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Abstract


The NYC Administration for Children’s Services and MDRC have partnered since 2021 to develop a rigorous research agenda leading to an impact evaluation of the Family Treatment and Rehabilitation (FT/R) model, a “home-grown” New York City intervention for families experiencing substance misuse and/or mental health challenges that put children at risk of maltreatment. This paper will describe the first phase of that research, which had two goals: (1) to refine a logic model that would result in a shared understanding of core components of the FT/R model, and (2) to create a plan for a subsequent implementation study that would enable MDRC and ACS to understand how 18 FT/R programs are implementing the model across New York City. The paper will describe the team’s orientation to this research, including centering equity in the work by prioritizing the inclusion of staff and family perspectives. Next steps in the research roadmap will be discussed, including convening a council of lived experience advisors, as well as implications for evidence-building for sustainability. This research has the long-term potential to support FT/R’s inclusion in the Family First Prevention Services Clearinghouse and ultimately, the leveraging of Title IV-E funds to support scaling of a locally developed, culturally responsive, and adaptable child welfare prevention model beyond New York City.
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1. Background


Substance misuse and mental health concerns are key drivers of families’ contact with child protection. Parents with serious mental illness are approximately eight times more likely to have Child Protective Services (CPS) contact according to one national survey [1]. Parental drug and alcohol misuse were identified in 33% and 6%, respectively, of child removals and out-of-home placements nationally in 2022 [2]. Moreover, co-occurring parental mental illness and substance misuse are correlated with a higher risk of removal than either condition on its own [3]. Despite the need for interventions that address substance misuse and mental health concerns as they relate to child maltreatment, there is a dearth of evidence-based models aimed at preventing foster care placement for families experiencing either or both issues. There are even fewer models that are culturally responsive and developed in and for diverse communities. With the implementation of the Federal Family First Prevention Services Act (FFPSA), jurisdictions across the country are grappling with how to identify and implement evidence-based practices to meet the needs of families, and to build evidence for those models that have not yet shown positive impacts through research.



The Administration for Children’s Services (ACS) is New York City’s child welfare agency, providing child protection, prevention, and juvenile justice services, and funding early care and education. (In New York State, child welfare is state-sponsored and county-administered. There are 58 local social services districts in New York State, each made up of one county. The exception is New York City, which comprises one district, even though each of New York City’s boroughs are individual counties.) In child welfare, the Division of Child Protection investigates approximately 43,000 reports of abuse and maltreatment annually. When intervention is necessary, ACS provides a continuum of prevention services ranging from case management to therapeutic and clinical interventions aimed at promoting child well-being and family stability, and ultimately, keeping families safely together while reducing the likelihood of future child welfare involvement. ACS-contracted community-based organizations serve nearly 30,000 children in 14,000 families annually with case management, counseling, and clinical interventions. In 2011, ACS began implementing evidence-based and evidence-informed therapeutic models in its prevention continuum and has since restructured its continuum to consist primarily of evidence-based frameworks and models. At the same time, ACS has maintained several “home-grown” models, designed, developed, and implemented in NYC. These models are uniquely suited to meet the multifaceted needs of NYC’s families due to their broad referral criteria and flexible program designs.



What is now called the Family Treatment and Rehabilitation (FT/R) model was developed by ACS more than 30 years ago in response to the high number of substance-affected newborns entering foster care [4]. It has since evolved to serve families experiencing substance misuse and/or mental health challenges. FT/R is the second largest of many models in ACS’s prevention continuum. Currently, 13 providers run a total of 18 FT/R programs in New York City (as of 1 July 2024, ten FT/R programs will transition from 128 to 96 slots). Approximately 1500 families from diverse racial, ethnic, and cultural backgrounds benefit from this model at any given time.



