, Family Maintenance services are offered by DCFS on a limited and voluntary
basis. Thus, the number of FM cases available for analysis was small. Nonetheless, we included
FM cases because these children met the eligibility for participation in PFF and, presumably,
could have been referred for participation in the Initiative.
Children classified as “PFF cases” included only those whose participation in PFF was
corroborated by a PFF agency. Further, only PFF cases that were closed and that contained data
adequate for determining their families’ level of engagement in PFF were included. Similarly,
among FM cases and “No Service” cases, only those that were closed were included. Data were
not available for us to classify the level of engagement of children whose families received FM
services.
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Our final sample consisted of 22,892 unique children. Of these, 6,323 (28%) were classified as
“PFF Children”; 16,232 (71%) were classified as “No Service” children; and 337 (2%) were
classified as “FM” children.
Measurement
Data for sub-study 3 come from two sources: DCFS and PFF agencies. Data from DCFS included
administrative data used to identify the sample for the sub-study and to determine children’s
“Service Type,” that is, whether they and their families received PFF services, FM services, or
No Services. Additionally, the DCFS data were used to assess the long-term outcomes of
interest, as well as the race/ethnicity of children.
As illustrated in Figure 35, long-term outcomes included the following:
(1) Re-referral to DCFS for suspected maltreatment following initial services;
(2) Maltreatment following initial services, as indicated by a “substantiated” disposition
following an investigation by a DCFS caseworker of the suspected maltreatment, as
opposed to a disposition of either “inconclusive” or “unfounded”;
(3) Opening of a case by DCFS following initial services; and
(4) Removal by DCFS and placement in out-of-home care following initial services.
Figure 35: Long-Term Outcomes Measured

Child is Re-referred to DCFS for Suspected
Maltreatment
Allegation of Maltreatment is Substantiated

Case is Opened by DCFS

Child is Removed and Placed in Out-of-Home Care
Child race/ethnicity was indicated as African American; Latino; Caucasian; or “Other.”
Although the administrative data from DCFS were the primary data used for the sub-study, we
also relied on PFF agency data collected using the Family Assessment Form (FAF) to corroborate
PFF service and engagement level. Specifically, we used the PFF agency data to identify and
classify the group of children referred by DCFS whose families received PFF services. Further,
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we used the PFF agency data to establish the level of engagement in PFF services for those
families identified by DCFS as having received PFF services.
Building on results from Sub-studies 1 and 2 of the Comprehensive evaluation, the level of
engagement of PFF families was classified initially as either: (1) Enrolled, (2) Initially Engaged,
(3) Subsequently Engaged, or (4) Fully Engaged. Families classified as “enrolled” were those
who did NOT meet the criteria (presented next) for either initial or subsequent engagement
(and thus, for full engagement). Families who, within the first 30 days of PFF service, (a)
received two or more home visits, (b) had three or more hours of contact, and (c) did NOT meet
the criteria (presented next) for subsequent engagement were classified as “initially engaged”
families. Families classified as “subsequently engaged” were those who (a) did NOT meet the
criteria for initial engagement but (b) did receive an average of two home visits for each month
of PFF service beyond the initial month of service AND successfully terminated (as determined
by their PFF case worker). Finally, families meeting all criteria for both (a) initial AND (b)
subsequent engagement were considered to be “fully engaged” in PFF services.
However, for the present analyses, we further classified families’ level of engagement, retaining
the categories of Enrolled and Fully Engaged and combining the categories of Initially Engaged
and Subsequently Engaged into a single, ‘Partially Engaged’ category. We created the Partially
Engaged category because of the relatively small number of Subsequently Engaged families,
and to reduce the number of groups being compared for the sake of parsimony.
ANALYSES
Our initial analysis began with a comparison of the four long-term outcomes described above
by service type (i.e., PFF services, FM services, or No Services) (Table 12 and Figures 36-39).
Next, we compared the three PFF groups (Not Engaged, Partially Engaged, and Fully Engaged)
and the No Services group since our primary comparison of interest was between Fully Engaged
PFF cases (essentially our “experimental” group) and No Services cases (essentially our
“control” group) (Table 13 and Figures 40-43).
We then compared long-term outcomes for just the children whose families were Fully Engaged
in PFF with those of children whose families received No Services (Table 14 and Figure 44).
Finally, we compared the outcomes for the Fully Engaged and No Services groups by the
race/ethnicity (Table 15, Figures 45-47). For this final analysis, we did not include children
classified as “Other.”
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For all comparisons, chi-square tests were conducted in order to determine whether the groups
differed significantly from one another at the .05, .01, or .001 level.
FINDINGS
Child Safety & Permanency Outcomes by Service Type
Table 12 presents child safety and permanency outcomes by service type. Of the four outcomes
measured, three were found to be significant, including Re-referral to DCFS for suspected
maltreatment following initial services; Disposition of the Re-referral (i.e., whether the
allegation of maltreatment was substantiated, inconclusive, or unfounded); and Child Removed
and Placed in Foster Care. No significant differences were found with respect to the Opening of
a Case by DCFS. Each of the four outcomes is presented in Figures 36-39.
Table 12: DCFS Re-referral, Child Safety & Permanency Outcomes by Service Type

PFF

Outcome
DCFS Re-referral
(Yes)***
Disposition**
Inconclusive
Substantiated
Unfounded
DCFS Case Opened
(Yes)N.S.
Child Removed and
Placed in Foster Care
(Yes)***

All
Children
22,892

No Services

Family
Maintenance
(FM)

N

%

N

%

n

%

2,806

44%

8,473

52%

208

62%

22,892

541
736
1,448
1,058

20%
27%
53%
17%

1,724
1,955
4,368
2,615

21%
24%
54%
16%

38
31
123
58

20%
16%
64%
17%

22892

524

8%

3264

14%

69

21%

10,964

*p<.05; **p<.01; ***p<.001
As can be seen in Table 12 and Figure 36, 44% of PFF children were re-referred to DCFS for
suspected maltreatment following close of initial PFF services. In contrast, 52% of No Services
children and 62% of FM children were re-referred (p<.001).
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Figure 36: DCFS Re-referral by Service Type
70%
62%
60%
52%
50%

44%

40%
30%
20%
10%
0%
PFF

No Services

FM

As illustrated in Figure 37, about a quarter of PFF and No Services children had substantiated
allegation of maltreatment, compared with 16% of FM children (p<.01).
Figure 37: Child Maltreated after Receiving Services by Service Type
70%
60%
50%
40%
30%

27%

24%

20%

16%

10%
0%
PFF

No Services

PFF Comprehensive Evaluation: Final Report

FM

Section V. Sub-study 3 – Re-referral, Maltreatment & Permanency

96
Figure 38 reveals that the three groups were similar in terms of whether a case was opened by
DCFS following initial services; 16-17% of all children, regardless of service type had a case
opened.
Figure 38: DCFS Case after Receiving Services by Service Type
70%
60%
50%
40%
30%
20%

17%

16%

17%

PFF

No Services

FM

10%
0%

Finally, as shown in Figure 39, PFF children are less likely than either No Services Children or
Family Maintenance children to be removed and placed in out-of-home care. Eight percent of
PFF children were placed in care, compared with 14% of No Services children and 21% of FM
children (p<.001).
Figure 39: Child Removed after Receiving Services by Service Type
70%
60%
50%
40%
30%
21%
20%
10%

14%
8%

0%
PFF

No Services
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Child Safety & Permanency Outcomes by Level of Engagement and Service type
The long-term outcomes of PFF children, by their families’ level of engagement in PFF services
are presented in Table 13 and Figures 40-43, along with the outcomes for just the group of No
Services children (the primary comparison group of interest). For each outcome, the groups
were found to vary significantly from one another. Among PFF children, the percentage was
smallest on all outcomes for fully engaged families and largest for families that were not
engaged.
Table 13: Child Safety & Permanency Outcomes by Level of Engagement and Service Type

PFF
Not
Engaged
Outcome
DCFS Re-referral
(Yes)***
Disposition***
Inconclusive
Substantiated
Unfounded
DCFS Case Opened
(Yes)***
Child Removed
and Placed in
Foster Care
(Yes)***

All
Children
22,555

PFF
Partially
Engaged

PFF
Fully Engaged

No Services

n

%

n

%

n

%

N

%

788

48%

1,472

45%

546

39%

8,473

52%

22,555

159
243
357
356

21%
32%
47%
22%

302
414
723
564

21%
29%
50%
17%

80
79
368
138

15%
15%
70%
10%

1,724
1,955
4,368
2,615

21%
24%
54%
16%

22,555

208

13%

261

8%

55

4%

2,264

14%

10,772

*p<.05; **p<.01; ***p<.001
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Between 39% and 48% of PFF children were re-referred, compared with 52% of No Services
children (p<.001) (see Figure 40).
Figure 40: Child Re-referred after Receiving Services: Level of Engagement vs. No Services

52%
48%
45%
39%

Not Engaged

Partially Engaged

Fully Engaged

No Services

Of the four groups compared in this set of analyses, fully engaged children represent the
smallest percentage of substantiated maltreatment allegations (15%), DCFS case openings
(10%), and removals (4%) (See Figures 41-43).
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Figure 41: Child Maltreated after Receiving Services: Level of Engagement vs. No Services
32%
29%
24%

15%

Not Engaged

Partially Engaged

Fully Engaged

No Services

Figure 42: DCFS Case Opened after Receiving Services: Level of Engagement vs. No Services

22%

17%
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10%

Not Engaged

Partially Engaged
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Figure 43: Child Removed after Receiving Services: Level of Engagement vs. No Services
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8%

4%
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Partially Engaged

Fully Engaged

No Services

Child Safety & Permanency Outcomes: Fully Engaged vs. No Services
Families that were fully engaged in PFF services were those who received services as intended,
while families that were partially engaged or not engaged did not. Thus, for this next set of
analyses, we compared outcomes for children whose families were fully engaged with those of
children whose families received no services. These outcomes are presented in Table 14 and
Figure 44. On all indicators of child safety and permanency, a smaller percentage of fully
engaged children were found to have the outcome than no services children.
Table 14: Child Safety & Permanency Outcomes: Fully Engaged PFF Families vs. No Service Families

Outcome
DCFS Re-referral (Yes)***

All Children
17,645

Disposition***
Inconclusive
Substantiated
Unfounded
DCFS Case Opened (Yes)***
Child Removed and Placed in
Foster Care (Yes)***
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Fully Engaged PFF
Families
n
%
546
39%

No Service Families
n
8,473

%
52%

8,574

17,645

80
79
368
138

15%
15%
70%
10%

1,724
1,955
4,368
2,615

21%
24%
54%
16%

17,645

55

4%

2,264

14%
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*p<.05; **p<.01; ***p<.001

Figure 44: Child Safety & Permanency Outcomes after Receiving Services - Fully Engaged vs. No
Services
Fully Engaged

No Services

52%
39%

24%
16%

15%

14%

10%
4%
Re-referred

Maltreated

Case Opened

Removed

In terms of re-referral, 39% of fully engaged PFF children exhibited the outcome, compared
with 52% of No Services children (p<.001).
Fifteen percent of fully engaged PFF children, compared with 24% of No Services children, were
found to have a substantiated allegation of maltreatment following initial services.
A DCFS case was opened for 10% of fully engaged PFF children, whereas 16% of children whose
families received No Services had a case opened (p<.001).
Although just 4% of PFF children whose families were fully engaged were removed from their
homes and placed in foster care, 14% of No Services children were place (p<.001)
Child Safety & Permanency Outcomes: Fully Engaged vs. No Services by Child Race/ethnicity
The final set of analyses, which can be seen in Table 15 and Figures 45-47, compares child
safety and permanency outcomes for African American, Latino, and Caucasian children, first for
the group of fully engaged PFF children, and then for No Services children. Significant
differences by child race/ethnicity were found for all outcomes.

PFF Comprehensive Evaluation: Final Report

Section V. Sub-study 3 – Re-referral, Maltreatment & Permanency

102
Table 15: Child Safety & Permanency: Fully Engaged PFF Families vs. No Service Families by Child Ethnicity

Outcome
DCFS Re-referral (Yes)*** 
Disposition**
Inconclusive
Substantiated
Unfounded
DCFS Case Opened (Yes)*** 
Child Removed and Placed in
Foster Care (Yes)*

All
Children
16,579

African American
Children
Fully
No
Engaged
Services
54%
56%

Latino Children
Fully
Engaged
36%

No Services

Caucasian Children
No Services

52%

Fully
Engaged
61%

56%

8,333

16,579

27%
28%
45%
22%

25%
24%
51%
18%

13%
14%
73%
8%

19%
24%
56%
16%

17%
12%
71%
19%

21%
27%
51%
18%

16,579

9%

16%

4%

14%

3%

17%

*p<.05; **p<.01; ***p<.001
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Figure 45: Child Safety & Permanency for African American Children after Receiving Services - Fully
Engaged PFF Families vs. No Service Families
Fully Engaged
54%

No Services

56%

28%
24%

22%
18%

16%
9%

Re-referred

Maltreated

Case Opened

Removed

As illustrated in Table 15 and Figure 46, Latino children whose families were fully engaged in
PFF had the lowest percentage of re-referrals (36%) and DCFS case openings (8%) among all
children. As illustrated in Table 15 and Figures 46-47, Latino and Caucasian children whose
families were fully engaged had the lowest percentages of substantiated maltreatment (14% for
Latino children and 12% for Caucasian children) and placement in foster care (4% for Latino
children and 3% for Caucasian children) among all children.
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Figure 46: Child Safety & Permanency for Latino Children after Receiving Services - Fully Engaged PFF
Families vs. No Service Families
Fully Engaged

No Services

52%

36%
24%
16%

14%

14%

8%
4%
Re-referred

Maltreated

Case Opened

Removed

Figure 47: Child Safety & Permanency for Caucasian Children after Receiving Services - Fully Engaged
PFF Families vs. No Service Families
Fully Engaged

No Services

61%
56%

27%
19%

18%

17%

12%
3%
Re-referred

Maltreated
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DISCUSSION
The overarching aim of Sub-study 3 was to examine the long-term child safety and permanency
outcomes for children and families participating in the Partnerships for Families Initiative and to
compare these outcomes with those for children NOT receiving PFF services. The sub-study was
particularly interested in four outcomes: (1) re-referral to DCFS for suspected maltreatment
following initial services, (2) substantiated maltreatment following initial services, (3) opening
of a case by DCFS following initial services, and (4) removal of child from her or his family and
placement in out-of-home care.
It is important to begin this discussion by acknowledging that there is no inherent value in any
of these outcomes. That is, being re-referred, having a substantiated allegation of suspected
maltreatment, having a case opened by DCFS, and being removed and placed in out-of-home
care can all be positive outcomes IF they reflect efforts to ensure the safety and permanency of
a child. For example, being re-referred may be the first step towards investigating and
substantiating an allegation of suspected maltreatment—a step that may be necessary for DCFS
to open a case to provide needed services. These services can include “Family Reunification”
services (also referred to as foster care), which may be offered when it has been determined
that the only way to ensure the safety of a child is to remove her or him from the home and to
place the child in a temporary, safe environment.
However, primary intervention efforts, such as PFF, will ideally prevent child maltreatment,
thus preventing the need to re-refer a child for suspected maltreatment, open a case by DCFS,
or remove a child. While we recognize that the above outcomes may be appropriate and indeed
necessary, we regard such outcomes as being negative consequences for the purpose of this
sub-study. In short, we generally assume that presence of any of these outcomes is an
indication that the intervention efforts—whether they are PFF services or Family Maintenance
services offered by DCFS—did not effectively prevent the negative outcomes. Moreover, we
generally assume that lack of services, as in the case for the group of children classified as ‘No
Services,’ is an inadequate response in addressing maltreatment risk if the negative outcomes
are observed for this group of children after initial referral to DCFS for suspected maltreatment.
Given these assumptions, findings from sub-study 3 indicate that, overall, participation in PFF is
associated with positive child safety and permanency outcomes. Additionally, the findings
suggest that participation in PFF is a more effective means for preventing re-referral, child
maltreatment, DCFS case opening, and removal of a child, than either Family Maintenance
services or the alternative of receiving no services.
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However, our results reveal that outcomes are best for PFF children when their families were
fully engaged in PFF services, and worst when children’s families were not engaged in PFF
families. Typically speaking, PFF children whose families were only partially engaged in PFF
services sometimes fared better than non-PFF children whose families received no services
from DCFS. As revealed in Table 13 and Figures 40-43, among PFF children, those whose
families were fully engaged fared better on all outcomes than those whose families were
partially engaged or unengaged; and those whose families were partially engaged fared better
on all outcomes than those whose families were unengaged. These findings suggest that full
participation in PFF, that is, participation as intended, effectively prevents child maltreatment,
as well as re-referral to and case opening by DCFS, as well as removal and placement in out-ofhome care. The findings also suggest that less than full participation, as indicated by partial
engaged in PFF, is also associated with positive outcomes vis-à-vis receipt of no services from
either a PFF agency or DCFS.
Table 14 and Figure 44 presents the comparisons that are the essence of this sub-study: fully
engaged PFF families versus presumably similar families who do not receive PFF services.
Notably, compared with No Service children and families, children from families fully engaged
in PFF had a lower percentage of re-referrals (39% vs. 52%), substantiated maltreatment (15%
vs. 24%), DCFS case openings (10% vs. 16%), and removals (4% vs. 14%). Together, these
findings provide strong support for the effectiveness of PFF, in comparison with the alternative
of no services.
Results from sub-study 1 reveal differential levels of engagement among PFF families,
particularly by Service Planning Area (SPA) and by race/ethnicity. Unfortunately, data used for
the current sub-study did not include an indication of SPA for Family Maintenance and No
Services families. Thus, we were unable to examine long-term outcomes by SPA or control for
observed variations by SPA.
However, the data did include an indication of child race/ethnicity, allowing us to replicate
analyses presented in Table 15 and Figures 45-47 for African American, Latino, and Caucasian
children. Results of our comparison of outcomes by race/ethnicity reveal several findings that
are particularly interesting. In terms of re-referral, the percentage of African American and
Latino children whose families fully engaged in PFF is smaller than the percentage of children
whose families received no services. Yet the percentage is greater among Caucasian children.
These findings suggest that PFF has a differential effect on re-referral, depending on child
race/ethnicity. Specifically, PFF appears to be more effective at preventing re-referral for
African American and Latino children than for Caucasian children. However, in terms of
maltreatment and DCFS case opening, PFF appears to be more effective for Latino and
Caucasian children than for African American children—when compared to no services. TwentyPFF Comprehensive Evaluation: Final Report
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eight percent of African American children in the Fully Engaged group had a substantiated
allegation of maltreatment, compared with 24% of African American children in the No Services
group. For Latino and Caucasian children, the percentage of substantiated maltreatment was
smaller for Fully Engaged children than No Services Children (14% vs. 24% for Latino children,
and 12% vs. 27% for Caucasian children). Twenty-two percent of African American children in
the Fully Engaged group had a case opened by DCFS, compared with 18% of African American
children in the No Services group. For Latino children, the percentage of children with DCFS
case opening was smaller for Fully Engaged children than No Services Children (8% vs. 16% for
Latino children).
Especially interesting are the findings related to removal of children, by race/ethnicity. Despite
variation in re-referral, substantiated maltreatment, and case opening by race/ethnicity, the
percentage of children whose families were fully engaged in PFF and removed, regardless of
race, was smaller than the percentage of children whose families received neither PFF services
nor services from DCFS. Specifically, between 3-9% of Fully Engaged children were removed,
compared with between 14-17% of No Services children. These findings, in light of earlier
findings related to re-referral, substantiated maltreatment, and case opening, suggest that PFF
may be an especially effective strategy for preventing out-of-home removal, even when
allegations of maltreatment are substantiated. Alternatively, these results may indicate that
African American children whose families fully engaged in PFF services are less likely to receive
out-of-home care services (i.e., foster care placement), than their Latino and Caucasian
counterparts. This is a particularly distressing interpretation given the nature of the
outcomes—substantiated maltreatment and DCFS case opening. We should also point out
however, that DCFS may open cases in order to provide family maintenance services, not just
family reunification services. Thus, in the case of African American children whose families are
fully engaged in PFF, despite not preventing maltreatment following services, PFF may have
effectively strengthened the family such that the nature of maltreatment does not warrant
removal of a child from the home. Generally, if there is substantiated maltreatment and a case
is opened by DCFS, and the child is not removed from the family, it has been determined that
the child can remain safely in the home and that there is reduced risk for future maltreatment.
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SECTION VI. CLOSING
LIMITATIONS
Important limitations of the sub-studies should be noted. First, there lacked a true control
group to evaluate the effectiveness of PFF in engaging families relative to another intervention
or services as usual. We attempted to address this limitation in part by examining variation in
engagement outcomes by SPA and race/ethnicity of the caregiver while controlling for
demographic characteristics, baseline family functioning, and other case characteristics. Future
reports on child safety outcomes will include useful (though not randomly assigned)
comparison groups drawn from DCFS data.
Next, there were limitations related to variability in the completeness and quality of the FAF
data. Due to both database and data entry issues, two PFF providers noted that we are missing
data on participants. Thus, we can claim to have only about 85-90% of the PFF cases in our
sample. Also, especially prior to Fiscal Year 2009, data were often incomplete in some SPAs.
Lack of reliability in data entry across SPAs in the FAF database related to services provided
during PFF and service referrals and linkage inhibited evaluation of these dimensions of service
quality and what we call secondary engagement in other types of services. Data on the primary
language of the caregiver was also unreliable (inconsistently entered). Problems in the
extraction of data also made it impossible to evaluate the extent to which families achieved
goals identified in the FAF.
Though qualitative interviews and focus groups provided rich and useful information about the
perspectives of caregivers (presented elsewhere), we did not collect systematic case level
information from caregivers that would have complemented the FAF data entered by case
managers. Caregiver perceptions of the working alliance with the case manager (e.g., Girvin et
al, 2007), family needs and strengths, and the responsiveness of PFF to their perceived needs
would have been particularly helpful additions to our understanding of engagement and service
quality in PFF.
We want to highlight selected deficits in the quality of the FAF data that made it more difficult
to examine critical factors that relate to family engagement. Specifically, due to missing data,
lack of consistent criteria for entering data, variability across SPAs in their level of training and
interest in using the FAF, and obvious variation and inconsistency in data entry across SPAs, we
were largely unable to analyze the types of services that were provided by case managers and
the types of services to which families were referred and/or linked.
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For Sub-study 3, we relied on a quasi-experimental design spanning five years, but we cannot
say for certain that we have “clean” comparison groups. Our ability to classify the level of
engagement in services for PFF families is reassuring. However, we were not able to classify the
level of engagement in services for the group of children whose families received Family
Maintenance services. We simply know that they were identified by DCFS as receiving FM
services. They may or may not have received services, and if they did, the nature of those
services is unknown to us (hence our exclusive of this group in some of our analyses). Additional
concerns exist with respect to the group of children identified by DCFS as receiving neither PFF
nor FM services, that is, the ‘No Services’ group. Although we do know that the families of
these children did not receive services from a PFF agency, and that DCFS has indicated that the
families did not receive FM services, we have no way of determining whether the families
received child maltreatment prevention services (or services similar to child maltreatment
prevention services) from a source other than a PFF agency or DCFS. It is possible that what was
intended as a control group of sorts may in fact contain children receiving services comparable
to PFF, thereby limiting our ability to say with certainty that we compared distinct groups.
Clearly, that our evaluation includes data collected on children over a span of five years, from
2006 to 2011, is an asset. Nevertheless, we can only speak to outcomes that exist within this
timeframe. Some children who were not re-referred at the time of the Sub-study 3 analyses,
will be re-referred, which will affect not only the results related to re-referral, but also those
related to substantiation of maltreatment, opening of a case by DCFS, and removal of children.
Results from other investigations reveal that most re-referrals occur soon after termination of
initial services or after the initial investigation. Our timeframe of 5 years and the fact that we
include only closed cases in our sample reassures us. Further, given the results and the nonsignificant trends, we have no reason to believe that the negative outcomes observed
particularly for children from families receiving no services would be better over a longer
period. If anything, we would expect the opposite to be true.
We also acknowledge that we have no way of knowing whether children in any of the groups
examined in Sub-study 3 who were not re-referred, remained in Los Angeles County the entire
duration of the sub-study. It is entirely possible that families relocated outside of Los Angeles. It
is possible, therefore, that families that did not remain in Los Angeles County, may have been
re-referred for suspected maltreatment to child welfare agencies in other counties. If so, and if
this was more likely for non-PFF families than PFF families, results would be even more
“negative” for the No Services families than were observed. Conversely, if this was more likely
for PFF families than non-PFF families, results would be more “negative” for PFF families.
Analyses not presented reveal that our groups and subgroups sometimes included multiple
children from the same family. This is a potential limitation if certain characteristics or
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outcomes are not distributed similarly across groups. For example, multiple children from
African American families that were not engaged in PFF services would be reflected in the
outcomes to a greater degree than single children from those families. Thus, as a result of lack
of independence in our unit of analyses, and due to the complicated nature of examining
outcomes that exist simultaneously at the child and family level, it is possible that we counted
or weighted outcomes in such a way that they may obscure the true outcomes.
IMPLICATIONS
In closing, we extend discussion of results from the respective sub-studies and consider some of
the major findings from the sub-studies and their implications for child maltreatment
prevention services and programs. We also offer implications for policy and
evaluation/research.
Engaging At-Risk Families in Voluntary, Child Maltreatment Prevention Services. Overall, results
from Sub-study 1 show that more than half of the almost 3000 families who enrolled in PFF met
at least one criterion for sustained engagement in PFF. These findings can be interpreted fairly
positively. Clearly, many families were actively engaged in PFF. In addition, the retention rates
for PFF were higher than retention rates in office based parenting programs in the area of child
abuse prevention (Guterman, 2001).
Levels of Engagement as Indicators of Need & Risk. Although our results reveal poorer
outcomes for children whose families were not fully engaged in PFF, results from Sub-studies 2
and 3 suggest that less engaged families may be the families most in need of services and
support. Thus, efforts to maximize engagement and to engage families early-on, beginning with
identification of families that are not being engaged fully, are vitally important. Abandoning
families that are not fully engaged in services will almost certainly result in increased risk for rereferral, maltreatment, case opening, and removal.
We recognize that families that do not fully engage are quite possibly the most difficult to
engage and therefore may require considerably more resources (including time and money)
than families that are easier to engage. Additionally, the time to full engagement may be longer
for harder to reach families, and if so, expectations for subsequent outcomes may need to be
adjusted (in terms of which outcomes to expect and by when). It is also important to consider
that ‘no engagement’ and ‘partial engagement’ are not necessarily indicators of ineffectual
efforts on the part of an agency. Instead, they may reflect greater need and risk. Either way, we
encourage First 5 LA and other agencies that provide health and human services to adopt
indicators of level of engagement as a means for continuous program improvement, and for
ensuring that services and programs are being implemented as intended (a necessary step in
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any assessment of service/program effectiveness). Policymakers or funders who aim to improve
family engagement could potentially support or require programmatic strategies (e.g., flagging
cases in databases, training on engaging hard to reach parents in case planning) to identify
families in which there are low levels of early engagement and/or cooperation and help
caseworkers assess barriers to engagement and work more effectively to address these barriers
with families.
Implications for Engagement Intervention. To maximize its effectiveness, it is critical that
agencies providing PFF services continue to strive to fully engage families in services. In fact,
our findings make a strong case for the importance of engaging families regardless of the
service being offered and provided. To this end, PFF can be considered not just an effective
child maltreatment intervention, but also as an effective engagement intervention. We strongly
recommend that strategies used by PFF agencies to engage families, particularly the ones that
successfully engaged African American families, should be illuminated and considered as best
practices.
In meetings with administrators from lead agencies in PFF, providers have similarly emphasized
that aspects of the referral and handoff from DCFS to PFF have hampered their efforts to
engage families, including coercion by investigators and lack of collaboration or communication
between DCFS and PFF workers. While we did not study this systematically, PFF providers have
made concerted and promising efforts to improve the referral and handoff processes over the
course of the initiative (CSSP, 1997)
Implications for Assessing Risk. Our results show that between 61% and 80% of all PFF
participants improved functioning defined as any downward movement in scores. Moreover,
greater engagement was associated with greater positive change. The greatest mean change
was observed for fully engaged families in the areas of Caregiver/Child Interactions (Factor D),
Financial Conditions (Factor B), and Developmental Stimulation (Factor E). The area in which all
families demonstrated the greatest improvement was in Caregiver/Child Interactions (Factor D).
Eighty percent of all families showed improvement in this area, but of those who were fully
engaged, 91% experienced improvement. Just over half of all PFF families were shown to
demonstrate meaningful change, defined as moving from the danger threshold (FAF scores
above 3) to adequate functioning (FAF scores below 3).
However, improvements in functioning were not always associated with reduced risk for rereferral for suspected maltreatment. To this end, using administrative data provided by the Los
Angeles County Department of Children and Family Services, we were able to identify the FAF
factors (mean scores) and items associated with increased or decreased odds of re-referral or
lack thereof. While no factors emerged as directly reducing the likelihood of re-referral, three
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functioning factors and one static factor did emerge as increasing the likelihood of re-referral,
including Development Stimulation (Factor E), Interactions between Caregivers (Factor F),
Caregiver’s History (Factor G), and Caregiver Personal Characteristics (Factor H). This
information can be used by PFF agencies and other child maltreatment prevention programs to
identify which families are at greatest risk for re-referral, using initial FAF assessments. PFF
families demonstrating meaningful change, for example, in terms of Supports to Caregivers
(Factor C) or Caregiver/Child Interactions (Factor D) are considerably more likely than their
counterparts to experience reduced risk factors associated with re-referral maltreatment.
Implications for Addressing Racial/Ethnic Disparities. Results from Sub-study 3 point fairly
convincingly to the conclusion that long-term outcomes for families participating in the
Partnerships for Families Initiative are, overall, quite strong, and better than for families
receiving the alternative—family maintenance services or no services. However, outcomes
clearly vary by level of engagement in services and by race/ethnicity. Of all groups, children
from fully engaged PFF families had the best outcomes on all indicators of child safety and
permanency. Further, of all groups, Latino children typically fared better than African American
or Caucasian children. Thus, not only does PFF appear to be more effective than routine
responses to risk for maltreatment, it generally appears to be a promising intervention for
addressing racial and ethnic disparities in child maltreatment and child welfare services.
Implications for Enhancing Child Safety and Permanency. Together, our results suggest that
improvement in functioning, and especially meaningful change, can strengthen families to the
point that they can effectively prevent child maltreatment and re-referral. Clearly, no value can
be placed on the prevention of the abuse or neglect of a child. First and foremost, PFF is
valuable because it appears to be an effective engagement intervention, one that effectively
prevents maltreatment of children. It is even more valuable, however, because it appears to be
more effective at engaging families and preventing maltreatment than routine approaches to
working with at-risk families. But the value of PFF extends beyond child maltreatment
prevention. As a home-based, family support or family preservation intervention, PFF appears
to be more effective than routine approaches at reducing the need for public child welfare
agencies to add a child or family to its caseload. Our results further suggest that the strategies
used by PFF agencies can be replicated and adapted as strategies for addressing child welfare
goals and outcomes, including risk assessment, family maintenance, family reunification and
permanency planning.
Implications for Program Evaluation. Finally, our findings illustrate the importance of using
standardized tools, such as the FAF, to monitor family engagement in services and to family
strengths and needs. Data on variability (e.g., by site, race/ethnicity, and possibly other factors)
can be used to inform ongoing quality improvement efforts that reflectively explore and
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address plausible reasons for variation (as opposed to using data simply to bludgeon low
performing social programs). Policymakers can also consider the extent to which measures of
service dosage (the amount and length of services) should be fixed criteria for evaluating
program performance or whether to allow more flexibility across programs, geographic areas,
or other settings.
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APPENDIX A. FAMILY ASSESSMENT FORM (FAF)

Scores 1 - 2.5 = Strengths
Scores 3 - 5 = Concerns
SECTION A : LIVING CONDITIONS:
A1. Cleanliness/Orderliness Outside Environmental Conditions

Score
Range

Operational definition

Refers to environmental health and
hygiene factors (e.g., litter, garbage,
vermin, clutter, odors around the
exterior of the home) that ARE NOT
WITHIN the family's control. Need to
consider intervening with
owner/landlord, county health
department, and/or other
regulatory agencies.

1

1.5

Consistently clean and orderly; properly maintained by
owner/landlord and other tenants if rental

2

2.5

Generally clean, and orderly; no health hazards, properly well
maintained by owner/landlord and other tenants if a rental

3

3.5

Some lack of cleanliness, some disorderliness or clutter, other
tenants or neighbors create messiness; slow response to
problems by owner/landlord; occasional roach problems

4

4.5

Inadequately clean or organized; potential health hazards
present, a great deal clutter or litter/garbage; or offensive
odors; consistent roach problems, property poorly
maintained by owner/landlord and other tenants; very
difficult to reach or get response from owner/landlord

5

Health hazards and violations present, e.g., overflowing trash
bins/barrels, rotting food, flies, multiple vermin present;
property essentially ignored by owner/landlord; other
tenants do not do their part to maintain clean, healthy
environment

A2. Cleanliness/Orderliness Outside Home Maintenance

Score
Range

Operational definition

Refers to environmental health and
hygiene factors (e.g. litter, garbage,
vermin, clutter, odors around the
exterior of the home) that ARE
WITHIN the family's ability to
control. Assesses family's willingness
and ability to maintain clean, orderly
environment.

1

1.5

Consistently clean and orderly; family takes very good care of
their home, or, if an apartment building, takes lead among
tenants to keep property clean and neat.

2

2.5

Generally clean and orderly; no health hazards; if in an
apartment, family takes good care of area around their unit

3

3.5

Some lack of cleanliness; some disorderliness or clutter;
family does not routinely clean up area their unit or home

4

4.5

Inadequately clean or organized; potential health hazards
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present; a great deal of clutter or litter/garbage, or offensive
odors; family rarely cleans-up area around their unit or home.
5

Health hazards present, e.g.., overflowing trash bins/barrels,
rotting food, toxins exposed; family does nothing to clean
area around their unit or home, or contributes to lack of
cleanliness/orderliness

A3. Cleanliness/Orderliness - Inside
Home Maintenance

Score
Range

Operational definition

Refers to litter, garbage, cleanliness,
feces, vermin, clutter, and odors in
home. Does not refer to cleanliness
of people in home. Assesses health
hazards and physical neglect issues
that ARE WITHIN the family's
control.

1

1.5

Consistently clean and orderly; family takes very good care of
their home.

2

2.5

Generally clean and orderly; family takes good care of their
home

3

3.5

Some lack of cleanliness and orderliness, e.g., some clutter,
trash, full garbage bags, noticeable but tolerable odor;
occasional roach problem due to lack of cleaning, could be
improved with a couple of hours of work.

4

4.5

Generally not clean and orderly, e.g., food particles on floors,
tables, chairs; dirty diapers laying around; consistent odor,
grease and grime evident; potential health hazard; consistent
roach problem despite fumigation

A4. Safety- Outside Environmental
Conditions

5

Extremely dirty, e.g., multiple vermin, urine-soaked furniture,
sticky floors, feces on floor, rotting food, overflowing
garbage, intolerable odors, health hazards present

Score
Range

Operational definition

1

1.5

Building in consistently safe condition; extra safety
precautions provided (e.g., locks, good lighting, clear access);
property very well maintained by owner/landlord

2

2.5

Building generally in good condition; some basic safety
precautions provided; no obvious problems; properly well
maintained by owner/landlord

3

3.5

Some safety concerns present, e.g., cracks in walls, cracked
windows, mold on wall, minimal lighting or missing lights,
plumbing problems, property minimally maintained by
owner/landlord, slow response to problems by
owner/landlord
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Refers to condition of building in
terms of danger as well as
functioning of utilities. If a rental,
assesses conditions that are
generally NOT WITHIN family's
control.

4

4.5

Generally not safe; noticeable safety hazards, e.g., uncovered
or unfenced bodies of water, broken windows, rotting floors
or walls, poor lighting, blocked access ways, poorly operating
elevators, property poorly maintained by owner/landlord;
very difficult to reach or get response from owner/landlord

5

Extremely dangerous; obvious safety hazards, e.g., broken
windows within child(ren)'s reach, holes through walls,
missing steps, broken glass in hallways and play area;
dangerous materials all around, i.e., rusting metal, broken
glass, sharp tools; no exterior lighting; code violations;
property essentially ignored by owner/landlord

A5. Safety - Outside Home
Maintenance

Score
Range

Operational definition

Refers to caregiver's thoughtfulness
as regards to safety precautions.
Assesses conditions that ARE
WITHIN family's control

1

1.5

Extra safety precautions taken by family, e.g., locks, closed
gates, child fencing, guards around rough edges, well
organized exterior of home or area around unit.

2

2.5

Good basic safety precautions taken by family , no obvious
problems; generally organized exterior of home or area
around unit

3

3.5

Some safety concerns present, e.g., unlocked gates,
unprotected access to stairwells, balconies, minimal
organization of exterior of home or area around unit; minimal
precautions taken

4

4.5

Generally not safe; noticeable safety hazards; poorly
organized exterior; dangerous materials accessibility to
children, e.g., toxic waste, old freezer, lots of junk; few
precautions taken

5

Extremely dangerous; obvious safety hazards; no precautions
taken

A6. Safety - Inside Home
Maintenance

Score
Range

Refers to caregiver's thoughtfulness
as regards to safety precautions in
the home. Assesses condition that
ARE WITHIN family's control

1

1.5

Extra safety precautions taken, e.g., poisons and medications
locked away, outlets plugged; plans for emergency situations;
child proofed

2

2.5

Most precautions taken; no danger to child(ren), e.g., poisons
and medications out of reach but not locked; mostly child
proofed
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3

3.5

Some precautions taken but potential hazards obvious, e.g.,
poisons and medications out of sight but within reach of
child(ren), overloaded outlets, matches and knives accessible
but out of sight, no emergency plans established

4

4.5

Generally not safe, e.g., poisons and medications visible and
accessible, broken glass on floors, wires frayed, no screens on
second floor windows for toddlers; few precautions taken.

5

Extremely dangerous; no apparent safety precautions taken,
e.g., many hazards within reach, such as guns, hunting knives,
street drugs, open medication bottles.

B1. Financial Stress

Score
Range

Operational definition

Refers to the degree of financial
stress experienced by family
regardless of income. Contributing
factors might include
unemployment, high debts,
inadequate income, e.g., AFDC,
minimum wage, etc.

1

1.5

No stress, money not an issue; enough money to meet
responsibilities and spend on leisure activities; no
employment worries

2

2.5

Minor stress; manageable debts; some limitation on luxuries
but not on necessities

3

3.5

Consistent worry; just making ends meet, i.e., AFDC, SSI,
minimum wage job, income equals debts/bills, working poor

4

4.5

Very stressful; frequently running out of money;
unmanageable debts; unable to stay current on bills/debts

SECTION B : FINANCIAL CONDITIONS

5

Extremely stressful; money problematic on daily basis;
necessities not provided; creating significant conflicts in
relationships; seems hopeless; "no light at the end of the
tunnel"

B2: Financial Management

Score
Range

Operational definition

Refers to ability to plan, budget,
organize, and spend money wisely
and responsibly.

1

1.5

Above average; good at bargain hunting, plans budgets,
organized in a way that gets best value for money and meets
family needs consistently

2

2.5

Minimal and manageable debts; generally has planned use of
money; generally spends money wisely
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3

3.5

Some problems in planning or budgeting for use of money;
occasional impulse buying; doesn't deprive child of
necessities but problem if there is an emergency; limited
planning for future needs debts occasionally unmanageable.

4

4.5

In debt over their heads, irresponsible spending; often buys
luxuries rather than necessities; cannot account for
money/spending

5

No plan or budget for use of money; without necessities;
frequently broke; money used for betting, gambling, or
alcohol/drugs rather than on family necessities.

B3. Financial Problems Due to
Welfare System/Child Support

Score
Range

Operational definition

Refers to financial problems that
result from errors, delays, etc., in
welfare or child support system that
are out of client's control.

1

1.5

Not financially dependent on welfare system or child support

2

2.5

Isolated problems that are quickly resolved or do not create
major problems

3

3.5

Regular problems with eligibility worker or other responsible
caregiver

4

4.5

Irregular or late AFDC, Medi-Cal or food stamps; child support
sporadic

5

Severe problems; little hope of resolution; causes extreme
financial difficulty for family; cancelled aid; absent caregiver
provided no child support

B4. Adequate Furniture

Score
Range

Operational definition

Refers to amount of furniture and
whether or not it meets the needs of
the family; also refers to the
condition of the furniture.

1

1.5

Above average; new or in excellent condition.