ACS is deeply committed to the provision of evidence-based models and has made significant investments in these models over the past two decades. In many ways, New York City’s prevention services continuum served as an inspiration for the Family First Prevention Services Act passed in 2018. The 2020 re-procurement of ACS’s child welfare prevention services system expanded the reach of evidence-based models to more equitably serve the most challenged families across the city. However, ACS also recognizes the importance of systematically understanding the provision and effectiveness of “home-grown” models. Executing a rigorous study in the context of a large child welfare system and of a model that serves families from diverse backgrounds and often presenting with co-occurring, multifaceted needs requires significant investment of time and resources. To that end, ACS and MDRC, a non-profit organization dedicated to generating evidence that seeks to improve the lives of low-income populations, have been partnering since 2021 to carry out a multi-phase iterative research agenda toward consistently effective implementation of the model and culminating in a rigorous impact evaluation of FT/R.




2. Research to Date and Evolution of FT/R


As noted, FT/R was launched in the early 1990s as the Family Rehabilitation Program (FRP) with the goal of “prevent[ing] the need of foster care of the drug-exposed newborn, enabl[ing] the family to provide for the satisfactory long-term development of the infant and other children by offering [mothers] coordinated substance abuse treatment and intensive social services aimed at preserving or restoring the family unit [4]”. FRP emerged in direct response to the cocaine epidemic of the 1980s–1990s and the surging number of newborns being placed in foster care as a result of in utero exposure to the drug, which was exacerbated by disparities in the criminalization of crack cocaine use among Black communities. At the same time, the incidence of cocaine use rapidly outpaced the availability of treatment programs in New York City [5]. The FRP program appeared to be the only major locally funded such effort, as well as the largest state or local public child welfare initiative addressing the needs of this population by offering drug treatment in combination with case management focused on keeping families safely together [4].



The first study of FRP, published in 1996, presented preliminary findings from an ongoing outcome evaluation study of the model, along with a review of selected “family-oriented drug abuse treatment programs” that existed at the time. The authors found that FRP filled a critical gap in the landscape of family preservation programs because it was tailored to meet the specific needs of mothers with substance use disorder rather than single men, as was the case for most substance misuse interventions at that time. As initially designed, the model’s core elements included caseloads of no more than 10 families at a time, a team-based approach with a case planner and a case aide serving families collaboratively, and intensive home-based contacts with families. Provider staff made home visits at least three times a week for the first month and once a week thereafter, with the objectives of role modeling and education in the areas of home management, children’s care, health and safety, and parenting skills [4]. Further, providers offered day/outpatient treatment, groups, and on-site childcare. The authors note that the integrative approach to wraparound social services, parenting supports, and substance misuse treatment was novel for the time and critical to the effectiveness of the model for mothers involved in child welfare.



Following the initial study, Magura and Laudet published a full outcome study of FRP in 1999 which reported on a sample of 173 mothers in 17 FRP sites across New York City. The authors found that cocaine use was significantly lower (based on hair follicle tests) for mothers who were still enrolled in FRP or who had completed services compared to those who had not completed services. Mothers who were active or had completed FRP services at follow-up were significantly less likely to have children in foster care compared to mothers who exited or transferred to another program. Importantly, the authors note that until 1995, 13 of 24 FRP contracts included funding for substance misuse counseling as part of the prevention services contracts. By 1995, however, these “dual” programs had either closed or lost funding for drug treatment components. Due to budget cuts, ACS made the policy decision to focus limited resources, further constrained by a state block grant, solely on child welfare services and to direct FRP providers to establish linkages with outpatient drug treatment programs [6]. This requirement for formal linkage agreements, as opposed to the direct provision of treatment services, represented a change to the model that was carried forward into subsequent contracts. It should be noted that some FRP (and current FT/R) providers also directly operate licensed substance misuse and/or mental health treatment clinics, but this is not the case for all.