2

2.5

Basic, sufficient furniture for family needs; functional; good
condition

3

3.5

Limited amount of furniture; meets some but not all family
needs; fair condition
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4

4.5

Sparse furnishings; furniture generally inadequate in meeting
family needs; only able to sleep on floor; missing furniture
but may have luxuries; no furniture in some rooms; broken,
non-functional furniture.

5

Inadequate furnishing; does not meet family needs, e.g.,
missing necessities, nothing to sit on, one bed for entire
family, furniture presents health or safety hazard

B5. Availability of Transportation

Score
Range

Operational definition

Refers to the availability or access to
a car, bus, or rides

1

1.5

No problem with transportation

2

2.5

Adequate access to transportation

3

3.5

Limited access to reliable transportation

4

4.5

Minimal access to reliable transportation

5

Transportation unavailable and presents a major problem

C1. Support from Friends and
Neighbors and Community
Involvement

Score
Range

Operational definition

Refers to the
involvements/connections in society
and community that offer positive
support for family

1

1.5

Maintains strong support and reciprocal network of friends
and neighbors; active in community; regularly attends
community functions (e.g., church, recreations, cultural)

2

2.5

Adequate social support; friends or neighbors supportive;
some community involvement

3

3.5

Limited social support; few friends or only acquaintance;
seeks or offers no concrete help from people; goes to
community resources in crisis; occasional contact in
community (e.g., school, church)

4

4.5

Minimal social support; limited friendships, no connections
with neighbors or neighbors nonexistent; very limited
social/community contact.

SECTION C : SUPPORTS TO CAREGIVERS
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5

No friends; extremely isolated; negative impact or
involvement; leaves home for necessities only; may not leave
home at all

C2. Available Child Care

Score
Range

Operational definition

Refers to availability, affordability
and adequacy of child care. Note: If
caregiver says "I never leave my
child" question why: Past Problems?
Current resources?

1

1.5

Available and affordable; relative, other person or child care
provider willingly provides good care

2

2.5

Some difficulty finding and affording good child care, but has
adequate resources

3

3.5

Caregiver not always available or affordable as needed; baby
sitter/relative/friend does it, but complains

4

4.5

Rarely able to find available, affordable, adequate child care

5

None; no family, friend, neighbors; no child care; no money
for it

C3. Chooses Appropriate Substitute
Caregivers

Score
Range

Operational definition

Refers to caregiver's planning for
safe and appropriate child care.
Keep in mind age appropriateness
and need of child(ren). If no money,
resources, or adequate child care
available, indicate N/A and make
note in comments as to what
problem is, so it can be addressed.

1

1.5

Caregiver very careful and conscientious; checks things out,
e.g., obtains and talks with references; makes sure child(ren)
is comfortable and safe with substitute caregiver.

2

2.5

Generally adequate and careful about child care decisions;
concerns may exist but do not create risk

3

3.5

Inconsistencies in decisions about child care (e.g., sometimes
for convenience vs. appropriateness); some pattern of
questionable decisions, e.g., leaves young child(ren) with
inappropriate caregivers; leaves child(ren) at home alone for
periods essentially unsupervised.

4

4.5

Leaves child(ren) in chaotic care situations; physical care all
right but emotional deprivation or cruelty suffered; left with
casual acquaintances; relies on known drug or alcohol users
as caregivers

5
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C4. Available Health care

Score
Range

Operational definition

Refers to availability, affordability
and accessibility of health care.

1

1.5

Comprehensive health care (including dental care) available,
affordable, and accessible, e.g., private insurance, HMO,
Medi-Cal with medical home

2

2.5

Adequate availability and access to affordable health care
including preventive care, e.g., immunizations, well-child
care, dental care.

3

3.5

Limited availability and access to affordable health care; only
go to doctor when sick; difficulty affording prescription
medication; generally uses same medical care providers, e.g.,
local community clinic.

4

4.5

Minimal availability and access to affordable health care; no
form of insurance making cost very prohibitive; uses
emergency rooms for routine care; has to wait too long to
seek medical care due to lack of money

5

No access, availability, or ability to afford health care of any
kind

C5. Provides for Basic
Medical/Physical Care

Score
Range

Operational definition

Refers to caregiver's provision of
good home health care; good
nutrition; personal hygiene, as well
as caregiver's accessing and followthrough on preventive well-child
medical care and treatment. This
item refers to issues that ARE
WITHIN the ability of the caregiver
to control, influence or change.

1

1.5

Very attentive to health care and hygiene issues; nutritionally
planned meals; child(ren) receive routine well-child medical
care and immunizations are current; child(ren) receive
routine preventive dental care.

2

2.5

Adequate medical and physical care provided; caregiver
generally reacts appropriately to symptoms of illness;
generally keeps regularly schedules checkups/appointments;
adequate nutrition, grooming and hygiene

3

3.5

Occasional problems; inadequate home health care practices;
child(ren) often sick; immunization not on schedule; limited
attention to nutrition; inconsistent personal hygiene or
appropriate for the weather, do not receive preventive
dental care.

4

4.5

Minimal attention to medical/physical care; generally
inadequate; poor home health care practices or practices
have potential for harm; waits too long to go to doctor when
child(ren) is sick; child(ren) has not been immunized; poor
follow-through on recommended treatment
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5

Child(ren)'s health is endangered; extremely inadequate
home health care, e.g., food, clothing, malnutrition,
inappropriate clothing for weather; child(ren) not receiving
needed medical care; appearance of failure to thrive.

C6. Ability to Maintain Long Term
Relationship

Score
Range

Operational definition

Refers to quality, length, and
emotional support of adult-to-adult
relationships including friends and
partners (not of family origin)

1

1.5

Lots of friends, no problem maintaining emotionally
supportive intimate relationship with occasional normal
conflict

2

2.5

Has experienced long-term friendship or intimate
relationship; several good friends

3

3.5

A long-term conflictive relationship or multiple short-term
partners; minimal social relationships

4

4.5

History of sporadic relationships or long-term conflictive
relationship with no network of friends

5

No past or current intimate relationships; no personal
friendships

SECTION D : CAREGIVER/CHILD INTERACTIONS

D1. Understands Child Development

Score
Range

Refers to all areas of development
including physical, emotional,
cognitive, and social.

1

1.5

Above average understanding of child(ren) and child
development

2

2.5

Adequate knowledge of child development leading to age
appropriate expectations

3

3.5

Limited knowledge in some areas leading to parental
frustration over age-typical child behavior

4

4.5

Limited understanding; could place child(ren) at high risk for
emotional and/or physical abuse or neglect; sees problems
that are not there; has realistic expectations of child(ren)

D2. Daily Routine for Child(ren)

Operational definition

5

Little knowledge or inappropriate understanding of child
development which has resulted in some type of abuse or
neglect.

Score
Range

Operational definition
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Refers to all areas of child(ren)'s life
such as bedtime, meals, naps,
homework, baths, etc.

1

1.5

Consistent routine for child(ren) that is age appropriate and
recognizes individual differences

2

2.5

Reasonably consistent, flexible, and age appropriate daily
routines

3

3.5

Has some daily routines, some inconsistency or rigidity

4

4.5

Minimal routine with little consistency or overly rigid or
overly permissive

5

No routine; no consistency; no flexibility

D3. Use of Physical Discipline

Score
Range

Operational definition

Refers to use, frequency, and
severity of physical punishment.
Assess for age and vulnerability of
child(ren) and potential for harm

1

1.5

Only uses nonphysical forms of discipline

2

2.5

Generally does not use physical discipline but may
infrequently swat with hand or spank

3

3.5

Uses physical discipline in response to specific behaviors;
spanking; pinching; pulling ears or hair

4

4.5

Regular use of physical punishment which could endanger
child(ren)'s safety; use of belts, shoes, throws things at child

5

Regular and severe physical punishment; explosive and out of
control; shaking of infants or toddlers; behavior endangers
child(ren)'s safety

D4. Appropriateness of Disciplinary
Methods

Score
Range

Operational definition

Refers to a planned approach
appropriate to child(rens)'s age;
caregiver is in emotional control and
uses discipline to teach rather than
punish.

1

1.5

Well thought out, age appropriate, non-punitive educational
approach; uses variety of positive techniques as part of
regular routine

2

2.5

Generally practices rules, natural consequences, positive
reinforcement when disciplining; caregiver in emotional
control

3

3.5

Some inappropriate expectations; some potential for
emotional or physical harm, tendency to focus on negative
aspects of child(rens)'s behavior, i.e., "serves you right"
attitude; sometimes ignores child(ren) inappropriately;
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sometimes does not discipline when needed.

4

4.5

Unplanned punitive approach; mostly reacts emotionally and
with inappropriate age expectations; emotionally abusive;
overreacts to behaviors and situations; rarely sees positive in
child(ren); does not discipline most of the time; means of
discipline has great potential for harm

5

Past or current severe emotional and/or physical abuse or no
discipline at all.

D5. Consistency of Discipline

Score
Range

Operational definition

Refers to predictability; child(ren)
has been made aware of
consequences and feels secure of
caregiver's response. Misbehavior is
corrected each time it occurs and in
a similar manner.

1

1.5

Well thought out consistent plan appropriate for situation;
not negatively impacted by caregiver's mood or stress level

2

2.5

Generally consistent and predictable response to behavior;
appropriate to age and situation; infrequently impacted by
caregiver's mood

3

3.5

Some consistency, caregivers unaware of importance of
consistency; occasionally dependent on caregiver's mood;
sometimes inappropriate for age or situation

4

4.5

Mostly inconsistent or unpredictable; little flexibility related
to age or situation; mostly dependent on caregiver's mood or
stress level

5

No consistency or predictability; no flexibility related to age
or situation; totally dependent on caregiver's mood or stress
level.

D6. Bonding Style with Child(ren)

Score
Range

Operational definition

Refers to emotional investment and
attachment of the caregiver to the
child(ren).

1

1.5

Encourages appropriate attachment and independence;
attentive; responds appropriately to needs; reads child(ren)'s
cues correctly; sends consistent messages to child(ren).

2

2.5

Adequate emotional involvement and support; occasional
difficulty allowing separation/differences; reads cues
correctly most of the time

3

3.5

Some inconsistency in emotional support; some ambivalence;
responds to physical and/or social needs inconsistency;
difficulty reading child(ren)'s cues; some over involvement or
lack of appropriate involvement.
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4

4.5

Minimal responsiveness to child(ren)'s needs; little emotional
investment; irritable; over identifying; other misinterprets
cues; frequently does not respond or responds
inappropriately; minimal response to child(ren)'s
approach/attachment to other people.

5

Inappropriate attachment (e.g., unable to see child(ren) as
separate individual); resentful; rejecting; detached; promotes
child(ren)'s attachment to other people rather than self;
child(ren) endangered by nonresponsive or inappropriate
responses; total lack of involvement with child(ren).

D7. Attitude Expressed About
Child(ren)/Caregiver Role

Score
Range

Operational definition

Refers to verbal and nonverbal
behaviors indicating enjoyment of
the child(ren) and parenting.
Assesses degree to which caregiver
accepts child(ren) as he/she is
without projecting either positive or
negative attitudes about or onto the
children

1

1.5

Happy to have parental role; sees humor in parenting;
accepting; warm; loving; positive; has realistic view of
challenges and rewards

2

2.5

Generally positive; accepts parental role; verbalizes some
enjoyment most of the time

3

3.5

Inconsistent view of parenting; mostly views child(ren) as
responsibility; limited moments of enjoyment in parenting;
some indifference; some irritation and resentment; attitude
depends on mood.

4

4.5

Primarily negative view of parenting; feelings of being tied
down; no pleasure; ambivalent; predominantly irritated and
resentful; minimal expression of love or acceptance of
child(ren).

5

Negative view of parental role; child(ren) seen as obstacle in
caregiver's life; resents responsibility or parenting and
parenting tasks; detached and indifferent or rejecting; no
desire to fulfill parenting role.

D8. Takes Appropriate Authority
Role

Caregiver
Score

Operational definition

Refers to caregiver's ability to
convey and accept appropriate
authority.

1

1.5

Consistently demonstrates ability to exercise appropriate
authority; willing and able to negotiate on privileges and
consequences appropriate to child(ren)'s age and situation;
caregiver knows how and when to set and hold limits.

2

2.5

Generally consistent in exercise of appropriate authority;
occasional power struggle; can usually set and hold limits.

3

3.5

Some inconsistency in setting limits and structure; arbitrarily
exercises authority.
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4

4.5

Seldom exercises appropriate authority; minimal limit setting;
seldom maintains limits set; frequent role reversal; constant
power struggles; caregiver unable to say no or allow
child(ren) any decision-making power; child(ren) mostly sets
own rules

5

Demonstrates no ability to exercise appropriate authority; no
structure or limits, complete role reversal; abdicates
responsibility.

D9. Quality and Effectiveness of
Communication [Caregiver to
Child(ren)]

Score
Range

Operational definition

Refers to caregiver's ability not only
to make own desires known but
foster child(ren)'s understanding
and communication abilities.

1

1.5

Open two-way verbal communication without fear; praises
and supports appropriately.

2

2.5

Generally good communication with some difficulty
verbalizing in some areas (i.e., sex, deep feelings);usually
supportive; sometimes does not listens to child(ren)'s
attempt to communicate; no verbal abuse

3

3.5

Limited communication; gives some mixed messages; some
ignoring or discounting of child(ren)'s attempt to
communicate; some criticism of child(ren)

4

4.5

Minimal communication; primarily negative; harsh, and
ineffective; or child(ren) is discouraged from communicating
thoughts or feelings; rarely supportive

5

Communication is negative, critical, and abusive; child(ren)
not allowed to talk about feelings, or absence of verbal
communication, non supportive.

D10. Quality and Effectiveness of
Communication [ Child(ren) to
Caregiver]

Score
Range

Operational definition

Refers to child(ren)'s verbal and
nonverbal ability to communicate
needs and feelings to caregiver.

1

1.5

Open verbal communication and appropriate affection;
child(ren) able to express feelings and needs

2

2.5

Child(ren) can generally communicate feelings and needs
appropriately

3

3.5

Child(ren) has some difficulty communicating own feelings
and needs to caregiver(s); hesitant in initiation and response;
gives only brief answers; sometimes ignores caregivers.

4

4.5

Extremely limited ability to communicate; frequently ignores
or verbally provokes caregivers; frightened or withdrawn;
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rarely shares ideas, feelings or needs with caregiver

5

No effective or constructive communication with caregiver;
constant fighting or provoking or active avoidance or verbally
abusive towards caregiver

D11. Cooperation/Follows Rules and
Direction

Score
Range

Operational definition

Refers to degree to which child(ren)
follows rules and directions and is a
cooperative member of the family.

1

1.5

Consistently cooperative, follows rules and direction
established by caregivers

2

2.5

Mostly cooperative; generally follows rules and directions
established by caregivers

3

3.5

Inconsistently cooperative; needs frequent reminding to
follow rules and directions

4

4.5

Mostly uncooperative; seldom abides by rules and directions
established by caregivers

5

Uncooperative; refuses to follow rules or directions
established by caregivers

D12. Bonding to Caregiver

Score
Range

Operational definition

Refers to child(ren)'s emotional
attachment to caregiver(s). To help
in assessing, note to whom the
child(ren) seems most bonded and
the qualities of the attachment.
These qualities can be seen in
language, facial expressions, tone of
voice, content of communications,
visual contact, physical closeness or
distance and the amount of time
spent with the caregiver and
depends on the developmental
stage of the child(ren).

1

1.5

Child(ren) exhibit consistently appropriate attachment and
bonding to caregiver

2

2.5

Child(ren) exhibit adequate bonding; show occasional
tensions or anxieties

3

3.5

Child(ren) exhibit some signs of ambivalence, anxiety or
hostility towards caregiver; child(ren) may demonstrate
insecure attachment (e.g., may appear overly needy).

4

4.5

Minimal appropriate attachment with caregiver; behavior
indicates anger, uncertainty , reluctance, or indifference
towards caregiver; child(ren) may seem needy of attention
from strangers

5
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SECTION E : DEVELOPMENTAL STIMULATION

E1. Appropriate Play Area/Things Inside Home

Score
Range

Operational definition

Refers to adequacy and safety of
play area; number and condition of
playthings; age appropriateness or
developmental appropriateness of
playthings.

1

1.5

Child safe play area present; a wide choice of age appropriate
learning playthings in good and safe condition available

2

2.5

Age appropriate learning playthings generally available;
adequate play area generally available

3

3.5

Some age appropriate learning playthings for each child,
limited play area with some potential dangers

4

4.5

Very limited or no playthings available, play items in poor
condition or unsafe; very limited or unsafe play area available

5

Nothing to play with; or inappropriate/potentially dangerous
items used as playthings; no play area available.

E2. Provides Enriching /Learning
Experiences for Child(ren)

Score
Range

Operational definition

Refers to caregiver's investment in
child(ren) social and academic
growth and development.

1

1.5

Interacts with enjoyment; plans reading or story telling time;
carefully selects experiences; plans outing (i.e., park,
museum); avid involvement with school; appropriately help
to attain expected developmental tasks (i.e., walking, talking,
self-care skills)

2

2.5

Reads to child(ren) as time allows, monitors what child(ren)
watches on TV; occasionally planned learning activity; checks
homework, talks to teacher

3

3.5

Inconsistently provides enriching learning experiences; lets
kids watch any program on TV, although may verbally
disapprove; interacts with school only at school's request;
rarely reads to child(ren); allows child(ren) to develop with
minimal guidance and/or with unrealistic expectations (i.e.,
child must read before starting school)

4

4.5

Little interest in child(rens)'s activities, learning, and
development; avoids school contact, child(ren) on own or
excessive pressure to achieve
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5

Blocks and rejects child(ren)'s need for learning; keeps
child(ren) at home to meet own needs; interferes with
child(ren)'s attempts to achieve normal developmental tasks
(i.e., keeps child to crib 90% of the time, holds excessively,
only talks baby talk); or pressure child(ren) to
perform/achieve to degree that child(ren) develops
emotional or physical problems

E3. Ability and Time for Children)'s
Play

Score
Range

Operational definition

Refers to caregiver's understanding
of the value of play and creating or
allowing it.

1

1.5

Understands importance of play; sets aside time; plays with
child(ren); encourages playfulness and spontaneity;
encourages creative play

2

2.5

Understands the value of children's play; sometimes sets up
play situation; or sometimes makes helpful suggestions
regarding play activities; or plays with children occasionally as
time allows

3

3.5

Sees little importance in play; seldom plays with child(ren)
but allows child(ren) to play; some dampening of spontaneity

4

4.5

Ignores child(ren)'s need for play; makes no provisions for
space or time,; doesn't play with child(ren); puts unnecessary
restrictions on play; puts down spontaneity; feels children
should be working or studying rather than playing.

5

Resents need to play; thwarts playfulness and spontaneity in
child; "I never got to play; all he/she ever does is play"; does
not want to allow child(ren) to pay

E4. Deals with Sibling Interactions

Score
Range

Operational definition

Refers to caregiver's ability to cope
with sibling conflicts and structure
positive interaction. Mark N/A if no
siblings

1

1.5

Aware and sensitive to sibling interactions; teaches problem
solving appropriate sharing and respect; appreciates
individual differences; fairness is important

2

2.5

Limits fighting; encourages appropriate sharing and verbal
conflict resolution; generally assists with problem solving;
tries to be fair

3

3.5

Inconsistent; sometimes assists with conflicts and problem
solving; fairness not generally considered important.

4

4.5

Indifferent; leaves to own devices; tends to ignore sibling
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interaction both positive and negative; or does not treat
children equitably
5

Favors or rejects one; or fosters rivalry; or scapegoats one
child; or allows one to rule, or compares children negatively

SECTION F : INTERACTIONS BETWEEN CAREGIVERS

F1. Conjoint Problem Solving Ability

Score
Range

Operational definition

Refers to the ability of caregivers to
listen, develop options, and
compromise (rate ability of all
caregivers in household, not each
caregiver)

1

1.5

Consistently able to negotiate and communicate; encourage
each other to give and express own opinion

2

2.5

Generally able to negotiate; occasional difficulty in
developing options or listening to each other

3

3.5

Limited communication skills, able to problem solve some
daily living issues (i.e., shopping, home chores); but difficulty
solving bigger issues (i.e., children, relatives)

4

4.5

Rarely able to problem solve together; decision-making
discussions become arguments

5

No compromise or negotiation; problems are not discussed

F2. Manner of Dealing with
Conflicts/Stress

Score
Range

Operational definition

Refers to way in which caregivers
handle conflicts (rate ability of all
caregivers in household, not each
caregiver)

1

1.5

Constructively talk over problems; effective handling of
stress/conflict

2

2.5

Discuss major differences; most conflicts resolved;
occasionally arguing

3

3.5

Major conflicts ignored and remain unresolved; able to
resolve minor differences; frequent arguing; some verbal
threats and intimidation used

4

4.5

Constant disagreement; arguing; occasionally resort to
physical expression like slamming doors, breaking things but
not physically abusive towards each other
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5

Incapable of dealing with conflict effectively; resorts to
negative behaviors, e.g.; domestic violence, substance abuse,
abandonment, harmful to emotional and physical health and
safety of self and others

F3. Balance of Power

Score
Range

Operational definition

Refers to healthy interdependence
(rate caregivers together, not each
other)

1

1.5

Distribution of power is functional within context of family

2

2.5

Minor imbalance: "traditional roles" accepted by both
caregivers (i.e., culturally accepted roles)

3

3.5

Some imbalance leading to some difficulty in problem solving
and conflict resolution some emotional distress exhibited due
to nature of interdependent roles

4

4.5

Major imbalance; high risk of domestic violence; emotionally
harmful; one extremely domineering

5

Severe imbalance; detrimental to physical and emotional
well-being of children or adults; one extremely victimized or
dominated; presence of domestic violence

4. Supportive

Score
Range

Operational definition

Refers to emotional support and
degree to which caregivers can
count on each other (rate each
caregiver separately)

1

1.5

Supportive; responsible; appreciative; encouraging

2

2.5

Mostly supportive and encouraging; minor disagreements or
disappointments where partner might feel criticized

3

3.5

Limited and inconsistent support; unpredictable;
unknowingly hurtful

4

4.5

Minimal support; frequently unreliable; irresponsible; often
lets partner down; frequently does not backup partner;
critical

5

Does not follow through on agreements; unreliable;
extremely critical of others; insults partner in public, ridicules
partner

F5. Caregivers' Attitude Toward Each
Other

Score
Range

Operational definition

Refers to overall feelings partners
seem to have about each other (rate

1

1.5
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each caregiver separately)
2

2.5

Generally supportive and encouraging; warm; occasionally
feels some minor irritation with partner

3

3.5

Some indifference; irritation; patronizing; ambivalence

4

4.5

Condescending; resentful; angry; disrespectful; fearful

5

Excessively fearful, abusive; hostile; hateful; rejecting; totally
indifferent

F6. Ability to Communicate (verbal
and nonverbal)

Score
Range

Operational definition

Refers to ability and/or willingness
to listen to the other and express
oneself (rate each caregiver
separately)

1

1.5

Open communication; able to express opinions or feelings, or
experiences comfortably and safely

2

2.5

Generally adequate; minor difficulties communicating on
certain issues; willing to communicate actively

3

3.5

Limited communication; daily life/business oriented; minimal
personal conversation; minimal hearing of feelings;
nonproductive communication of important issues; tendency
to withdraw

4

4.5

Minimal communication, very poor communication, a lot of
misunderstanding; misreading of other's cues; mostly
unwilling to listen to other's opinions

5

No communication; no ability or willingness to listen or
express opinions or feelings

G1. Stability/Adequacy of
Caregiver's Childhood

Score
Range

Operational definition

Refers to stability,
consistency/continuity, and
emotional adequacy of caregiver's
own upbringing during childhood

1

1.5

Self worth and individualization were supported and fostered
by own parents; received consistent and stable caregiving

2

2.5

Some instability during childhood, but not enough to cause
problems, received adequate emotional support and
nurturing

3

3.5

Received limited nurturing; traumatic loss of contact with one
parent; physically or emotionally remote parent(s);
somewhat conflictual relationship with parent(s) as a child

4

4.5

Little or no nurturing; changing parental figures. Long term
parental absence; chronically tumultuous relationship with

SECTION G : CAREGIVER HISTORY
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parent(s) as a child

5

Mainly raised in foster home(s) or institution(s)

G2. Childhood History of Physical
Abuse/Corporal Punishment

Score
Range

Operational definition

Refers to use to corporal
punishment, severity, and physical
abuse by caregiver's parents during
childhood

1

1.5

None

2

2.5

Occasional spanking, not the routine method of punishment

3

3.5

Spanking was regular method of discipline; occasional
incidents of excessive corporal punishment

4

4.5

Routine excessive corporal punishment; physical abuse; hit
with fist or objects

5

Life-threatening physical abuse; hospitalization

G3. Childhood History of Sexual
Abuse

Score
Range

Operational definition

Refers to degree of sexual abuse
experienced

1

1.5

Parents proactively taught self-protection skills

2

2.5

No exposure to inappropriate sexuality

3

3.5

Some inappropriate exposure to sexuality

4

4.5

Incidents of exposure to sexual activity (fondling, flashing,
oral sex) causing confusion and/or problem, but no physical
force or threat involved

5

One or more traumatic events, e.g., rape, incest, sodomy,
oral copulation, chronic long-term sexual abuse; physical
force or threat involved

G4. History of Substance Abuse

Score
Range

Operational definition

Refers to use and abuse of alcohol
and/or drugs in the past

1

1.5

None, never used anything

2

2.5

Social, recreational use of experimentation, no resulting
social/emotional problems

3

3.5

Frequent pattern of abuse resulting in social/emotional
problems; currently recovering in or out of a program

4

4.5

Routine use, e.g., every weekend or daily use
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5

Chronic addiction; daily use over time

G5. History of Aggressive Act as an
Adult

Score
Range

Operational definition

Refers to severity of physically
violent acts towards people or
property. Assesses propensity
toward violence

1

1.5

History of appropriate assertiveness; no history of verbal
assaults

2

2.5

No aggressive/violent acts

3

3.5

Tantrum-like behavior which may have resulted in minimal
property damage, but not directed at people e.g., throwing
objects, verbal threatening); no child abuse

4

4.5

History of property damage; fighting with peers; physically
threatening; pushing; shoving; shaking people

5

Beating of people, causing injury or serious property damage

G6. History of Being an Adult Victim

Score
Range

Operational definition

Refers to being victimized as an
adult either emotionally or
physically.

1

1.5

Never a victim

2

2.5

Isolated incident, e.g., mugged, robbed by a stranger

3

3.5

Moderate verbal abuse as in hurtful teasing or name calling;
constant puts downs by spouse or family member; some
pushing or shoving in relationships

4

4.5

Chronic verbal or emotional abuse; isolated serious incidents
of physical abuse, e.g., violent rape or domestic violence,
regularly physically threatened, pushed and/or shoved in
relationships; pattern of serious incidents of domestic
violence resulting in injury

G7. Occupational History

5

Chronic, consistent victim; puts self in life-threatening
situations and/or exploitative relationships; allows self to be
used as a prostitute, drug runner, etc.; domestic violence
resulting in hospitalization; multiple rapes

Score
Range

Operational definition
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Refers to history of occupation/work
in pay. Write N/A if a homemaker

1

1.5

Has career; history of promotions and upward movement in
field

2

2.5

Long-term full time employment

3

3.5

Long term part time employment; some pattern or
consistency in types of jobs; intermittent employment;
frequent unemployed periods

4

4.5

Irregular jobs; seasonal jobs; disabled; unable to hold job for
more than six months; work doing anything to survive

5

Chronic unemployment

G8. Extended Family Support

Score
Range

Operational definition

Refers to emotional, social, and
concrete help provided by family.
Also assesses positive or negative
nature of the relationship(s).

1

1.5

Family is positive influence and lives nearby

2

2.5

Family is positive influence but lives far away

3

3.5

Minimal support; a few or one relative(s) nearby; emotional
support but no concrete help

4

4.5

No extended family or no follow-through on commitments

5

Negative influence or effect by extended family involvement;
more trouble than help

SECTION H : CAREGIVER PERSONAL CHARACTERISTICS

H1. Learning Ability/Style

Score
Range

Operational definition

Refers to ability to understand
instruction, directions, ideas etc.
Assesses motivation to learn

1

1.5

Above average; quickly catches on to complex and/or
abstract ideas; has ability to anticipate consequences; able to
learn through any means

2

2.5

Average; generally understands; minimal
repetition/explanation needed for complex and/or abstract
idea, able to learn from a variety of means

3

3.5

A little slow to comprehend, concrete thinking, understands
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simple concepts, but has problems understanding abstract
ideas
4

4.5

Mildly to moderately retarded; difficulty in understanding
simple concepts; moderate to major learning disabilities

5

Thought disorder; severely retarded; minimal
comprehension; severe learning disability

H2. Paranoia/Ability to Trust

Score
Range

Operational definition

Refers to degree of paranoia or
ability to trust

1

1.5

No paranoia, generally tends to trust within appropriate and
realistic limits

2

2.5

A little cautious or overly trusting on occasion

3

3.5

Guarded; has difficulty trusting; question staff's need to know
certain basic things; or tends to trust and divulge too quickly

4

4.5

Suspicious; extreme difficulty trusting; hesitant to reveal any
information; or over trusting of strangers; suspiciousness or
over trustfulness that causes major problem(s) for person or
family

5

Extreme paranoia; client feels everyone is against him/her
without basis in reality; or inappropriate and dangerous
trusting of strangers (that threatens own or child(ren)'s
welfare)

H3. Current Substance Use

Score
Range

Operational definition

Refers to current use and abuse of
alcohol and/or other drugs

1

1.5

No use

2

2.5

Social, recreational use or experimentation; no interference
with daily functioning

3

3.5

Frequent use or experimentation; some current interference
in functioning; recovering (in or out of a program)

4

4.5

Daily, habitual use and abuse; significant interference in
ability to function

H4.

5

Chronic addiction; unable to function without drugs or
alcohol

Score

Operational definition
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Passivity/Helplessness/Dependence

Range

Refers to emotional dependence on
someone as well as ability to make
daily decisions, write checks, buy
food, fulfill job expectations, etc.

1

1.5

Functions independently for daily living needs; appropriate
emotional independence

2

2.5

Minor areas of dependence

3

3.5

Relies on others for routine help; some emotional
dependence; does not like being alone; prefers to be in
company of other and vigorously seeks a companion; uses
child(ren) for companionship

4

4.5

Minimal independent functioning; cannot live alone; needs
help with money management, buying good, uses child(ren)
for emotional support; is easily exploited

5

Unable to function independently; cannot survive without
outside help; requires help with all daily activities; totally
emotionally dependent on other(s); stays in relationships at
whatever cost to self or child(ren); no independent decision
making; pattern of exploitative threatening relationship(s) or
living situation(s).

H5.Impulse Control

Score
Range

Operational definition

Refers to ability to tolerate
frustration or control destructive
acts

1

1.5

Ability to delay gratification of needs; high level frustration
tolerance

2

2.5

Sometimes a little "short-fused" when tired, but does not act
out frustration

3

3.5

Generally "short fused" or high strung", inconsistent impulse
control, e.g., binge eating, drinking, or shopping, slaps
child(ren) with hand; yells and screams a lot

4

4.5

Very "short fused"; verbal rages; throws things; often out of
control

5

Inadequate impulse control; fights; substance abuse; suicide
attempts; hurts self and others; limited ability to care for
child(ren)

H6. Cooperation

Score
Range

Operational definition

Refers to degree of cooperation
with program measured by action
and statements

1

1.5
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2

2.5

Willingly cooperates in answering questions; gives additional
information; keeps appointments; is punctual; calls to
reschedule if necessary; tries suggested ideas

3

3.5

Some reluctancy or hesitance; needs to be pushed or
prodded to give information; passively cooperates; doesn't
call if late or to cancel

4

4.5

Participates only to please others (or follow court order);
comes late; answers questions only "yes" or "no"; give
excuses; minimizes problems; refuses to answer some
questions

5

No cooperation; refuses to answer most questions; attitude
leads to questionable honesty or responses

H7. Emotional Stability (Mood
Swings)

Score
Range

Operational definition

Refers to consistency and range of
moods or emotions,
appropriateness of emotions and/or
behavior, speed of reaction.
Assesses whether emotions or
emotional behavior interfere with
daily functioning

1

1.5

Emotionally stable

2

2.5

Occasionally moody with minimal consequences; unaware of
feelings; some restricted range

3

3.5

Moderately moody; significantly limited in emotional range;
some inappropriateness in emotional responses; shorttempered; confused circular thinking; mild manic features

4

4.5

Extreme moodiness; unpredictable; frequent
inappropriateness that often interferes with functioning

5

Grossly inappropriate emotional reaction to situation;
emotion interferes consistently with daily life; lack of
emotional stability

H8. Depression

Score
Range

Operational definition

Refers to degree of depression and
its interference with functioning.
Assesses emotional affect,
appearance of self and home, level
of activity, and verbal statements
regarding feelings

1

1.5

Not depressed/upbeat attitude towards life

2

2.5

Periods of mild depression; "feeling blue", but functioning
adequately; no impact on child(ren)

3

3.5

Frequently depressed but functioning without treatment;
past suicidal thoughts; "tired" all the time
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4

4.5

Seriously depressed but functioning minimally; recent suicidal
thoughts; past suicidal attempts or activities intended to hurt
self

5

Chronic, long term depression; treated psychiatrically;
current suicide attempts; using medication; unable to
function currently

H9. Aggression/Anger

Score
Range

Operational definition

Refers to current expressions of
aggression and anger

1

1.5

Above average ability to be assertive; exercises healthy ways
of releasing aggressive feelings or anger

2

2.5

Adequate; generally appropriate expressions of aggression
(i.e.) sports, gardening, hobbies, exercises) and anger (i.e.,
controlled verbal expression not causing physical or
emotional harm); occasional verbal barb or slammed door

3

3.5

Passive aggressive or withholding behaviors; yelling a lot at
child(ren); using foul language to excess around child(ren);
minimal property damage (i.e., kicking a door)

4

4.5

Verbally explosive; ranting and raving a child(ren); pattern of
provocative statement or behaviors, no injury-causing
physical abuse, but harsh (i.e., pushing, pulling grabbing);
more serious property damage (e.g., punching holes in walls);
denies anger

5

Violent; threatening with some injury causing physical
aggression; threatening abandonment; emotional cruelty;
regular violent acts towards people and property causing
damage or injury requiring hospitalization or resulting in
serious harm

H10. Practical Judgment/Problemsolving and Coping skills

Score
Range

Operational definition

Refers to ability to develop options
and make appropriate
decisions/choices in areas such as
child care, discipline, money
management, personal
relationships; ability to cope with
daily stress. Also assesses
awareness of own abilities and

1

1.5

Uses excellent judgment, able to develop and build options;
proactive approach to problem solving; has a variety of
appropriate coping techniques; aware of and able to
compensate for own limitations, excellent insight

2

2.5

Generally good ability to problem solve and cope with stress;
some ability to anticipate and develop options in advance;
knows and works around own limitations; some insight into
own problem-solving style
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limitations
3

3.5

Difficulty seeing options; makes good choices in some areas
but not in others; some difficulty in acknowledging
limitations; little insight into problem-solving style

4

4.5

Poor judgment in many minor areas or one major area (e.g.,
leaves child with alcoholic friend); very limited ideas on
problem solving and coping; difficulty seeing options even
with help; no insight into own problem-solving style

5

Grossly inappropriate judgment; unable to develop options to
solve problems; unable to cope with daily stress; denial of
own limitations

H11. Meets Emotional needs of
Self/Child

Score
Range

Operational definition

Refers to healthy balance between
meeting own needs and child(ren)'s
needs

1

1.5

Maintains healthy balance between own and child(ren)'s
needs

2

2.5

Some imbalance at times, marital relationship sometimes
gets lost in family and child(ren)'s needs; child(ren)'s needs
occasionally secondary to parents', but causes no harm

3

3.5

Frequently meeting own needs first with some emotional
consequence but no physical consequence to child(ren) (e.g.,
mother rushes child(ren) so she can see boyfriend), uses
child(ren) to avoid being alone; uses child(ren) for emotional
support

4

4.5

Pattern of meeting own needs first with potential
endangerment (e.g., leaves latency age child(ren) in charge of
toddler); refuses to acknowledge special needs child to the
child's detriment; overly self sacrificing ("My whole life is
these children", "I do everything for them", "I am nothing
without them")

5

Meets own needs at expense of child(ren)'s emotional,
physical, or medical welfare and child(ren) is currently
suffering due to this

H12. Self-Esteem

Score
Range

Operational definition

Refers to current feelings about self.

1

1.5

Able to make positive self comments; likes self

2

2.5

Tends to be self critical but can take positive feedback
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3

3.5

Low self-esteem; difficulty taking positive feedback

4

4.5

Consistently self depreciating; cannot identify positive in self

5
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APPENDIX B. PFF SAMPLE DESCRIPTIVES

PFF Case Statistics
PFF Case Statistics
Total number of families served

Prenatal

DCFS

Total

N
972

%
28%

N
2451

%
72%

n
3423

%
100%

2007
2008
2009
2010
2011
Families served per fiscal year

75
128
219
323
227

16%
20%
27%
35%
38%

388
504
583
603
373

84%
80%
73%
65%
62%

463
632
802
926
600

100%
100%
100%
100%
100%

2007
2008
2009
2010
2011
Case status: open or closed at time of
extraction

75
177
329
469
420

Open
Closed
Cases opened in each SPA

180
792

35%
27%

328
2123

65%
73%

508
2915

15%
85%

38

12%

272

88%

310

100%

Cases opened per fiscal year

SPA 1
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972
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463
875
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1441
1145
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SPA 2

77

10%

701

90%

778

100%

SPA 3

192

40%

283

60%

475

100%

SPA 4

289

49%

299

51%

588

100%

SPA 5

79

57%

59

43%

138

100%

SPA 6

97

15%

554

85%

651

100%

SPA 7

91

30%

210

70%

301

100%

SPA 8

81

53%

71

47%

152

100%

SPA 9

30

100%

0

0%

30

100%
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PFF Service Descriptives
Service Characteristics
Length of Service:
(First to last contact)

Prenatal

DCFS

Total

N

% or (SD)

n

% or (SD)

n

% or (SD)

51
127
212
178
123
78
769

7%
17%
28%
23%
16%
10%
100%

177
395
609
529
236
110
2056

9%
19%
30%
26%
12%
5%
100%

228
522
821
707
359
188
2825

8%
19%
29%
25%
13%
7%
100%

Mean Length Of Services in Months

6.48

(4.11)

5.63

(3.63)

5.86

(3.78)

Median Values
Mean Number of Home Visits

5.946
13.86

(11.3)

5.45
11.84

(9.13)

5.55
12.39

(9.82)

Mean Home visits per Month
(Enrollment to case closure)

2.01

(1.62)

1.96

(1.54)

1.97

(1.56)

Median values
Mean Home visits per Month
(First to last home visit)
Median values

1.84
2.29

(1.57)

1.93
2.32

(1.58)

1.90
2.32

(1.58)

Less than 1 Month
1-3 Months
3-6 Months
6-9 Months
9-12 Months
12 Months or More
Total
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Case Closing Reason Descriptives
Closing Reasons
Number of Reasons for Closing

Prenatal

DCFS

Total

N

%

n

%

n

%

0
1
2
3
TOTAL
Reason for Closing #1

13
709
69
1
792

2%
89%
9%
0%
100%

60
1942
118
3
2123

3%
92%
6%
0%
100%

73
2651
187
4
2915

3%
91%
6%
0%
100%

Family Achieved Goals
Family Dropped Out
Worker Terminated Case Prematurely

467
249
32

60%
32%
4%

1322
581
42

64%
29%
2%

1789
830
74

63%
29%
3%

DCFS Case Opened
Other
"Family Achieved Goals" as Any Reason
for Termination

20
11

3%
1%

96
22

5%
1%

116
33

4%
1%

Yes
No
TOTAL
Family Achieved Goals Combinations

468
324
792

60%
40%
100%

1324
799
2123

62%
38%
100%

1792
1123
2915

62%
38%
100%

Achieved Goals ONLY

441

94%

1245

94%

1686

94%

Achieved Goals and Terminated Early

25

5%

69

5%

94

5%

Achieved Goals and DCFS Case Opened

2

1%

10

1%

12

1%

468

100%

1324

100%

1792

100%

TOTAL
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Case Closing Reason Descriptives
"Family Dropped Out" or "Worker
Terminated Prematurely" as Any
Reason for Termination
Yes
No
TOTAL
"DCFS Opened Case" as Any Reason for
Termination
Yes
No
TOTAL
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Prenatal

DCFS

Total

305
487
792

39%
61%
100%

692
1431
2123

33%
67%
100%

997
1918
2915

34%
66%
100%

21
771
792

3%
97%
100%

106
2017
2123

5%
95%
100%

127
2788
2915

4%
96%
100%
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PFF Family/Caregiver Demographic
Descriptives
Demographic
Number of Caregivers