FRP was re-procured as FT/R as part of a Request for Proposals (RFP) issued in 2009 for child welfare prevention and foster care services across New York City. Such procurements generally take place once a decade. For the first time, as part of the eligibility criteria, the new FT/R model included services for a family member with mental illness as well as substance misuse due to the frequent co-occurrence of these issues. These changes built on lessons learned from the implementation of the FRP program and important on-the-ground insights shared by a coalition of agencies providing services. They noted that mental health issues including post-traumatic stress disorder (PTSD) and depression could be impeding recovery, which was an important consideration when working with families. Additionally, ACS recognized the complexity of family needs and necessity to broaden services that support the whole family given the challenges associated with service referrals. Providers of FT/R were expected to establish formal referral and treatment agreements with programs licensed by the Office of Alcohol and Substance Services (OASAS). FT/R programs were also expected to “operate as one program with two levels of intensity”, and include a “step-down component that offers services at a less intensive service level” [7]. This was the first introduction of the phased approach to service delivery that characterizes the current FT/R model. Contracts began in July of 2011 and were slated to serve 1750 families in total at any given time.



Shortly after the new FT/R contracts began, ACS and a number of public and provider agency partners received funding for a process evaluation of the new model. Five FT/R providers that previously operated FRP programs participated. A 2013 report of the evaluation noted that FT/R demonstrated practice improvements in outreach, screening, treatment planning, and cross-systems coordination compared to the previous FRP model [8]. The evaluation team also identified challenges including family engagement, casework contacts, particularly during the initial phase, lack of consistent Clinical Diagnostic Team (CDT) involvement, and families’ progress and goal achievement documented in the Family Assessment and Service Plan (FASP). Findings from the project led to ACS’s adoption of a revised FT/R policy in 2016, which codified changes to minimum casework contact expectations during each phase of the model based on the provider’s assessment of a family’s stability, required a minimum frequency of CDT meetings, and mandated that FT/R providers implement specific screening tools for substance use and mental health. Additionally, in 2018, ACS began requiring that all direct services staff in prevention services receive training in Motivational Interviewing as a part of their onboarding such that it would serve as an underpinning approach to case management across the continuum.



Also relevant to the evolution of FT/R, one of ACS’s contracted providers delivering the model was awarded a federal regional partnership grant (RPG) in 2014. This five-year grant enabled the provider to implement evidence-based interventions for parenting (Incredible Years®), trauma (Seeking Safety), and contingency management intended to reduce substance use, as enhancements to the FT/R model. It should be noted that this provider is unique within the ACS-funded prevention services continuum in that it is affiliated with a major hospital and all case planning staff have master’s degrees, which is not the case for most FT/R providers. The RPG-funded study found that there were statistically significant improvements in certain child behaviors and executive functioning, as well as statistically significant improvements in parental anxiety and empathy toward children. However, given the sample size, single site participation, high levels of participant (parent and child) attrition, and primary substance of choice (cannabis) for 77% of participating parents, ACS decided not to mandate these approaches for all providers of FT/R as part of the 2020 RFP [9]. Figure 1 summarizes milestones in the evolution of the FT/R model.



Given the evolving attitudes towards and growing understanding of substance misuse as well as public health advocacy, the United States has experienced a significant shift in policy governing drug use. ACS guidance has always been that substance use of any kind (legal or illicit) should warrant child protection involvement only insofar as it impacts a caregiver’s capacity to adequately care for a child [10]. Nonetheless, changes in the sociopolitical landscape of substance misuse have impacted child welfare practice. There is increasing awareness of the effectiveness of harm reduction approaches, as well as efforts at the state level to decriminalize, and in some cases, legalize, cannabis. For example, New York State passed the Marijuana Regulation and Taxation Act legalizing adult-use cannabis in 2021. The law explicitly stated that any report indicated for [child] maltreatment based solely on the “purchase, possession, or consumption of cannabis, without a showing that the physical, mental, or emotional condition of the child was impaired or at immediate danger of serious harm of being impaired [....] as established by a fair preponderance of the evidence must immediately be sealed” [11]. Furthermore, in 2022, the NYS Office of Children and Family Services updated intake procedures used by the New York Statewide Central Register of Child Abuse and Maltreatment such that it would not register reports of suspected child abuse or maltreatment solely based on a birthing parent’s and/or infant’s positive cannabis test [12]. This follows a 2020 policy change at NYC’s Health and Hospitals Corporation, the oversight entity of public hospitals in the city, to end the longstanding practice of testing birthing people and newborns without explicit consent [13]. There is currently a statewide movement to prohibit drug and alcohol testing of pregnant and postpartum individuals and newborns at public and private hospitals without the individual’s consent and only in cases where the testing is within the scope of medical care. The bill, currently in committee, aims to promote trust between patients and medical providers, reduce barriers to medical services and treatment, and reduce the risk of child welfare and/or criminal justice involvement [14]. These changes are occurring in tandem with ongoing efforts to reduce unnecessary investigations driven, in large part, by biases in mandated reporting, as well as the persistent overrepresentation of Black children in investigations and out-of-home placements [15].