Prenatal

DCFS

Total

N

%

n

%

n

%

1
2
3
Number of Children

794
178
0

82%
18%
0%

1685
761
5

69%
31%
0%

2479
939
5

72%
27%
0%

0
1
2
3
4
5
6
7
8
9
10
11
Number of Children Age 0-5

261
382
162
89
39
24
7
8
0
0
0
0

27%
40%
17%
9%
4%
3%
1%
1%
0%
0%
0%
0%

22
545
655
558
361
174
91
26
10
5
2
2

1%
22%
27%
23%
15%
7%
4%
1%
0%
0%
0%
0%

283
927
817
647
400
198
98
34
10
5
2
2

8%
27%
24%
19%
12%
6%
3%
1%
0%
0%
0%
0%

299
445
162
51
14

31%
46%
17%
5%
1%

43
1301
819
217
61

2%
53%
33%
9%
3%

342
1746
981
268
75

10%
51%
29%
8%
2%

0
1
2
3
4
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PFF Family/Caregiver Demographic
Descriptives
5
Number of Children Age 6-18

Prenatal

DCFS

Total

1

0%

10

0%

11

0%

0
1
2
3
4
5
6
7
8
9
Primary Caregiver Relationship Status

775
97
60
25
11
3
0
1
0
0

80%
10%
6%
3%
1%
0%
0%
0%
0%
0%

1062
562
446
230
98
41
5
3
3
1

43%
23%
18%
9%
4%
2%
0%
0%
0%
0%

1837
659
506
255
109
44
5
4
3
1

54%
19%
15%
7%
3%
1%
0%
0%
0%
0%

Divorced
Domestic Partner
Married
Partner
Separated
Single
Widowed
Not Listed
Primary Caregiver Gender

19
4
120
139
34
624
1
31

2%
0%
12%
14%
4%
64%
0%
3%

106
0
557
430
246
980
15
117

4%
0%
23%
18%
10%
40%
1%
5%

125
4
677
569
280
1604
16
148

4%
0%
20%
17%
8%
47%
50%
4%

970

100%

2298

94%

3268

95%

Female
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PFF Family/Caregiver Demographic
Descriptives
Male
Primary Caregiver Age

Prenatal

DCFS

Total

2

0%

153

6%

155

5%

13-19
20-29
30-39
40+
TOTAL
Primary Caregiver Ethnicity

239
479
209
32
959

25%
50%
22%
3%
100%

59
953
1016
406
2434

2%
39%
42%
17%
100%

298
1432
1225
438
3393

9%
42%
36%
13%
100%

African American
Latino
Caucasian/White
Native American
Asian / Pacific Islander
Other
Primary Caregiver Education

177
640
64
33
13
14

19%
68%
7%
4%
1%
2%

347
1763
251
8
31
34

14%
72%
10%
0%
1%
1%

524
2403
315
41
44
48

15%
71%
9%
1%
1%
1%

Less than High School
High School or GED
Post High School
Primary Caregiver Employment Status

589
174
132

66%
19%
15%

1322
394
333

65%
19%
16%

1911
568
465

65%
19%
16%

65
1
18
48
104

7%
0%
2%
5%
11%

120
3
66
494
472

5%
0%
3%
20%
19%

185
4
84
542
576

5%
0%
3%
16%
17%

Unlisted
Cash Labor
Disabled
Full-time
Homemaker
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PFF Family/Caregiver Demographic
Descriptives
Not Applicable
Part-time
Retired
Seasonally
Student
Student (adults)
Unemployed
Mean Primary Caregiver Median
Income (SD)
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Prenatal
21
64
0
2
121
55
473
$5,581

DCFS
2%
7%
0%
8%
12%
6%
49%

17
250
4
22
24
100
879
$10,404

Total
1%
10%
0%
1%
1%
4%
36%

Appendices

38
314
4
24
145
155
1352
$8,933

1%
9%
0%
1%
4%
5%
40%

168

Baseline Cooperation Risk

Prenatal

DCFS

Total

N

%

n

%

n

%

505
240

26%
32%

1458
520

74%
68%

1963
760

100%
100%

Primary Caregiver Displays Issues with
Cooperation at Baseline
No
Yes
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APPENDIX C. INITIAL ENGAGEMENT DESCRIPTIVES
Early Engagement (Within 30 days of initial contact)
Total

2+ home visits

3+ hours
Eta (η)

n

%

Χ2

Eta (η)

--

2,152

75.8

--

--

612

79.2

1,540

74.5

2,079

75.7

79.6

73

78.5

340

75.2

273

61.9

2,057

1,692

82.3

1,567

78.3

White

287

238

82.9

228

80.6

Other

85

60

70.6

60

74.1

235

171

72.8

187

80.3

1,210

986

81.5

861

73.2

Total

2

N

n

%

Χ

2,915

2,357

80.9

--

2,122

1,768

83.3

30.5***

793

589

79.6

2,822

2,283

80.9

93

74

452

Referral Source
DCFS
Prenatal

6.6***

Caregiver Gender
Female
Male
Caregiver
Race/Ethnicity
African
American
Latino

0.1

18.5***

0.4

57.2***

Caregiver Age
19 Years or
Younger
20-29 Years
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30-39 Years

1,050

850

81.0

779

76.2

40 Years or
Older
Caregiver
Relationship Status
Single

401

335

83.5

310

79.7

1,739

1,357

78.0

1,228

72.9

1,065

913

85.7

844

80.8

1,657

1,338

80.8

1,228

76.4

Partnered
Caregiver
Education
Less than High
School
High School or
GED
Post High
School
SPA

25.4***

22.4***

0.5
485

387

79.8

328

68.8

379

309

81.5

280

75.5

SPA 1

246

201

81.7

169

68.7

SPA 2

697

623

89.4

552

79.2

SPA 3

422

356

84.4

364

86.9

SPA 4

451

370

82.0

335

74.4

SPA 5

120

102

85.0

111

92.5

SPA 6

587

486

82.8

380

66.3

SPA 7

255

133

52.2

155

73.8

SPA 8

127

86

67.7

84

71.2

SPA 9

10

0

0.0

2

33.3

PFF Comprehensive Evaluation: Final Report

231.5***

Appendices

11.5**

93.7***

171
*p<05
**p<.01
***p<.001
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APPENDIX D. SUBSEQUENT ENGAGEMENT DESCRIPTIVES

Total
Referral Source
DCFS
Prenatal
Caregiver Gender
Female
Male
Caregiver
Race/Ethnicity
African American
Latino
White
Other
Caregiver Age
19 Years or
Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver
Relationship Status
Single
Partnered
Caregiver Education

TOTAL
N
2,915

%
53.8

5 Month Retention
Eta (η)
Χ2
---

2,122
793

52.3
58.0

7.6**

2,822
93

53.9
52.7

0.1

452
2,057
287
85

45.6
55.7
56.1
45.9

18.1***

235

55.7

3.6

1,210
1,050
401

51.9
54.8
56.4

1,739
1,065

50.4
58.8
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.05

.08

ns

5m retention & 2+HV/month
Eta (η)
%
Χ2
29.6
---

%
54.1

29.0
31.4

1.6

53.0
57.2

4.0*

29.8
24.7

1.1

54.3
49.5

0.8

18.1
31.9
33.1
31.8

35.3***

25.1

11.0*

ns

.11

.06

28.0
30.3
35.7

18.5***

.08

26.2
35.8

42.9
57.0
53.7
51.9
54.1

10+ Home visits
Eta (η)
Χ2
--

.04

.10
29.1***

6.6

ns

20.0***

.09

51.7
55.1
58.9

28.8***

.10
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Less than High
School
High School or
GED
Post High School
SPA
SPA 1
SPA 2
SPA 3
SPA 4
SPA 5
SPA 6
SPA 7
SPA 8
SPA 9

1,657

54.7

2.9

485

50.9

23.7

47.8

379

51.5

30.1

51.2

246
697
422
451
120
587
255
127
10

62.2
58.3
68.5
60.3
74.2
37.1
35.3
40.9
0.0

197.6***

29.5

.25

27.2
31.4
49.8
27.5
65.0
16.4
18.8
17.3
0.0

6.7*

234.1***

.05

.28

*p<05
**p<.01
***p<.001
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55.3
55.8
73.5
60.4
80.8
37.4
37.6
34.8
0.0

10.1*

.06

.27
218.9***
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APPENDIX E. TERMINATION REASON DESCRIPTIVES

Total
Referral Source
DCFS
Prenatal
Caregiver Gender
Female
Male
Caregiver Race/Ethnicity
African American
Latino
White
Other
Caregiver Age
19 Y or Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver Relationship Status
Single
Partnered
Caregiver Education
Less than High School
High School or GED
Post High School
SPA
SPA 1
SPA 2
SPA 3
SPA 4
SPA 5
SPA 6
SPA 7
SPA 8
SPA 9

Total
N
2,915

Successful Disengagement
Goals Achieved
n
%
1,686
57.8

χ2
--

2,122
793

1,244
442

58.6
55.7

1.9

2,822
93

1,627
59

57.7
63.4

1.2

452
2,057
287
85

229
1,254
148
44

50.7
61.0
51.6
51.8

23.6***

235
1,210
1,050
401

124
651
650
251

52.8
53.8
61.9
62.6

21.4***

1,739
1,065

960
658

55.2
61.8

11.7**

1,657
485
379

957
277
229

57.8
57.1
60.4

1.1

246
697
422
451
120
587
255
127
10

153
368
302
202
93
380
138
50
0

62.2
52.8
71.6
44.8
77.5
64.7
54.1
39.4
0.0

136.7***
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APPENDIX F. FREQUENCY OF SERVICE, BIVARIATE AND MULTIVARIATE
MODELS
Bivariate
Model
Unadjusted
RR
95% CI
CLIENT
DEMOGRAPHICS
Children Ages 0-5
One Child
Two+ Children
Children Ages 6-18
None
One + Children
Caregiver
Race/Ethnicity
African American
Latino
White
Other
Caregiver Age
19 Years or Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver Relationship
Status
Single
Partnered
Caregiver Education
Less than High
School
High School or GED
or Post High School
BASELINE
FUNCTIONING1
Mean Item/FAF
Functioning
Living Conditions (A)

Multivariable
Model 1
Without Services
RR
95% CI

Multivariable
Model 2
With Services
RR
95% CI

Referent
1.13**

-(1.05, 1.21)

-1.13**

-(1.05, 1.23)

-1.15***

-(1.07, 1.24)

Referent
1.07*

-(1.00,1.15)

-1.04

-(0.95, 1.14)

-1.06

-(0.97, 1.15)

Referent
1.21***
1.25**
1.21

-(1.19, 1.49)
(1.07, 1.46)
(0.96, 1.53)

-1.22**
1.30**
1.05

-(1.07, 1.38)
(1.11, 1.53)
(0.80, 1.38)

-0.99
0.99
0.85

-(0.88, 1.12)
(0.85, 1.15)
(0.65, 1.09)

Referent
0.96
1.02
1.09

-(0.84, 1.09)
(0.89, 1.16)
(0.94, 1.26)

-0.95
0.99
0.99

-(0.82, 1.11)
(0.84, 1.17)
(0.82, 1.20)

-0.97
1.02
0.99

-(0.84, 1.12)
(0.87, 1.19)
(0.83, 1.18)

Referent
1.17***

-(1.10, 1.26)

-1.09*

-(1.01, 1.18)

-1.00

-(0.93, 1.08)

1.13**

(1.04, 1.23)

1.08

(0.99, 1.18)

1.11*

(1.02, 1.21)

Referent

--

--

--

--

--

0.93**

(0.89, 0.98)

0.91**

(0.84, 0.97)

0.95

(0.89, 1.02)
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Financial Conditions (B)
0.97
(0.93, 1.02)
1.04
(0.97, 1.13)
1.04
(0.97, 1.12)
Support (C )
1.00
(0.97, 1.04)
1.00
(0.94, 1.05)
0.93*
(0.88, 0.99)
Interactions (D)
1.02
(0.98, 1.08)
1.09
(0.99, 1.20)
1.04
(0.94, 1.14)
Stimulation (E )
1.01
(0.97, 1.06)
1.06
(0.97, 1.16)
1.04
(0.95, 1.13)
Caregiver History (G)
0.98
(0.94, 1.03)
1.00
(0.94, 1.07)
0.98
(0.92, 1.05)
Cooperation (Item H6)
0.89*** (0.85, 0.92) 0.85*** (0.80, 0.90)
0.89***
(0.84, 0.94)
CASE CHARACTERISTICS
Referral Source
DCFS
Referent -----Prenatal
1.08*
(1.00, 1.16) 1.18*** (1.08, 1.29) 1.11*
(1.02, 1.21)
2
Year Case Opened
2007
Referent -----2008
0.99
(0.89, 1.09) 1.05
(0.93, 1.17) 1.11
(1.00, 1.24)
2009
0.94
(0.85, 1.04) 0.98
(0.88, 1.10) 1.06
(0.96, 1.18)
2010
0.90*
(0.82, 0.99) 0.92
(0.82, 1.04) 1.00
(0.89, 1.11)
2011
0.43***
(0.34, 0.54) 0.52*** (0.41, 0.66) 0.65***
(0.52, 0.82)
SERVICES
Service Planning Area2
SPA 1
1.59**
(1.21, 2.09) --1.48**
(1.13, 1.94)
SPA 2
1.61***
(1.24, 2.07) --1.59**
(1.22, 2.07)
SPA 3
2.12***
(1.64, 2.72) --1.88***
(1.45, 2.43)
SPA 4
1.74***
(1.34, 2.25) --1.67***
(1.29, 2.16)
SPA 5
2.33***
(1.79, 3.02) --2.02***
(1.55, 2.63)
SPA 6
1.07
(0.82, 1.41) --1.05
(0.80, 1.38)
SPA 7
1.08
(0.80, 1.47) --1.15
(0.83, 1.58)
SPA 8
Referent -----Early Home Visits
0-1 Home Visits
Referent -----2 + Home Visits
2.76***
(2.32, 3.27) --1.95***
(1.61, 2.36)
Early Contact
Less than 3 Hours
Referent -----3+ Hours
2.44***
(2.14, 2.78) --1.55***
(1.34, 1.75)
SPA 9 coded as missing and excluded from analysis due to the small number of closed cases available
(n=10)
*p<.05
**p<.01
***p<.001
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APPENDIX G. SUBSEQUENT ENGAGEMENT, BIVARIATE AND
MULTIVARIATE MODELS

CLIENT
DEMOGRAPHICS
Children Ages 0-5
One child
Two+ children
Children Ages 6-18
None
One + Children
Caregiver
Race/Ethnicity
African American
Latino
White
Other
Caregiver Age
19 Years or Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver Relationship
Status
Single
Partnered
Caregiver Education
Less than High
School
High School or GED,
or Post High School
BASELINE
FUNCTIONING1
Mean Item/FAF
Functioning
Living Conditions (A)
Financial Conditions (B)

Bivariate Model

Multivariable model 1

Unadjusted
RR
95% CI

Without Services
RR
95% CI

Multivariable Model 2
With Services
RR
95% CI

referent
1.08*

-(1.01, 1.15)

-1.06

-(0.99, 1.15)

-1.08

-(1.00, 1.16)

referent
0.98

-(0.92, 1.05)

-0.94

-(0.87, 1.03)

-0.95

-(0.87, 1.03)

referent
1.22***
1.23**
1.01

-(1.10, 1.36)
(1.07, 1.42)
(0.78,1.30)

-1.15*
1.19*
0.93

-(1.02, 1.29)
(1.02, 1.39)
(0.71, 1.22)

-1.01
0.97
0.80

-(0.90, 1.14)
(0.83, 1.13)
(0.62, 1.04)

referent
0.93
0.98
1.01

-(0.82, 1.06)
(0.87, 1.11)
(0.88, 1.17)

-0.98
1.03
1.04

-(0.85, 1.14)
(0.87, 1.20)
(0.86, 1.24)

-1.04
1.11
1.08

-(0.90, 1.20)
(0.95, 1.29)
(0.90, 1.29)

referent
1.16***

-(1.09, 1.25)

-1.12**

-(1.03, 1.20)

-1.04

-(0.97, 1.12)

1.07

(0.99, 1.16)

1.05

(0.96, 1.14)

1.09

(1.00, 1.18)

referent

--

--

--

--

--

0.91***
0.96

(0.87, 0.96)
(0.92, 1.00)

0.91**
1.02

(0.84, 0.97)
(0.95, 1.10)

0.95
1.06

(0.89, 1.02)
(0.99, 1.14)
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Support (C )
0.99
(0.95, 1.03)
0.98
(0.93, 1.04)
0.92**
(0.87, 0.97)
Interactions (D)
1.00
(0.95, 1.05)
1.09
(0.99, 1.21)
1.08
(0.98, 1.19)
Stimulation (E )
0.99
(0.94, 1.03)
1.03
(0.95, 1.13)
0.99
(0.91, 1.08)
Caregiver History (G)
1.00
(0.96, 1.05)
1.04
(0.97, 1.11)
1.01
(0.95, 1.07)
Cooperation (Item H6)
0.89*** (0.85, 0.93) 0.85*** (0.80, 0.91)
0.88***
(0.83, 0.93)
CASE
CHARACTERISTICS
Referral Source
DCFS
referent
-----Prenatal
1.11**
(1.03,1.19) 1.21*** (1.11, 1.31)
1.15**
(1.05, 1.25)
Year Case Opened2
2007
referent
-----2008
1.09
(0.98, 1.21)
1.14*
(1.01, 1.27)
1.12
(1.00, 1.25)
2009
1.01
(0.91, 1.11)
1.06
(0.95,1.19)
1.06
(0.95, 1.19)
2010
1.02
(0.92, 1.12)
1.00
(0.89, 1.12)
0.99
(0.89, 1.11)
2011
0.33*** (0.25, 0.44) 0.39*** (0.29, 0.53)
0.45***
(0.33, 0.60)
SERVICES
Service Planning Area2
SPA 1
1.52*** (1.21, 1.91)
--1.34*
(1.07, 1.69)
SPA 2
1.42** (1.14, 1.77)
--1.43**
(1.14, 1.79)
SPA 3
1.67*** (1.34, 2.08)
--1.42**
(1.14, 1.77)
SPA 4
1.47** (1.18, 1.84)
--1.32*
(1.06, 1.64)
SPA 5
1.81*** (1.43, 2.29)
--1.44**
(1.14, 1.82)
SPA 6
0.91
(0.72, 1.15)
--0.86
(0.68, 1.09)
SPA 7
0.86
(0.66, 1.13)
--0.97
(0.73, 1.29)
SPA 8
referent
-----Early Home Visits
0-1 Home Visits
referent
-----2 + Home Visits
1.64*** (1.46, 1.84)
--1.05
(0.93, 1.18)
Early Contact
Less than 3 Hours
referent
-----3+ Hours
1.86*** (1.66, 2.08)
--1.31***
(1.18, 1.47)
SPA 9 coded as missing and excluded from analysis due to the small number of closed cases available
(n=10)
*p<.05
**p<.01
***p<.001
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APPENDIX H. CASE CLOSURE MODEL, BIVARIATE AND MULTIVARIATE
MODELS
Bivariate
Model
Unadjusted
RR
95% CI
CLIENT DEMOGRAPHICS
Children Ages 0-5
One Child
Two+ Children
Children Ages 6-18
None
One+ Children
Caregiver Race/Ethnicity
African American
Latino
White
Other
Caregiver Age
19 Years or Younger
20-29 Years
30-39 Years
40 Years or Older
Caregiver Relationship
Status
Single
Partnered
Caregiver Education
Less than High
School
High School or GED
or Post High School
BASELINE
FUNCTIONING1
Mean Item/FAF
Functioning
Living Conditions (A)
Financial Conditions (B)
Support (C )
Interactions (D)

Multivariable
Model 1
Without Services
RR
95% CI

Multivariable
Model 2
With Services
RR
95% CI

referent
1.03

-(0.97, 1.10)

-1.01

-(0.94, 1.09)

-1.01

-(0.94, 1.08)

referent
1.08*

-(1.01, 1.14)

-0.98

-(0.90, 1.06)

-1.01

-(0.93, 1.10)

referent
1.20***
1.02
1.02

-(1.09, 1.33)
(0.88, 1.18)
(0.82, 1.28)

-1.12*
1.01
0.88

-(1.01, 1.24)
(0.87, 1.18)
(0.69, 1.13)

-1.13*
0.98
0.94

-(1.01, 1.25)
(0.84, 1.14)
(0.73, 1.20)

referent
1.02
1.17*
1.19*

-(0.89, 1.16)
(1.03, 1.34)
(1.03, 1.37)

-1.07
1.18
1.22*

-(0.91, 1.25)
(1.00, 1.40)
(1.02, 1.47)

-1.01
1.10
1.12

-(0.87, 1.18)
(0.93, 1.29)
(0.93, 1.34)

referent
1.12**

-(1.05, 1.19)

-1.05

-(0.97, 1.12)

-1.03

-(0.96, 1.10)

0.99

(0.92, 1.06)

0.95

(0.88, 1.02)

0.97

(0.90, 1.05)

referent

--

--

--

--

--

0.95*
0.94**
0.93***
0.95*

(0.90, 0.99)
(0.90, 0.98)
(0.90, 0.96)
(0.91, 0.99)

1.03
1.04
0.95
1.07

(0.96, 1.10)
(0.98, 1.12)
(0.90, 1.01)
(0.97, 1.17)

1.00
1.01
0.95
1.03

(0.94, 1.07)
(0.94, 1.08)
(0.90, 1.00)
(0.94, 1.13)
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Stimulation (E )
Caregiver History (G)
Cooperation (Item H6)
CASE CHARACTERISTICS
Referral Source
DCFS
Prenatal
Year Case Opened2
2007
2008
2009
2010
2011
SERVICES
Service Planning Area2
SPA 1
SPA 2
SPA 3
SPA 4
SPA 5
SPA 6
SPA 7
SPA 8
Early Home Visits
0-1 Home Visits
2 + Home Visits
Early Contact
Less than 3 Hours
3+ Hours

Bivariate
Model
Unadjusted
RR
95% CI
0.93**
(0.89, 0.97)
0.88***
(0.84, 0.92)
0.89***
(0.85, 0.92)

Multivariable
Model 1
Without Services
RR
95% CI
0.97
(0.89, 1.06)
0.88***
(0.82, 0.94)
0.90***
(0.85, 0.95)

Multivariable
Model 2
With Services
RR
95% CI
0.96
(0.89, 1.04)
0.89*** (0.83, 0.95)
0.92**
(0.87, 0.98)

referent
0.95

-(0.89, 1.02)

-1.01

-(0.93, 1.10)

-1.05

-(0.96, 1.15)

referent
1.06
1.10
1.11*
0.79**

-(0.95, 1.18)
(0.99, 1.22)
(1.00, 1.22)
(0.67, 0.93)

-1.08
1.20**
1.17**
0.98

-(0.96, 1.22)
(1.07, 1.34)
(1.05, 1.32)
(0.82, 1.16)

-1.12
1.27***
1.22***
1.05

-(0.99, 1.26)
(1.13, 1.42)
(1.09, 1.36)
(0.89, 1.24)

1.58***
1.34*
1.82***
1.14
1.97***
1.64***
1.37**
referent

(1.25, 2.00)
(1.07, 1.68)
(1.45, 2.27)
(0.90, 1.44)
(1.55, 2.49)
(1.31, 2.06)
(1.08, 1.75)
--

---------

---------

1.81***
1.69***
2.07***
1.31*
2.12***
1.88***
1.80***
--

(1.40, 2.34)
(1.30, 2.18)
(1.62, 2.66)
(1.01, 1.70)
(1.64, 2.74)
(1.46, 2.41)
(1.37, 2.36)
--

referent
1.31***

-(1.19, 1.44)

---

---

-1.04

-(0.93, 1.16)

referent
1.36***

-(1.24, 1.48)

---

---

-1.09

-(1.00, 1.20)
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APPENDIX I. SPA VARIATION IN SUBSEQUENT ENGAGEMENT
Given the strong emphasis on community and place-based services at First 5 LA and in PFF, SPA level
outcomes were examined in more detail. Here we describe SPA level rates of subsequent engagement
across four indicators. Examining multiple indicators can potentially help us discern patterns that are
relevant to describing SPA performance and practice in the current sub-study. Even more importantly,
SPA level patterns of subsequent engagement may impact family functioning and child maltreatment
outcomes that will be examined in upcoming reports.
Using the sample of all PFF cases that were closed,16 shows the percentage of families in each SPA that
received an average of 2 or more home visits per month, that received 10 or more home visits in total,
that stayed in PFF for 5 months or longer, and that were rated by the case manager as having achieved
goals as the only reason for termination. This diverse set of indicators enables us to examine the rates at
which families received the intended dosage of service intensity as determined by program (2 home
visits per month and at least 5 months of service), whether they received an adequate amount of home
visits (10 home visits = 5 months * 2 visits per month), and a rough measure of whether the family had
made progress at the point of case closure from PFF. In addition, because SPAs varied considerably in
the extent to which they served Prenatal and DCFS cases, the table below also shows rates of sustained
engagement separately for each type of case. 17

16

SPA 9 cases were excluded because of the small number of closed cases (n = 10) and the negative bias
associated with a shortened observation period—all SPA 9 cases were opened in fiscal year 2011.
17

We focus our descriptive analyses on Prenatal and DCFS cases because they represent two distinct
target populations served by PFF. Obviously, SPA variation in subsequent engagement may be due to
other differences among SPAs in characteristics of cases that were served, including demographic
characteristics (e.g., race/ethnicity) and the types or severity of risk factors. Multivariate analyses
control for at least some of these factors.
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Table I- 1: Patterns of Engagement by SPA and Type of Case - 4 Indicators of Subsequent
Engagement
SPA
All Cases
1
2
3
4
5
6
7
8
Prenatal Cases
1
2
3
4
5
6
7
8
DCFS Cases
1
2
3
4
5
6
7

18

N

2905
246
697
422
451
120
587
255
127
Eta-->
783
26
65
164
232
68
87
78
63
Eta-->
2122
220
632
258
219
52
500
177

2 + Home
Visits per
Month
57%
47%
55%
73%
52%
86%
57%
49%
42%
.21
54%
38%
46%
71%
49%
82%
32%
52%
42%
.30
59%
48%
56%
75%
56%
90%
62%
48%

10+ Home
Visits

5 Month
Retention

Achieved
Goals

54%
55%
56%
74%
60%
81%
37%
38%
35%
.28
58%
65%
57%
77%
58%
79%
22%
43%
43%
.35
53%
54%
56%
71%
63%
83%
40%
35%

54%
62%
58%
68%
60%
74%
37%
35%
41%
.26
59%
73%
57%
76%
57%
75%
43%
38%
44%
.27
52%
61%
58%
64%
63%
73%
36%
34%

58%
62%
53%
72%
45%
78%
65%
54%
39%
.22
56%
73%
55%
80%
36%
78%
63%
44%
46%
.36
59%
61%
53%
66%
54%
77%
65%
59%

18

There were no missing data on the 5 month retention and goal achievement indicators. For 2 home
visits per month, N = 2792 (N = 762 for prenatal cases and N = 2030 for DCFS cases). For 10 or more
home visits, N = 2833 (N = 767 for prenatal cases and N = 2066 for DCFS cases).
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SPA
8

N18
64
Eta-->

2 + Home
Visits per
Month
42%
.19

10+ Home
Visits

5 Month
Retention

Achieved
Goals

26%
.25

38%
.25

33%
.15

Bold = SPA rate is significantly higher (p < .05) when compared (using Chi-square) to all others combined
italics = SPA rate significantly lower (p < .05) when compared (using Chi-square) to all others combined
Note: Chi-square analyses revealed that differences among SPAs were statistically significant (at p <
.001) for all indicators
Before examining sustained engagement patterns in PFF for individual SPAs, we describe some
important overall findings in Table I-1. First, the differences among SPAs as a group were statistically
significant (p < .001 using the Chi-squared analyses) for all indicators for all three samples (total,
prenatal cases, DCFS cases). Using normative standards of interpretation, the size of these differences
(i.e., the effect size, using the Eta statistic) were small to medium.19
Differences among SPAs (as reflected in the Eta statistic) were consistently larger for prenatal cases (Eta
values ranging from .27 to .36, all of medium effect size) compared with DCFS cases (Eta values ranging
from .15 to .25, small effect sizes for two indicators and barely reaching the threshold for medium effect
sizes on two indicators). The differences in effect sizes were particularly large for indicators related to
home visits and goal achievement at case closure (e.g., Eta = .35 for prenatal cases and .15 for DCFS
cases). This suggests the possibility that, in prenatal cases, there may have been more variation among
SPAs in implementing the program model as it pertains to home visits and gauging family progress or
success at the time of case closure. Alternatively, it is possible that there was variation in the severity of
prenatal cases served across SPAs and that this contributed to greater SPA variation in sustained
engagement outcomes.
The greater variation in prenatal outcomes between SPAs could also be due to the referral and
recruitment methods for prenatal cases. In contrast to the systematic referral methods of DCFS cases,
each SPA was individually responsible for recruiting prenatal participants, whether through word of
mouth or by developing a referral process with local or community entities (e.g., law enforcement,
hospitals, social services). Naturally, SPAs met with varying levels of success: Some reported having to
invest substantial time and resources into identifying and enrolling minimal prenatal cases, while others
reported having an on-going waitlist because demand for their services was so high despite little

19

Eta is a categorical correlation coefficient that is analogous to Pearson’s r, which is a measure of the
association between continuous variables. We use the Eta statistic here to indicate the magnitude (i.e.,
size) of the effect of a predictor variable (e.g., SPA) on a dependent variable (e.g., whether a family was
in PFF for at least 5 months). Etas of .11 to .24 are considered small effect sizes, .25 to .37 are medium
effect sizes, and .38 and above are large effects sizes (using Cohen’s standards for effect sizes, Cohen,
1988). Eta-squared (like r-squared) tells us the percentage of variance in an outcome that is accounted
for by one or more predictor variables.
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recruitment efforts. Differences in the abilities of SPAs to enroll pregnant mothers may carry over into
their capacities to sustain engagement over time, which might in turn explain the stronger influence of
SPA variation on prenatal outcomes.
Another possible explanation has to do with the different referral contexts for DCFS cases and prenatal
cases. Based on qualitative data from previous PFF evaluation years, the DCFS referral process can be
characterized as semi-coercive—that is, although the program is technically voluntary, many caregivers
referred to PFF feel as if they must enroll. In contrast, the more voluntary nature of prenatal referrals
may cause the individual SPAs’ engagement efforts to be a stronger influence on the length and extent
of pregnant mothers’ engagement.
Also, as noted in an earlier section, there were modest but statistically significant differences overall
between prenatal and DCFS cases—families in prenatal cases were more likely to have 10 or more home
visits and to remain in PFF for 5 months or longer. The general trend for prenatal cases to have a longer
length of service may be due to PFF’s overall model of trying to keep a mother enrolled until the new
baby is 6 months old. Furthermore, because prenatal cases are often self-referred, there may be more
internal motivation for change, utilization of services, and active engagement in PFF. On the other hand,
families referred by DCFS were somewhat more likely to meet to average 2 or more home visits per
month (59% vs. 54% for prenatal cases). Thus, the intensity of service (rather than the duration) was
more likely to be higher for DCFS cases, which could reflect greater concerns about and monitoring of
risk factors in some cases. Conversely, prenatal cases may have a lower rate of receiving 2 or more
home visits per month due to decreased need for home visits in the prenatal period, when a pregnant
mother’s situation has yet to change drastically or concretely. Thus, case workers may visit a pregnant
mother less before birth and then more after giving birth, when a mother is likely to need much more
support.
To aid in the examination of SPA patterns, Table I-1 highlights (through bold and italicized figures)
instances in which the sustained engagement rates shown for an individual SPA differed (at p < .05) from
the rates of all other SPAs combined. For example, 57% of all families in the total sample averaged 2 or
more home visits per month. In SPA 1, 47% of all families had an average of 2 or more home visits per
month—and this figure is italicized to indicate that this rate for SPA 1 was significantly lower than the
rate for all other SPAs combined.20 Table I-1 shows that two SPAs (SPAs 5 and 3) had consistently high
rates of sustained engagement across all indicators for all three samples (all cases, prenatal and DCFS
cases). Two other SPAs (8 and 7) had relatively low rates of sustained engagement on most indicators
and no instances of high rates of involvement. Findings for SPAs 1, 2, 4, and 6 were more mixed, with
each SPA having a combination of high, low, and average rates of sustained engagement across
indicators.

20

While the comparative rates for all other SPAs (other than SPA 3) are not shown in the table, they are
provided in the SPA 1 profile.
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SUBSEQUENT ENGAGEMENT PROFILES BY SPA
Below we summarize sustained engagement patterns for each SPA (i.e., SPA profiles), including the
within SPA analyses (prenatal vs. DCFS cases) noted above. It is important to keep in mind that the
ability to detect statistically significant differences is greater for SPAs with larger samples. In addition,
differences between SPAs can result from a range of factors, including differences in:







populations served (e.g., levels of risk or social isolation)
characteristics of the referral process (e.g., the approach of DCFS staff to telling parents about PFF
or the level of collaboration between PFF and referral source)
quality of practice—how well case managers and programs engage families
timing of case opening (i.e., cases opened in fy11 have a reduced observation period and a
corresponding reduction in the likelihood of sustained engagement among closed cases)
procedures for deciding which cases to accept and when to open a case
worker or agency norms/thresholds in making judgments about whether families have achieved
their goals at case closure

The extent of internal and external pressures to improve outcomes (which can improve actual outcomes
or lead to lower thresholds for making judgments related to whether the family actually achieved goals
or whether family functioning improved).
Multivariate models reported in Approach to Analysis of Factors Predicting Initial and Subsequent
Engagement in PFF examine SPA level impact on three of the sustained engagement indicators while
controlling for some of the influences of case characteristics (e.g., demographics, baseline functioning,
and year of case opening), and we reference these findings in describing SPA patterns.21 We also
incorporate additional analyses in the SPA profiles in which we examined whether sustained
engagement rates for Prenatal vs. DCFS referrals differed within each SPA and whether sustained
engagement patterns varied over time (i.e., by fiscal year of entry into PFF). Finally, information gleaned
from interviews and discussions with staff in each SPA about their approach to PFF and to data
collection is used to offer plausible interpretations of SPA level findings.

21

However, given the absence of historical data on prior maltreatment and risk levels which were
unavailable for this analysis, it is likely that there are unmeasured factors that could be affecting
outcomes.
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SPA 1 SUBSEQUENT ENGAGEMENT PROFILE
SPA 1 served 246 families in the closed case sample, and focused primarily on DCFS referrals. Of the 246
families, 11% (N = 26) were prenatal cases and 89% (N = 220) were DCFS referrals. As shown in Figure I1, for the total sample, SPA 1 had relatively low rates of home visit intensity—47% of families received
an average of 2 or more home visits per month (vs. 59% for all other cases), average (i.e., not
significantly higher nor lower than all other SPAs combined) rates of families receiving 10 or more home
visits (54%), relatively high 5 month retention rates (62% vs. 53% for other cases), and rates of goal
achievement at case closure (62%) that did not differ significantly from all other cases.
Multivariate analyses of the total sample on three of the four indicators in the SPA 1 profile chart
showed that, while controlling for some important case characteristics (including type of referral) and
baseline family functioning, the odds (odds ratios) of sustained engagement for SPA 1 fell fairly
consistently in the middle of the group of SPAs for all three indicators examined (10 or more home visits,
5 month retention, and goal achievement at case closure). That is, SPA 1 ranked 4th or 5th among all
SPAs in the likelihood22 of sustained engagement across these three indicators.
SPA 1’s relatively low percentage of families receiving 2 home visits per month may be due in part to the
shear geographical size of SPA 1, which spans approximately 2,200 square miles of the sparsely
populated Antelope valley. Clients who lived in remote areas of SPA 1 may have received less frequent
visits. The relatively high 5-month retention rate could be due to the fact that SPA 1 does not enter a
family into the FAF until the caseworker gets a sense that the family is invested in PFF and unlikely to
drop out soon.
SPA 1 case managers had the lowest mean ratings of overall job satisfaction, quality of supervision,
feeling valued, salary raises, and advancement opportunities on the Year 5 Agency Staff survey. This
could have contributed indirectly to lower home visit intensity or to inhibiting higher performance on
other sustained engagement indicators, as well as on more qualitative dimensions of service quality not
measured here (e.g., the quality of the parent’s relationship with the case manager).
For prenatal cases, while SPA 1 had relatively high rates of retention and goal achievement at case
closure (over 70%), there were no significant differences between SPA 1 cases and all other cases (from
all other SPAs) on any of the four indicators. The small number of prenatal cases served in SPA 1 (N = 26)
inhibited our ability to rule out the possibility that these differences were due to chance. For the DCFS
sample, as with the total sample, SPA 1 had relatively low rates of 2 visits per month (48%) and relatively
high rates of 5 month retention (61%).

22

This is based on the size of relative risk ratios reported in the multivariate analysis in Section X.
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Figure I- 1: SPA 1 Subsequent Engagement Profile
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According to Figure I-1, SPA 1 comparisons of sustained engagement indicators for DCFS vs. Prenatal
cases revealed no statistically significant differences, though the small number of prenatal cases again
inhibited the power of these analyses to detect differences of 10-12 percent. The smaller number of
families in prenatal cases had somewhat lower rates of home visit intensity (38% averaged 2 or more
visits per month compared to 48% of DCFS cases) but somewhat higher rates of 10 or more home visits
(65% vs. 54% for DCFS cases), 5 month retention (73% vs. 61%), and achieving goals at case closure (73%
vs. 61%). Thus, compared to DCFS cases, there was a slight (but not statistically significant) tendency for
prenatal cases to stay in PFF for at least 5 months, have more home visits, and terminate positively. As
noted for the overall sample, mothers in prenatal cases may be in less need of frequent visits prior to
the birth of the child (or case managers may assume this), contributing to lower ratings on this indicator.
An analysis of sustained engagement in SPA 1 by fiscal year of case opening (i.e., entry cohort) yielded
two discernible trends (see Figure I-2). First, there was a modest gradual increase in the percent of
families receiving 10 home visits from 50% in 2007 to 58% in 2010. Second, there was a marked increase
in rates of goal achievement at case closure, from 40% for 2007 entrants to 62% in 2008 to 69% in both
2009 and 2010. The large increase in goal achievement may be partly due to increases in home visit
dosage, but other explanations are needed. The lack of criteria for defining goal achievement at case
closure makes this a subjective decision that is prone to changing criteria. So it is not clear whether
increased rates of goal achievement over time in SPA 1 are due to improved client outcomes, changes in
goals (e.g., toward more concrete or short term goals in more cases), or lower thresholds for
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determining whether goals were met. Increased monitoring or pressure (from First 5, DCFS, and internal
sources) can also affect decision criteria and thresholds.23

Figure I- 2: SPA 1 Subsequent Engagement by Fiscal Year
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SPA 2 SUBSEQUENT ENGAGEMENT PROFILE
SPA 2 served the largest number of families (N = 697) in the closed case sample, and focused primarily
on DCFS referrals. Of the 697 total cases, 9% were prenatal cases (N = 65) and 91% were referred by
DCFS (N = 632). As shown in Figure I-3, for the total sample, SPA 2 had relatively high 5 month retention
rates (58%) and average (i.e., not significantly different from cases from all other SPAs) rates on other
indicators of sustained engagement—2 or more home visits per month (55%), 10 or more home visits
(56%), and goal achievement at case closure (53%).
Multivariate analyses of the total sample on three of the four indicators in the SPA 2 profile chart were
largely consistent with bivariate findings. They showed that, while controlling for some important case
characteristics (including type of referral) and baseline measures of functioning, among the eight SPAs,
SPA 2 had the 4th highest likelihood of 10 or more home visits, 3rd highest likelihood of 5 month
retention, and 6th highest likelihood of goal achievement at case closure. Thus, SPA 2 fell fairly
consistently in the middle of the group of SPAs for all three indicators examined.

23

For discussion of issues related to worker thresholds in child welfare practice decision making, see
Wolock,1982; and Rossi, Schuerman, & Budde, 1999.
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Along with the fact that SPA 2 served the most families, the Year 5 Agency Staff Survey revealed that
SPA 2 case managers had the highest median caseloads (14) among SPAs. It is possible that SPA 2 case
managers, even though they also expressed positive ratings of satisfaction with their workload and their
jobs overall, were spread more thinly than other case managers and that this contributed to the slightly
lower rates of goal achievement. It is worth exploring how SPA 2 case managers decided whether a
family achieved goals at case closure and whether they would have liked to have had more time to work
with families.