After more than 30 years of implementation, ACS (as the developer and funder of FT/R) and the providers delivering services to families have worked collaboratively to shift practice and policy to reflect the changing realities of substance use and mental health in the city and across the nation, while maintaining focus on child safety and well-being at the forefront of case practice. These changes also emerged in response to the day-to-day realities of families experiencing substance misuse and mental health challenges, and from the experiences of frontline staff serving them. The inherent flexibility of the FT/R model allows providers to respond nimbly to the needs of each family, as well as to changing policies and norms. At the same time, to strengthen the model and move toward manualization, ACS and the providers must develop a shared understanding of how fundamental components of FT/R are operationalized at the agency level, as well as of the areas in which there is flexibility in program implementation that supports a family-centered approach.



Current FT/R Model


The current FT/R model was procured as part of the 2020 Prevention Services RFP, as shown in Figure 1. Based on lessons learned from ongoing monitoring, data analysis, and needs assessment, ACS made a few changes to be included in the intended procurement to promote effective service delivery and program sustainability. Key changes to the model included caseloads of eight families per case planner (reduced from ten under the prior contracts), standard program sizes (contracted capacity to serve 128 families at any given time; however, as of 1 July 2024, ten FT/R programs will transition from 128 to 96 slots), borough-wide catchment areas, and standardized staffing patterns including licensed mental health practitioners and a Credentialed Alcoholism Substance Abuse Counselor (CASAC). There are currently 13 contracted providers delivering 18 FT/R programs across New York City. At minimum, providers are expected to have relationships with substance misuse and mental health treatment providers to connect families to needed services and coordinate service provision. Some providers also operate clinics or treatment programs and are able to internally refer families within their organizations.



As in prior iterations of the model, each family is assigned a case planner who is responsible for developing a service plan with the family, helping the family achieve their goals, coordinating with other service providers, and supporting families as they navigate systems of care (e.g., behavioral health, public benefits, education). The current FT/R model also continues the use of a Clinical Diagnostic Team (CDT) to assess, diagnose, and treat each family member’s needs. The CDT is composed of a licensed mental health practitioner, CASAC or Credentialed Alcoholism and Substance Abuse Counselor-Trainee (CASAC-T), supervisors, and case planners. The CDT may also include a consulting psychologist or psychiatrist and other clinical providers working with the family to assist in the development of treatment and service plans throughout a family’s time in services. The model has a prescribed staffing pattern and expectations for a minimum number of home-based contacts at each phase. Providers are expected to use specific validated screening tools in their work with families, coordinate with other service providers, utilize trauma-informed approaches, and deliver clinical interventions in the family’s home and/or the provider’s office.



As mentioned previously, FT/R is one of the largest models in ACS’s prevention continuum. In 2022, providers served 2681 families, 48% of whom were Hispanic and 37% of whom were African American based on the recorded race/ethnicity of the youngest child. Participating families had an average of 2.6 children. Over half of all families had at least one child aged 6–12 years and just under half had at least one child aged 1–5 years. About 7% of families were referred by community entities or by ACS’s non-investigative alternative response team, or self-referred. The remaining 93% were referred by the Division of Child Protection following a report to the State Central Register [16].





3. Development of a Research Agenda


In 2021, ACS’s Division of Prevention Services partnered with MDRC with the goal of building a research and evidence base around the implementation and efficacy of FT/R for families in New York City’s programs. MDRC is a nonprofit, nonpartisan organization that researches programs and policies that impact low-income populations to disseminate best practices, and works directly with agencies to support program effectiveness.



MDRC began the foundational work necessary to create a framework for future studies of the model’s implementation and outcomes. Deliverables for this foundational phase included (1) a refined logic model for the program, including a narrative describing the program components, key activities, and short- and long-term outcomes; and (2) a written concept paper describing plans for a future implementation study.



3.1. Foundational Phase: Logic Model Development


To develop a refined program logic model, MDRC began by reviewing historical documents, including those describing past procurements, program standards, and research to date on the model, which is detailed above. MDRC then conducted five interviews with ACS staff, including from the Divisions of Prevention Services (DPS) and Policy, Planning, and Measurement (PPM) and engaged in three focus groups with program providers. Using a semi-structured protocol, the team interviewed ACS staff to better understand the historical context of FT/R, the referral process and demand for the program, differences in service delivery across sites, and the types of support and technical assistance offered to providers. To better understand how providers defined the program structure, service provision, staffing for service delivery, outcome areas, and community context, virtual focus groups were conducted with program directors, assistant directors, and case planners from 12 of the 13 FT/R providers.



The resulting logic model, shown in Figure 2 below, outlines essential components of the FT/R model. It defines the program’s core features under “Activities”. FT/R uses a three-phase approach, which allows providers to differentiate services based on the needs of families as they progress from intensive support at the initial stages of service toward stabilization. As described above, the CDT collaborates to develop and oversee the family treatment plan and determine when families are ready to move through various phases of the model. Providers transition families through the phases using consultations from the CDT and based on thorough assessments of safety, risk, and stability of the mental health or substance misuse concern(s) that brought the family to the attention of child welfare. This aligns with families’ “readiness to change” according to the Stages of Change Model [17]. Additionally, the LMHC and CASAC work in collaboration with other service providers in their communities to support families by connecting them to mental health and substance misuse services.



The variations in model implementation across FT/R providers were a key finding of this foundational phase and an area warranting deeper exploration in the next phases of the research. For example, certain providers employ master’s level case planning staff, or a mix of master’s and bachelor’s level, while others rely solely on bachelor’s level case planners. In addition to using Motivational Interviewing as a foundational approach to case management, a few providers have implemented evidence-informed casework practice models, such as Solution-Based Casework, in their FT/R programs. Additionally, as mentioned previously, some agencies have in-house treatment programs available to families in FT/R, while others form linkages and refer families out for treatment services. Understanding key differences in service delivery and operations will help reinforce consistency of core program components across providers while preserving flexibility where it supports model effectiveness.




3.2. Iterative Research Roadmap to an Impact Evaluation of FT/R


The second deliverable during this foundational phase was a concept paper describing plans for the implementation study, along with a research roadmap describing the path toward a high-quality impact study of FT/R. Figure 3, shown below, is a summary of the research roadmap that MDRC developed.



The below describes an iterative process leading to a high-quality impact study of FT/R. MDRC recommends focusing first on strengthening FT/R, followed by a feasibility study which would culminate in a strong test of model effectiveness. This recommendation is based on suggestions that tests of program effectiveness should not be conducted prematurely [18]. Additionally, the child welfare prevention field can benefit from gaining insights into what components strengthen prevention programs such as FT/R that target families with mental health and substance misuse issues. Through this process, the research team can ensure maximum impact by drawing out important programmatic lessons that could be shared with the prevention field, as well as policy recommendations.



Step 1. Descriptive implementation study: This is an important first step in strengthening the model by helping the research team to better understand how FT/R is being implemented as compared to the intended model; whether there is variability in implementation across the programs and if there is, why; and to explore the barriers to and facilitators of implementation. This information can be used to create a manualized version of the program that incorporates the realities of the model in practice, provides flexibility for being responsive to the needs of families, and ensures that programs are able to implement FT/R with consistency.