Figure I- 3: SPA 2 Subsequent Engagement Profile
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While we chose to focus on sustained engagement in the SPA profiles, it is important to recognize that
SPA 2 had some very positive early engagement findings. Among all SPAs, SPA 2 had the highest
percentage of families (89%) that received 2 or more home visits in the first 30 days. Thus, SPA 2
appeared to have successfully implemented early home visits with families, which are important in
establishing a strong working relationship.
For the sample of prenatal cases, rates of sustained engagement in SPA 2 did not differ significantly from
all other cases for any of the four indicators. For the sample of DCFS cases, SPA 2 had relatively high
rates of 5 month retention (58%) and relatively low rates of goal achievement at case closure (53%)
(Figure I-3). It should be noted again that these rates were not extremely high or low relative to other
sites, but the large sample of DCFS cases in SPA 2 made it easier for relatively small differences to be
statistically significant. In analyses of sustained engagement by the fiscal year in which a family entered
PFF, there were no strong historical patterns for SPA 2 overall or by type of case.
SPA 2 comparisons of sustained engagement indicators for DCFS vs. Prenatal cases revealed no
statistically significant differences, though DCFS cases were somewhat more likely than prenatal cases to
average 2 or more home visits per month (56% vs. 46% for prenatal cases, p = .12). As noted for the
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overall sample, mothers in prenatal cases may be in less need of frequent visits prior to the birth of the
child (or case managers may assume this), contributing to lower ratings on this indicator.
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SPA 3 SUBSEQUENT ENGAGEMENT PROFILE
SPA 3 served 422 families in the closed case sample and was one of only two sites to serve over 100
families for both Prenatal and DCFS referrals. Of the 422 total cases, 39% were prenatal cases (N = 164)
and 61% were referred by DCFS (N = 258). In Figure I-4, rates of sustained engagement for SPA 3 were
significantly higher than for the rest of the sample on all indicators for the total sample as well as the
prenatal and DCFS samples. Overall (i.e., total sample) 73% of families averaged 2 or more home visits
per month (vs. 55% in all other SPAs), 74% received 10 or more home visits (vs. 51%), 68% stayed in PFF
for at least 5 months (vs. 52%), and 72% were rated as achieving goals at case closure (vs. 56%).
Differences between SPA 3 and all other SPAs were particularly large for prenatal cases. For example, 5
month retention and goal achievement rates for prenatal cases were much higher in SPA 3 (76% and
80% respectively) than in all other SPAs (54% and 50%).
Multivariate analyses of the total sample on three of the four indicators in the profile chart were
consistent with these descriptive findings. While controlling for some important case characteristics
(including type of referral) and baseline measures of functioning, SPA 3 had the 2nd highest likelihood of
sustained engagement on all indicators examined (10 or more home visits, 5 month retention, and goal
achievement at case closure) among the eight SPAs. Thus, SPA 3 had relatively high rates of sustained
engagement across indicators.

Figure I- 4: SPA 3 Subsequent Engagement Profile
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The fact that high ratings of goal achievement in SPA 3 were accompanied by relatively high rates of
home visiting and retention is consistent with the PFF program model and provides some tentative
support for the assumption that the goal achievement indicator is a meaningful measure of progress.
However, the subjective nature of the goal achievement indicator makes it prone to changing in the face
of changes in internal and external factors and pressures.
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Figure I-5 shows sustained engagement patterns in SPA 3 by the fiscal year in which the family entered
PFF (i.e., an entry cohort).24 Perhaps most importantly, this chart shows that sustained engagement
indicators were all at their lowest (though still high relative to other sites) for 2008 entrants and then
increased in 2009 (except retention) and 2010. The marked increase in goal achievement from 65% for
2008 entrants to 78% for 2010 entrants could be due either to actual improvements in services and
outcomes or to other factors such as lowered thresholds for determining whether goals were met or
increased pressure to improve outcomes (which can lead to actual improvement or changes in
measurement). But the fact that PFF home visit dosage and retention indicators also increased between
2008 and 2010 provides support for the interpretation that improvements in retention and increases in
home visits contributed to improved outcomes at case closure in SPA 3.

Figure I- 5: SPA 3 Subsequent Engagement by Fiscal Year
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In exploring other factors that may help interpret sustained engagement outcomes, we note that SPA 3
consistently used the FAF as the primary case planning tool. As a result, contact information could have
been entered more carefully and consistently than at other SPAs, explaining the high levels of home
visits. During a February 2011 site visit by the Evaluation Team, SPA 3 representatives reported that they
require at least 3 visits before an assessment is completed. For the purpose of the current analysis,
screening out families that are not initially engaged will necessarily contribute to higher levels of
involvement, contact, and goal achievement, though the impact on sustained engagement rates relative
to other SPAs cannot be estimated using the FAF data.
SPA 3 comparisons of sustained engagement indicators for DCFS vs. Prenatal cases revealed that families
with prenatal referrals had significantly higher rates of 5 month retention (76% vs. 64% for DCFS cases, p

24

Fiscal Year 2011 cases were excluded due to the shortened observation period for these cases.
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= .006) and goal achievement at case closure (80% vs. 66% for DCFS cases, p = .001). During the site visit,
SPA 3 staff imparted that word-of-mouth was responsible for their high-rate of self-referred prenatal
cases. It is plausible that these pregnant mothers had higher levels of self-motivation than their DCFS
peers, leading to more positive outcomes in engagement, retention and goal achievement. Alternatively,
the higher retention levels of pregnant mothers could be explained by PFF’s preference to keep prenatal
clients involved until the newborn reaches 6-months old.
One contributing factor to SPA 3’s high rate of sustained engagement may be due to its employment of
both case managers and masters-level clinicians. At intake, SPA 3 assigns each family with one of these
two types of case workers based on its level of risk. Having trained clinicians available to serve high-risk
families may enable more of these families to receive the services (e.g., mental health services) they
need most. Case managers may in turn be better able to focus on families that have greater interest in
utilizing concrete resources or greater capacity to benefit from educational and supportive (rather than
therapeutic) approaches to service delivery.

SPA 4 SUBSEQUENT ENGAGEMENT PROFILE
SPA 4 served 451 families in the closed case sample and was the only site to serve over 200 families for
both Prenatal and DCFS referrals.25 Of the 451 total cases, 51% were prenatal cases (N = 232) and 49%
were referred by DCFS (N =219). As shown in Figure I-6, compared with all other SPAs, SPA 4 had
relatively high rates of families with 10 or more home visits (60%) and staying in PFF for 5 months or
longer (60%), but relatively low rates of families with 2 or more home visits per month (52%) and
particularly low rates of families who achieved goals at case closure (45%). Multivariate analyses of the
total sample on three of the four indicators in the profile chart were fairly consistent with these
descriptive findings. While controlling for some important case characteristics (including type of referral)
and baseline measures of functioning, among the eight SPAs, families in SPA 4 had the 3rd highest
likelihood of 10 or more home visits, the 5th highest likelihood of 5 month retention (but this likelihood
was almost identical to that of the 4th highest SPA), and the 7th highest likelihood of goal achievement at
case closure. Thus, SPA 4 had fairly mixed results on sustained engagement indicators overall.

25

This figure underestimates the actual number of families served in SPA due to database and data
management problems early in the initiative. SPA 4 reported that 198 clients were served in FY07, in
contrast to the FAF dataset used by the Evaluation team, which counted only 12, 8 of which were closed.
Correspondence with a SPA 4 representative uncovered many data issues that may account for lower
enrollment numbers in the beginning of PFF. During FY07, data were inputted into multiple (about 13)
separate FAF databases at different computers. This led to poor quality assurance. By the end of the
year, this issue was resolved when an internal server was set up so that one database could be used by
everyone.
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Figure I- 6: SPA 4 Subsequent Engagement Profile
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When just DCFS cases were examined, SPA 4 did not differ significantly from other SPAs (combined) on
any of the sustained engagement indicators, though it had somewhat higher rates of 10 or more visits
and 5 month retention (both 63% vs. 53% and 52%, respectively, for cases from all other SPAs). Within
SPA 4, sustained engagement was more positive for DCFS referrals than for prenatal cases on all four
indicators. These differences were statistically significant only for the goal achievement indicator—54%
of families referred by DCFS were rated as having achieved goals at case closure compared with a very
low rate of 36% for prenatal cases (p < .001, Eta = .18). The 36% goal achievement rate was the lowest
among SPAs for prenatal cases and accounted for much of the low goal achievement results for SPA 4’s
total sample. The reasons for the particularly low goal achievement rates for prenatal cases in SPA 4 are
unclear, but worthy of exploration for the program in order to inform future quality improvement
efforts. During a February 2011 site visit, SPA 4 reported that it opens a case on the first meeting, which
usually coincides with the first assessment if an adequate rapport with the client is established. Perhaps
clients are not sufficiently invested, leading to less successful outcomes. But it is not clear whether or
how this might have contributed to the differentially lower goal achievement outcomes for prenatal
cases. Figure I-7 shows sustained engagement patterns in SPA 4 by the fiscal year in which the family
entered PFF (i.e., an entry cohort) from 2008 to 2010.26 Most notably, the chart shows marked declines
between 2008 and 2010 rates of 10 or more home visits (from 75% to 58%), 5 month retention (from
77% to 55%) and especially in rates of goal achievement at case closure (from 63% to 36%).

26

Fiscal year 2007 entrants in SPA 4 were excluded because of the small number of cases opened that
year. Fiscal Year 2011 data for 38 families were excluded due to the shortened observation period for
closed cases and the negative bias of excluding many families that were still in PFF at the time data were
extracted.
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Furthermore, these declines occurred for both prenatal and DCFS cases. Thus, the overall sustained
engagement results for SPA 4 described above mask a precipitous decline over time.
The largest annual decline in home visit dosage and retention rates between 2008 and 2009
corresponds to a large increase in the overall number of case openings (from 114 in FY2008 to 144 in
FY2009). The increase in case openings could have either been the result of lower retention rates in PFF
(e.g., when families leave more quickly, new cases can be opened sooner) or the cause of lower
retention rates (e.g., if the program were pressured to serve more families, this could be achieved
through quicker exits from PFF). While the declines in rates of 10 or more home visits and 5 month
retention could result from a variety of factors (e.g., changes in case opening procedures, movement
toward a short-term program model), the even sharper concurrent decline in goal achievement supports
a concern about declining program quality and outcomes.

Figure I- 7: SPA 4 Subsequent Engagement by Fiscal Year
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Figure I-8 illustrates that declining rates of retention have occurred not only for the 5 months indicator,
but also earlier in the life of a family’s experience in PFF for SPA 4. One month and 3 month retention
rates declined from 99% and 91% respectively for the 2008 entry cohort to 90% and 70% for the 2010
cohort. These findings also support concerns about declining service quality, though it should be noted
that other explanations are plausible (e.g., changes in case opening or data entry procedures, increased
attention to whether families want to continue at the beginning of PFF).
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Figure I- 8: SPA 4 1, 3, and 5 Month Retention Rates by Fiscal Year
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SPA 5 SUBSEQUENT ENGAGEMENT PROFILE
SPA 5 served 120 families in the closed case sample, the smallest number of families served within SPAs.
This program was one of three SPAs that served more prenatal cases than DCFS cases. Of the 120
families served in SPA 5, 43% (N = 52) were DCFS cases and 57% (N =68) were prenatal. Rates of
sustained engagement for SPA 5 were significantly higher than all other SPAs for all indicators and for
the total sample as well as the prenatal and DCFS samples. As shown in Figure I-9, for SPA 5’s total
sample, 86% of families averaged 2 or more home visits per month (vs. 56% for cases in all other SPAs),
81% received 10 or more home visits (vs. 53% for other cases), 74% stayed in PFF for at least 5 months
(vs. 53% for other cases), and 78% were rated as achieving goals at case closure (vs. 57% for other
cases). For all four indicators for the total sample, these were the highest sustained engagement rates
among SPAs. In particular, the 86% rate of home visit intensity (2 or more visits per month) was 13% and
29% greater than the rates of the next highest SPAs.
Multivariate analyses of the total sample on three of the four indicators in the SPA 5 profile chart were
consistent with the descriptive findings. While controlling for some important case characteristics
(including type of referral) and baseline measures of functioning, SPA 5 had the highest likelihood of
sustained engagement on all indicators examined (10 or more home visits, 5 month retention, goal
achievement at case closure) among the eight SPAs. Thus, SPA 5 consistently had the highest rates of
sustained engagement among sites.
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Figure I- 9: SPA 5 Subsequent Engagement Profile
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SPA 5 comparisons of sustained engagement indicators for DCFS vs. Prenatal cases revealed no
significant differences between the groups on any of the four indicators in Figure I-9. Thus, sustained
engagement rates were similar for both groups within SPA 5. This may reflect some consistency in the
overall approach to providing PFF services for both groups of families as well as competency in meeting
the particular needs of these 2 different populations such that they stay involved for a similar amount of
time.
The high rates of retention and goal achievement in SPA 5 are consistent SPA 5 staff’s descriptions of
their service process: In a January 2011 site visit by the Evaluation Team, SPA 5 staff emphasized the
importance of working with families until all goals are achieved and until the family could make it on
their own. SPA 5 staff were encouraged not to close cases based on the family having reached the 6
month point in PFF services, but rather to make decisions about case closure from a “clinical
perspective”, one that examined whether or not the family was ready to graduate. Based on higher
rates of retention and a much longer mean length of service (mean = 239 days) than other SPAs, this
individualized approach of allowing longer periods of service when clinically appropriate appears to
differ from the approaches of other PFF programs, which may be more likely to emphasize time limits.
The emphasis on a “clinical perspective” in assessing the appropriateness of case closure may also
suggest higher thresholds in SPA 5 for determining when families were ready to terminate.
Another plausible explanation for SPA 5’s positive results on all measures of sustained engagement may
have been its relatively small caseload. Over all four years, SPA 5 served about 120 cases. In addition,
the Year 5 staff survey, SPA 5 case managers reported lower median caseloads (5.5) than case managers
in other SPAs. Smaller caseloads as well as longer time frames for service provision can be driven by
program ideals, but they could also be affected by a paucity of referrals or referrals that are acceptable
to the program. Either way, these results do suggest either a) less of a focus on a specific length of time,
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and more focus on goal achievement, or b) a standard for length of service that is greater than 5-6
months.
There are other factors that may explain in part why SPA 5 had such positive sustained engagement
findings. First, unlike other SPAs, SPA 5 rejects more severe cases from DCFS because they are viewed as
being inappropriate for PFF. Thus, they may serve fewer high-risk families than other SPAs. While our
multivariate analyses controlled for baseline functioning and demographic characteristics, unmeasured
risk (e.g., prior maltreatment, SDM risk scores) may account for lower sustained engagement for other
SPAs. Second, the SPA 5 contact data (on home visits) may be more reliable since they uniquely use the
FAF as an electronic medical record to meet clinical standards for documenting cases. Management is
stringent about having all data entered properly, engaging in frequent audits. Caseworkers are given 2
weeks to input missing data before receiving a “performance issue.” Third, we wonder whether SPA 5
may have access to more resources—financial or otherwise—through St. John’s Hospital.
Fourth, in the Year 5 Staff Survey, SPA 5 case managers had the highest mean ratings among all SPAs on
multiple dimensions of job satisfaction, including overall job satisfaction, the quality of supervision, and
being valued for your work. High levels of job satisfaction may reflect a high level of commitment to the
program, its staff and ideals, which can in turn translate into better services for clients (e.g., Glisson &
Hemmelgarn, 1998).27 Sixth, characteristics of SPA 5’s approach to direct services and the quality of the
staff who implement PFF may contribute to more positive outcomes for clients. Finally, given the strong
emphasis on monitoring documentation and performance, it is possible that there is some pressure for
staff to report positive outcomes (as is notable in the educational field). Fuller discussion of the factors
that might contribute to SPA 5’s positive sustained engagement outcomes could be illuminating.
In future analyses, it will be important to examine whether consistently high or low levels of sustained
engagement in some SPAs contribute to more positive family functioning and child maltreatment
outcomes.

SPA 6 SUBSEQUENT ENGAGEMENT PROFILE
SPA 6 served 587 families in the closed case sample, the second largest number of families served
among SPAs. SPA 6 focused primarily on DCFS referrals. Of the 587 families, 15% (N = 87) were prenatal
cases and 85% (N = 500) were DCFS referrals. For the total sample, Figure I-10 shows that SPA 6 had
significantly lower rates of families receiving 10 or more home visits (37% vs. 54% for cases from all
other SPAs) and 5 month retention (37% vs. 54% for all other cases). Rates of home visits per month in
SPA 6 were about average (57%), and rates of goal achievement at case closure were relatively high
(65% vs. 58% for all other cases).
Multivariate analyses of the total sample on three of the four indicators in the profile chart were
consistent with the findings for the total sample. While controlling for some important case
characteristics (including type of referral) and baseline measures of functioning (e.g., living conditions

27

However, SPA 5 overall job satisfaction levels were slightly below average in the Year 4 Staff Survey.
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and financial conditions, which tend to be more problematic in SPA 6 than in other SPAs), among the
eight SPAs, SPA 6 had the 7th highest likelihood of 10 home visits or more, the 8th highest likelihood of 5
month retention, and the 3rd highest rate of goal achievement at case closure.
Among prenatal cases, SPA 6 had by far the lowest rates of sustained engagement among SPAs on the
two indicators that involved home visits received. Furthermore, there were large and statistically
significant differences between prenatal and DCFS cases within SPA 6 on these two indicators - families
in prenatal cases were significantly less likely than DCFS referrals to receive 10 or more home visits (22%
vs. 40% for DCFS cases, p = .001) and to average 2 or more home visits per month (32% vs. 62% for DCFS
cases, p < .001). The rates of 5 month retention (43% for prenatal vs. 36% for DCFS) and goal
achievement at case closure (63% for prenatal vs. 65% for DCFS) did not differ significantly by type of
case. Within SPA 6, it is worth considering plausible explanations as to why prenatal cases were only
about half as likely as DCFS cases to receive 10 or more home visits and 2 or more visits per month. In
addition, given the lower dosage of services received by families in prenatal cases, it is unclear why they
have similarly high rates of goal achievement.
Prenatal cases in SPA 6 had particularly high (i.e., risky) mean ratings at baseline of family living
conditions (FAF Section A), financial conditions (Section B), and cooperation (item H6) relative to other
SPAs and to DCFS cases within SPA 6. This suggests that the prenatal cases in SPA 6 may have been
particularly challenging or, alternatively, that SPA 6 staff may have felt particularly challenged by these
cases. Either scenario could make it more difficult for case managers to engage and build a collaborative
and sustainable relationship with parents that would involve multiple home visits and staying in PFF for
a substantial period of time.
But these findings do not explain the relatively high levels of goal achievement in prenatal cases. It is
possible that SPA 6 tended to have more modest goals for prenatal cases or low thresholds for
determining whether families met their goals at case closure.

Figure I- 10: SPA 6 Subsequent Engagement Profile
70%
60%
50%
40%
30%
20%
10%
0%
87

696

500

1622

587

2318

SPA 6

All others

SPA 6

All others

SPA 6

All others

Prenatal

DCFS

2 or more HV per month

10 Home Visits

5 Month Retention

Family Achieved Goals

PFF Comprehensive Evaluation: Final Report

Total

Appendices

201

Thus, SPA 6 had relatively low rates of sustained engagement indicators related to two dosage criteria,
10 home visits and 5 month retention. It should be noted that these indicators are highly correlated.
That is, families that do not stay in PFF for 10 months are not likely to receive 10 home visits. SPA 6 may
have been less focused on ensuring that families stay in PFF for a set amount of time. A SPA 6
administrator emphasized that “Termination happens when a family achieves its goals” during a site visit
on February 2011. “That could be 3 months or 6 months.” This perspective reflects some degree of
emphasis on a time limit (about 6 months) for PFF services as well as a belief that some that some family
goals can be achieved more quickly. It is also possible that SPA 6 tended to focus on more easily
obtainable or short-term goals than other SPAs. This would be one explanation for the dual findings of
low 5 month retention rates and high rates of goal achievement at case closure.
There is strong empirical support for the possibility that SPA 6 was more likely than other SPAs to focus
on short term attainable goals comes. SPA 6 had a higher percentage of closed cases that had closed
within 3 months (36% vs. 24% for all other cases). In addition, and more importantly, of those families
that stayed less than 3 months, SPA 6 had a much higher rate of goal achievement (50% vs. 10% for all
other cases, p < .001).
SPA 6 served a very large number of cases, especially DCFS cases (N = 500). Shorter lengths of service28
and lower retention rates in a given program can result from the desire or pressure (from administrators
or DCFS) to serve more families that are being referred or are on waiting lists. Some programs, especially
those in high poverty communities like SPA 6, may be philosophically oriented toward providing shortterm services or concrete services.29 Case level factors (e.g., risk, severity) that were not measured in the
multivariate analyses could also account for the difference. It would be useful to explore these and
other topics with SPA 6 to consider more fully plausible explanations of sustained engagement factors.
Figure I-11 shows the patterns of sustained engagement in SPA 6 by the fiscal year the case opened.30
Relative to the 2008 and 2009 cohorts, 2010 showed declining rates of 10 or more home visits (from
53% in 2008 to 28% in 2010) and of 5 month retention (from 52% in 2008 to 33% in 2010) and dramatic
increases in goal achievement (from 52% in 2008 to 75% in 2010). These changes were not seen for the
remainder of PFF cases (all other SPAs combined). The declining rates of families with 10 or more home
visits and 5 month retention reflect clear changes in service delivery in SPA 6. The slight increases in
rates of families with 2 home visits per month make clear that reductions in the length of service led to

28

SPA 6 had the second lowest mean length of service (mean = 138 days) among the eight SPAs.