Step 2. Rapid cycle learning to support implementation fidelity: Once there is clear consensus on the program model, the team could build on their understanding of facilitators and barriers associated with program implementation and engage in a continuous program improvement process. Using a rapid-cycle learning approach, the research team could iteratively test tweaks in implementation that would help ACS and the research team to make decisions about what to continue, change, and discontinue toward development of a manualized model.



Step 3. Feasibility study: Once the team agrees that a solid program is in place, they plan to transition to a feasibility study to optimize the conditions for launching a high-quality fair test of the model. The feasibility study could test intermediate benchmarks for the outputs and outcomes within the logic model. If benchmarks are not met, the program design can be refined, or implementation can be strengthened.



Step 4. Impact study: At this point, the research team should be assured that FT/R is ready for a high-quality test. The design would take FT/R’s programmatic needs into account, minimizing effects on program operations and family experiences of the program.




3.3. Implementation Study Framework


Drawing on findings from the foundational work by ACS and MDRC, the goal of the next phase of research is to conduct a descriptive implementation study to understand and document how FT/R is being implemented, assess variation across programs, identify key operational challenges, and contribute to program improvement. This research will shine a light on how the program is working by helping the team obtain systematic and in-depth information about participants’ perceptions of the program and a deeper understanding of implementation. It also provides an opportunity to strengthen the model for the treatment of substance use and mental health challenges within a child welfare context and promote more equitable access to integrated services. The plan proposed by ACS and MDRC centers the voices of families and program staff.



The proposed implementation study aims to answer five research questions:




	
Who are the families that FT/R programs serve?








To obtain a full picture of the families served by FT/R, the research team seeks to understand their demographic characteristics, including race and ethnicity, geographic location, and the ages of children. Additionally, they plan to explore the reasons families are referred to FT/R—whether they are experiencing issues with mental health, substance use, or both, and whether a parent or youth is experiencing these issues; as well as whether families are under court-ordered supervision. Finally, the research team will seek to understand how family characteristics vary across FT/R providers, and by agency size and location.



	
What are families’ perspectives on and ideas for improving FT/R?






A key objective is to center families’ perspectives about barriers and supports to participating in FT/R, the benefits of participating in FT/R, their perceptions of high-quality services, and their ideal version of FT/R.



	
What services are families in FT/R programs receiving at each phase of the model?






The research team plans to document the mental health and substance use services families participate in during each phase of treatment and how families access these services, whether there are barriers to accessing these services, the extent to which services are provided within the FT/R provider agency or by external providers, and how FT/R staff interact with other providers. The research team may also explore the extent to which FT/R programs use trauma-informed and evidence-based enhancements, such as Motivational Interviewing and contingency management, and offer other services, in addition to addressing mental health concerns and substance misuse.



	
How is FT/R being implemented and what variation exists across providers?






The research team plans to examine whether providers’ practice is consistent with ACS standards related to the use of CDT meetings, the number of casework contacts and home visits during each FT/R phase, staffing, the timing of goal planning and CDT meetings, and service duration, overall and for each phase. Importantly, the research team plans to explore how FT/R programs determine whether families are ready to move to the next phase of services.



	
What are the barriers and facilitators of FT/R implementation?






In understanding the factors that influence program staff’s ability to provide FT/R services, the research team seeks to understand staff supervision, training, education, and certification; staff vacancies; agency and program leadership support; staff perceptions of FT/R; and the availability of services and how these are influenced by partnerships with external providers.



MDRC developed a data collection plan oriented toward answering the key questions above. The research team plans to draw on ACS administrative data as well as data from ACS’s annual Provider Agency Measurement System (PAMS) case record review, to create an in-depth profile of families receiving FT/R services. PAMS is a qualitative review of a representative sample of cases from each agency and program. PAMS reviewers use a structured review instrument that reflects the program’s quality assurance standards, policies, and casework practice expectations to assess the quality of practice and adherence to casework requirements. MDRC’s proposed data collection plan also includes staff surveys and separate focus groups with program leadership and CDT members from each provider agency. These activities can allow the research team to gather additional qualitative insights. Finally, MDRC intends to interview families who have participated in FT/R, and potentially target recruitment toward families currently in the program across different phases of the model.




3.4. Council of Lived Experience Advisors (CLEA)


To inform key research activities and center equity, ACS and MDRC intend to establish a Council of Lived Experience Advisors (CLEA) consisting of individuals who are experts due to their lived experience. “Experts with lived experience” are people who are directly impacted by the systems the team aims to study and improve. Creating a CLEA for this work allows the research team to center the voices of parents/caregivers who have participated in child welfare prevention services (particularly FT/R) and engage in shared decision-making at the onset of the evidence-building effort. More broadly, it is critical that the team incorporates feedback from people who are marginalized and whose perspectives may not be solicited, or not valued as highly as those with learned expertise. These perspectives can bring new insights on how to strengthen programs and improve outcomes for families. Additionally, to ensure that the experience is mutually beneficial, the team plans for CLEA participants to be compensated in a manner comparable to other research advisors, and to receive professional development opportunities, including learning about the research process, program development, operations, and advocacy within the child welfare field.



ACS and MDRC view the CLEA as a key strategy to (1) inform the initial stages of project development and ensure the development of a learning agenda centering families’ perspectives, optimizing their potential to benefit from the service, and supporting sustainable social change; (2) ensure that the team is interrogating biases and not repeating the harms perpetuated by systems (elevating issues of power, equity, representation, and social justice within a system that is historically biased) by forcing team members to reconcile any initial assumptions with what the experts with lived experience share; and (3) demonstrate a commitment by ACS and MDRC to equity by giving families a space to share their experiences. The long-term goal will be to have regular meetings with the CLEA throughout each stage of the research to obtain their feedback on various aspects of the work.




3.5. Proposed Next Steps


At the conclusion of the implementation study, MDRC plans to produce a summary of findings and recommendations that could be used to develop a manual for the FT/R model. ACS must develop a manual for the model that also appreciates the flexibility providers have on certain aspects of implementation. This is a critical step in the research roadmap and toward building an evidence base for the FT/R model to be reviewed by the Family First Prevention Services Clearinghouse.



Following completion of the descriptive implementation study, ACS and MDRC intend to carry out a continuous program improvement process. This would consist of using MDRC’s “Learn, Do, Reflect” rapid cycle approach to iterate and make data-informed improvements that support program fidelity. The process begins with identifying issues with program fidelity and potential solutions for improving fidelity (LEARN). Next, program teams are supported in implementing an agreed-upon solution while collecting and analyzing data about outcomes of interest (DO). Finally, the team examines the results to decide on next steps (REFLECT), which may lead to another cycle. The process eventually leads to optimal implementation to fidelity that meets acceptable benchmarks laid out in the manual toward intended outcomes for families.



The feasibility study that follows can help to ensure that FT/R meets the conditions to launch a large-scale, rigorous study by ensuring that the program data are accurate and accessible, FT/R is achieving expected outcomes, there is stakeholder buy-in, and the CLEA is established to incorporate the voices of families. Upon completion of the feasibility study, the team plans to launch an impact evaluation of FT/R. This impact evaluation will be designed in accordance with the Title IV-E Prevention Services Clearinghouse Handbook of Standards and Procedures and will therefore set the stage for FT/R’s consideration as an evidence-based model in the Clearinghouse [19].





4. Discussion


ACS is working hard to prevent families’ deeper engagement with the child protection system by providing resources and support to keep children safely at home. The investments in child welfare prevention services in New York City over the last several decades have resulted in a historically low foster care census (fewer than 6500 children as of January 2024 compared to nearly 50,000 children in the early 1990s when FRP began) [20].



In New York City, ACS has over thirty years of practice-based evidence for the effectiveness of FT/R. That said, ACS is deeply committed to providing high-quality, evidence-based, and research-informed models to families. At the same time, ACS appreciates the challenges of building a rigorous research base, which can be an expensive and lengthy endeavor, while navigating policies or legal mandates that may preclude the use of certain research designs (e.g., “no waitlist” policies, court orders) and being responsive to families’ unique backgrounds and experiences.