29

In the Year 5 Agency Staff Survey, SPA 6 had a relatively low percentage of case managers (2 of 6,
33%) who had Masters’ degrees. This could potentially be associated with a greater emphasis on
concrete services and less emphasis on long term “therapeutic” services.
30

Fiscal Year 2011 cases were excluded due to the shortened observation period for these cases.
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lower rates of 10 or more home visits. The decreased length of service helped to facilitate higher
numbers of case openings in 2009 and 2010 relative to previous fiscal years.
While dramatic improvements in goal achievement between 2008 and 2010 may suggest improved
practice or easier cases, the concurrent reductions in home visits and retention suggest that there were
probably changes either in the goals to be achieved (i.e., choosing more modest goals) or in program
thresholds for making judgments about whether goals were achieved (i.e., lower thresholds for goal
achievement that yield higher goal achievement rates).

Figure I- 11: SPA 6 Subsequent Engagement by Fiscal Year
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Furthermore, the Figure I-12 on retention rates at 1, 3, and 5 months by fiscal year cohort shows that 3
month retention rates also declined in SPA 6 between 2008 (74%) and 2010 (61%). Thus, by 2010,
almost 40% of families entering PFF in SPA 6 had left the program within 3 months.
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Figure I- 12: SPA 6 1, 3, and 5 Month Retention Rates by Fiscal Year
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SPA 7 SUBSEQUENT ENGAGEMENT PROFILE
SPA 7 served 255 families in the closed case sample.31 SPA 7 focused primarily on DCFS referrals. Of the
255 families, 69% (N = 177) were DCFS cases and 31% (N = 78) were prenatal. As shown in
Figure I-13, for the total sample, SPA 7 had relatively low rates of families averaging 2 or more visits per
month (49%) and receiving 10 or more home visits (38%), and the lowest rates of 5 month retention
(35%). Consistent with the low rates of 5 month retention, SPA 7 also had the lowest rates of 1 month
retention (89% vs. 91 to 98% in other SPAs) and 3 month retention (54% vs. 62 to 85%). SPA 7 rates of
goal achievement at case closure (54%) were about average.
Multivariate analyses of the total sample on three of the four indicators in the profile chart were
generally consistent with these findings. While controlling for some important case characteristics
(including type of referral) and baseline measures of functioning, among the eight SPAs, SPA 7 had the
6th highest likelihood of a family receiving 10 home visits or more, the 7th highest likelihood of 5 month
retention, and the 5th highest likelihood of goal achievement at case closure.
The combination of lower dosage of PFF services (home visits and retention) and average goal
achievement rates at case closure suggest either that SPA 7 is more efficient than other SPAs (on
average) at helping families achieve their goals, that the goals in SPA 7 are more modest or short-term,
or that the thresholds for judging that a family achieved goals are somewhat lower in SPA 7. During a
site visit on February 2011, staff from SPA 7 reported that DCFS encouraged PFF enrollment to provide
families with concrete services such as food, money, and rent. It is possible that some participants
referred by DCFS dropped out once they received needed concrete (and short-term) services.
It is possible that SPA 7’s unique approach to PFF service delivery may have influenced sustained
engagement patterns. Each family is served by a number of different workers (a family specialist, case
manager, and parent educator). Using multiple professionals with the same family could (potentially) be
consistent with a short-term orientation in which each professional works with the family on specific
and time-limited objectives. At the same time, this approach is likely to dilute the intensity of the
parent’s collaborative relationship with the case manager (or other point person), which some parents
have described as the key factor in the processes of initial engagement and sustaining involvement and
motivation over time (as reported in the Year 5 Family Focus Groups).
For DCFS cases, SPA 7 again had relatively low rates on both home visit indicators and retention, but
rates of goal achievement at case closure (59%) were equal to DCFS cases in all other SPAs. Among
prenatal cases, SPA 7 had significantly lower rates of 10 visits or more, retention, and goal achievement.
Within SPA 7, rates of goal achievement were significantly higher for DCFS cases than for prenatal cases
(59% vs. 44% for prenatal cases, p < .05).

31

SPA 7 reports serving over 200 more families in PFF, but these families are not in the FAF dataset we
used due to some combination of database and data entry issues. It is highly unlikely that if data were
available on the 200 or missing families that this would have resulted in more positive sustained
engagement outcomes in SPA 7.
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Figure I- 13: SPA 7 Sustained Engagement Profile
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Figure I-14 shows considerable variation in the patterns of sustained engagement in SPA 7 by the fiscal
year the case opened.32 Unfortunately, there were no data on the number of home visits in 15-35% of
cases for 2007 through 2009 cohorts in SPA 7, especially for 2007 and 2009 cohorts (vs. complete data
on retention and goal achievement). This raises additional questions about whether contact data were
entered reliably for the cases and inhibits our ability to interpret the home visit data until 2010 entrants.
However, data on length of service and goal achievement at case closure appear to have been reliably
entered, so the chart below shows only 5 month retention and goal achievement rates. Overall, it is
striking that changes in retention rates in SPA 7 had no discernible relationship to changes in goal
achievement rates, especially since retention rates were highly correlated with goal achievement overall
and in each SPA, including SPA 7 (r = .43, p < .001).

32

Fiscal Year 2011 cases were excluded due to the shortened observation period for these cases.
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Figure I- 14: SPA 7 Subsequent Engagement by Fiscal Year of Case Opening
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Families entering in fiscal year 2007 had low rates of both 5 month retention (34%) and goal
achievement (40%) relative to other SPAs. The Year 3 Evaluation Report (2007) reported very high staff
and manager turnover in SPA 7. At that time, nearly 80% of its staff departed. This turnover may, in part,
account for the low rates of retention and goal achievement and retention for 2007 entrants for the
initial PFF cohort.
For 2008 and 2009 fiscal year cohorts, retention rates were even lower than in 2007, but goal
achievement at case closure jumped markedly from 40% for 2007 to 58% and 72% for 2008 and 2009
cohorts. While the effects of staff turnover may account for the lower retention rates in 2008 and 2009,
they do not explain the concomitant increase in goal achievement. This inverse relationship between
reduced dosage (retention) and increased goal achievement suggests that SPA 7 may have adopted
more modest goals with families or lowered their thresholds for determining whether families met their
goals at case closure.
Interestingly, fiscal year 2009 was the first year SPA 7 opened a substantial number of prenatal cases (N
= 26) and 75% of these families were judged to have achieved goals at case closure. Goal achievement
for prenatal cases in other SPA 7 entry cohorts was less than 45%. This abrupt and temporary annual
increase in goal achievement for prenatal cases helped account for the sharp overall increase in goal
achievement from 58% for 2008 entrants to 72% for families entering PFF in 2009.
Retention and goal achievement rates were both at close-to-average levels (relative to other SPAs) for
the 2010 cohort, possibly reflecting some increased stability in the program and/or improved data entry.
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SPA 8 SUBSEQUENT ENGAGEMENT PROFILE
SPA 8 served 127 families in the closed case sample, the second smallest number of families served
among SPAs.33 Of the 127 families, about half (N = 63) were prenatal cases and the other half (N = 64)
were DCFS referrals. Rates of sustained engagement for SPA 8 were significantly lower than for the rest
of the sample on all indicators for the total sample as well as the prenatal and DCFS samples. Overall
(i.e., total sample) 42% of families averaged 2 or more home visits per month (vs. 57% for other cases),
35% received 10 or more home visits (vs. 54% for other cases), 41% stayed in PFF for at least 5 months
(vs. 54% for other cases), and 39% were rated as achieving goals at case closure (vs. 58% for other
cases). These were the lowest rates of sustained engagement among all SPAs for 3 of 4 indicators in the
profile.
Multivariate analyses of the total sample on three of the four indicators in the profile chart (Figure I-15)
were consistent with these descriptive findings. While controlling for some important case
characteristics (including type of referral) and baseline measures of functioning, among the eight SPAs,
SPA 8 had lowest likelihood of sustained engagement on two indicators examined (10 or more home
visits and goal achievement at case closure) and the 6th highest likelihood of 5 month retention. Thus,
SPA 8 had consistently low rates of sustained engagement.
More positively for SPA 8, Figure I-16 shows that levels of sustained engagement appeared to improve
over time for fiscal year entry cohorts from 2008 to 2010. 34 During a site visit on February 2011, SPA
representatives conveyed that FAF data was not entered consistently before FY09. Thus, the particularly
low levels of home visits, retention, and goal achievement for 2008 entrants cannot be reasonably
interpreted. Nonetheless, even between the 2009 and 2010 fiscal year cohorts, SPA 8 showed marked
increases in rates of 10 or more home visits, 5 month retention, and goal achievement at case closure.
Rates of 10 or more home visits and 5 month retention increased for both prenatal and DCFS cases for
the 2010 cohort in SPA 8. However, goal achievement increases for the 2010 cohort relative to 2009
were greater for prenatal cases (38% in 2009 and 64% in 2010, n = 22) than for DCFS cases (33% in 2009
and 38% in 2010, n = 26). SPA 8 may want to consider whether different rates of goal achievement for
these groups may relate to characteristics of the cases, the effectiveness of services, and/or differences
in how case managers make judgments about goal achievement.

33

SPA 8 reports serving many more families than were present in the FAF dataset we extracted. Thus,
we are not confident that these results are representative of the actual results for all families served by
SPA 8. But it is unlikely (though not impossible) that families not in the dataset had higher levels of
home visits, retention, and goal achievement than those that were in the dataset.
34

Fiscal year 2007 entrants in SPA 4 were excluded because only 2 cases were opened that year. Fiscal
Year 2011 in the closed case sample (N = 11) were excluded due to the shortened observation period for
these cases.
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Figure I- 15: SPA 8 Subsequent Engagement Profile
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Figure I- 16: SPA 8 Subsequent Engagement by Fiscal Year of Case Opening
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APPENDIX J. PERCENTAGE OF FAMILIES WITH FUNCTIONING THAT
IMPROVED, STAYED THE SAME, OR WORSENED BETWEEN THE INITIAL

Factor A. Living Conditions
Factor B. Financial Conditions
Factor C. Supports to Caregivers
Factor D. Caregiver/Child Interactions
Factor E. Developmental Stimulation
Factor F. Interactions Between Caregivers
Factor H. Caregiver Personal Characteristics

N

Functioning
Improved
(%)

2,231
2,262
2,258
2,244
2,170
1,230
2,247

60.9
71.3
74.0
79.6
70.8
66.4
67.6

Functioning
Stayed the Functioning
Same
Worsened
(%)
(%)
23.3
13.2
12.4
6.7
17.8
16.1
12.4

15.9
15.5
13.7
13.7
11.3
17.5
20.0

Notes.
-Functioning categorized based on change between a family's initial assessment and their termination
assessment.

AND TERMINATION ASSESSMENT
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APPENDIX K. PERCENTAGE OF FAMILIES WITH ADEQUATE VERSUS
PROBLEM FUNCTIONING AT CLOSING

FACTOR
Factor A. Living Conditions
Factor B. Financial Conditions
Factor C. Supports to Caregivers
Factor D. Caregiver/Child Interactions
Factor E. Developmental Stimulation
Factor F. Interactions Between Caregivers
Factor H. Caregiver Personal Characteristics

Families Showing
Change in
Functioning
N

Adequate
Functioning at
Closing
(%)

Problem
Functioning at
Closing
(%)

1,712
1,964
1,979
2,094
1,783
1,032
1,968

85.9
84.4
89.1
87.2
84.6
73.5
90.7

14.1
15.6
10.8
12.9
15.4
26.6
9.3

Notes.
-Includes only those families with changed functioning between initial assessment and termination
assessments.
-Problem functioning defined as a mean FAF factor >=3 at closing.
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APPENDIX L. PERCENTAGE OF FAMILIES WITH ADEQUATE VERSUS
PROBLEM FUNCTIONING AT CLOSING BY LEVEL OF ENGAGEMENT

FACTOR BY LEVEL OF ENGAGEMENT
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Families Showing
Change in
Functioning

Adequate
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at Closing

Problem
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at Closing
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Factor A. Living Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor B. Financial Conditions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor C. Supports to Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor D. Caregiver/Child Interactions
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor E. Developmental Stimulation
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor F. Interactions Between Caregivers
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged
Factor H. Caregiver Personal
Characteristics
Enrolled
Initially Engaged
Subsequently Engaged
Fully Engaged

N

(%)

(%)

361
761
91
479

82.3
85.4
91.3
88.1

17.7
14.6
8.8
11.9

419
873
116
538

80.0
81.3
92.2
91.1

20.1
18.7
7.8
8.9

420
879
113
548

85.0
87.9
94.7
93.3

15.0
12.1
5.3
6.8

454
936
119
564

86.6
84.1
96.6
90.8

13.4
15.9
3.4
9.2

356
814
95
501

80.9
82.1
90.5
90.0

19.1
17.9
9.5
10.0

306
466
47
296

72.8
68.5
83.0
79.7

27.2
31.4
17.0
20.3

422
886
100
540

87.0
88.8
98.0
95.2

13.0
11.2
2.0
4.8

Notes.
-Includes only those families with changed functioning between initial assessment and termination
assessments.
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APPENDIX M. PERCENTAGE OF ALL FAMILIES WITH PROBLEM
FUNCTIONING AT THE INITIAL ASSESSMENT VS. TERMINATION

FACTOR
Factor A. Living Conditions
Factor B. Financial Conditions
Factor C. Supports to Caregivers
Factor D. Caregiver/Child Interactions
Factor E. Developmental Stimulation
Factor F. Interactions Between Caregivers
Factor H. Caregiver Personal
Characteristics

Problem
Functioning
at Initial
Assessment
(%)

Problem
Functioning
at Closing
(%)

Percentage Point
Change
%

26.6
39.8
29.2
37.5
39.1
46.7

13.3
17.0
11.8
13.7
16.5
27.3

-13.3
-22.8
-17.4
-23.9
-22.6
-19.3

19.6

10.0

-9.7

Notes.
-Percentages were also examined with data restricted to only those families with both initial
assessment and closing assessments and differences in those results were almost identical to what is
reported here.

ASSESSMENT
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APPENDIX N. PROBLEM FACTOR COUNT AMONG FAMILIES AT INITIAL
AND TERMINATION ASSESSMENTS

NUMBER OF PROBLEM FACTORS
7 Problem Factors
6 Problem Factors
5 Problem Factors
4 Problem Factors
3 Problem Factors
2 Problem Factors
1 Problem Factors
0 Problem Factors

Initial
Assessment
N
(%)
144
173
197
207
265
351
596
982

4.9
5.9
6.8
7.1
9.1
12.0
20.5
33.7

Termination
Assessment
N
(%)
39
64
79
73
94
155
289
2,122

1.3
2.2
2.7
2.5
3.2
5.3
9.9
72.8

Notes.
-Problem factor refers to area of problem functioning as defined by a mean FAF factor >=3.
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APPENDIX O. PERCENTAGE OF FAMILIES EXPERIENCING MEANINGFUL
CHANGE

FACTOR
Factor A. Living Conditions
Factor B. Financial Conditions
Factor C. Supports to Caregivers
Factor D. Caregiver/Child Interactions
Factor E. Developmental Stimulation
Factor F. Interactions Between Caregivers
Factor H. Caregiver Personal
Characteristics

Problem
Functioning
at Initial
assessment
N

Meaningful
Change
(%)

Continued
Problem
Functioning
(%)

593
901
659
842
848
574

60.5
66.6
66.8
70.4
62.9
50.9

39.5
33.4
33.2
29.6
37.2
49.1

441

66.0

34.0

Notes.
-Problem functioning defined as a mean FAF factor >=3 at closing.
-Meaningful change defined as change from problem functioning at initial assessment to adequate
functioning at closing.
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APPENDIX P: MEAN FAF FACTOR AND ITEM CHANGE BETWEEN INITIAL
AND TERMINATION ASSESSMENTS
FACTOR
Factor A. Living Conditions
Item A1
Item A2
Item A3
Item A4
Item A5
Item A6
Factor B. Financial Conditions
Item B1
Item B2
Item B3
Item B4
Item B5
Factor C. Supports to Caregivers
Item C1
Item C2
Item C3
Item C4
Item C5
Factor D. Caregiver/Child Interactions
Item D1
Item D2
Item D3
Item D4
Item D5
Item D6
Item D7
Item D8
Item D9
Item D10
Item D11
Item D12
Factor E. Developmental Stimulation
Item E1
Item E2
Item E3
Item E4
PFF Comprehensive Evaluation: Final Report

Initial
(Mean)
2.54
2.55
2.51
2.56
2.52
2.55
2.52
2.79
3.23
2.91
2.43
2.76
2.57
2.61
2.96
2.62
2.36
2.41
2.35
2.76
3.20
2.96
2.40
2.80
2.96
2.66
2.53
2.89
2.70
2.68
2.96
2.51
2.74
2.83
2.79
2.69
2.70

Termination
(Mean)
2.22
2.22
2.20
2.21
2.24
2.25
2.21
2.38
2.69
2.53
2.14
2.31
2.17
2.24
2.44
2.15
2.08
2.08
2.07
2.29
2.49
2.46
2.05
2.36
2.44
2.24
2.16
2.38
2.28
2.27
2.43
2.14
2.31
2.33
2.34
2.30
2.29

Change
(Mean)
-0.31***
-0.32***
-0.31***
-0.35***
-0.28***
-0.30***
-0.32***
-0.42***
-0.54***
-0.38***
-0.29***
-0.45***
-0.40***
-0.37***
-0.52***
-0.47***
-0.28***
-0.33***
-0.28***
-0.47***
-0.72***
-0.50***
-0.34***
-0.45***
-0.51***
-0.41***
-0.37***
-0.50***
-0.42***
-0.41***
-0.53***
-0.37***
-0.43***
-0.50***
-0.44***
-0.40***
-0.41***
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FACTOR
Factor F. Interactions Between Caregivers
Item F1
Item F2
Item F3
Item F4
Item F5
Item F6
Factor G. Caregiver's Childhood/History
Item G1
Item G2
Item G3
Item G4
Item G5
Item G6
Item G7
Item G8
Factor H. Caregiver Personal Characteristics
Item H1
Item H2
Item H3
Item H4
Item H5
Item H6
Item H7
Item H8
Item H9
Item H10
Item H11
Item H12

Initial
(Mean)

Termination
(Mean)

Change
(Mean)

2.92
3.01
2.99
2.96
2.81
2.85
2.94
2.65
3.02
2.69
2.54
2.09
2.43
2.64
3.35
2.65
2.45
2.46
2.41
1.61
2.56
2.51
2.39
2.56
2.53
2.61
2.82
2.47
2.63

2.54
2.57
2.57
2.55
2.45
2.50
2.53
2.55
2.89
2.61
2.49
2.06
2.34
2.55
3.12
2.44
2.22
2.26
2.15
1.56
2.27
2.28
2.18
2.29
2.25
2.35
2.47
2.22
2.26

-0.38***
-0.44***
-0.42***
-0.40***
-0.36***
-0.35***
-0.41***
-0.10***
-0.12***
-0.08***
-0.05***
-0.02
-0.09***
-0.09***
-0.23***
-0.20***
-0.24***
-0.20***
-0.25***
-0.06***
-0.29***
-0.23***
-0.21***
-0.27***
-0.28***
-0.27***
-0.35***
-0.25***
-0.37***

*p<.05, **p<.01, ***p<.001
Notes.
-Negative change indicates improvement, while positive change indicates worsening.
-A paired-sample T-test was used to test whether change was statistically significant.
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