To be eligible for Title IV-E reimbursement under the Family First Prevention Services Act, a service must be reviewed by the Family First Prevention Services Clearinghouse and rated according to a handbook of policies and procedures. Models rated “well-supported”, “supported”, and “promising” and included in state or Tribal prevention plans are eligible for reimbursement. At least 50% of a state’s expenditures must be on “well-supported” models by 2024. (In comments submitted to the Administration for Children and Families (ACF) on 11/24/2023 regarding the proposed Handbook of Policies and Procedures 2.0, ACS asked ACF to consider delaying this requirement due to the small number of models receiving a rating of “well-supported”.) The remaining 50% may be on programs or services rated “promising” or “supported”, though states must include plans to evaluate those models as part of their Family First Prevention plans. (New York State’s approved Family First Prevention Plan includes “well-supported” models and waiver requests for the evaluation requirement, permitted under the legislation if a state has a plan for fidelity monitoring and continuous quality improvement.) Further, states must ensure that Title IV-E services are “provided under an organizational structure and framework that involves understanding, recognizing, and responding to the effects of all types of trauma and in accordance with recognized principles of a trauma-informed approach and trauma-specific interventions to address trauma’s consequences and facilitate healing” [21].



Although the evidence to date demonstrates that integrated and family-centered models of care, such as FT/R, are effective at addressing the impact of substance misuse and mental health on child welfare, such interventions are not widely implemented nor funded [22,23]. There is a dearth of such models designed by and for communities of color, and even fewer that are eligible under Title IV-E [24]. Currently, twelve models in the Mental Health domain and six in the Substance Abuse domain meet the criteria to be considered “well-supported” by the FFPSA Clearinghouse. Child welfare models developed within single jurisdictions often lack the resources to fund rigorous research that would establish a sufficient evidence base to be considered “supported” or “well-supported” by the FFPSA Clearinghouse. The federal Administration for Children and Families (ACF), within the U.S. Department of Health & Human Services, has recently made grant funding available to government partners, nonprofits, and other entities to build evidence for the effectiveness of mental health, substance misuse, in-home parenting, and kinship navigator programs and services. This is a critically important step, and ACS is hopeful that this effort will bring much-needed resources to jurisdictions that may otherwise not be positioned to build a strong research base for services responsive to the needs of their communities. Along with funding, jurisdictions could benefit from examples of strategies to iterate on the program design, strengthen implementation, and build evidence for locally developed interventions. ACS’s partnership with MDRC serves as one such case study for these efforts to adapt and scale a local child welfare prevention model.



As New York City is the largest social services district in the state, ACS and its State partners have invested significant resources toward building an infrastructure for prevention services. Further, there are a multitude of universities, research organizations, and private funders interested in advancing this work. With the introduction of the FFPSA, child welfare systems are at a turning point in terms of introducing and scaling evidence-based child welfare prevention models. It is critical that government agencies and their partners prioritize and intentionally invest in building an evidence base for local, culturally relevant models. These models have great potential to keep children safe and families together, particularly those who historically have been overrepresented in the foster care system.




5. Conclusions


The shared research agenda developed by ACS and MDRC has the potential to build the evidence base to support FT/R’s inclusion under the Substance Abuse and Mental Health domains in the Family First Prevention Services Clearinghouse. This would open the possibility of disseminating a locally developed model uniquely designed to serve diverse communities to other child welfare jurisdictions that could benefit, as well as providing strategies for adapting the model to the unique circumstances of different communities. It is important to note that ACS invested significant time and resources into developing a strong partnership with a well-equipped research organization, laying solid groundwork for this research, and identifying potential funders for each phase of the work. FT/R is a critical part of ACS’s prevention services continuum and, therefore, ACS is committed to taking a comprehensive and iterative research approach. Moreover, this evaluation roadmap was designed to maximize contributions to the field by testing FT/R when it is ready for rigorous evaluation, addressing key implementation questions, and using methods that balance programmatic realities with a knowledge-building agenda, all while centering the lived experiences of families in child welfare prevention services. ACS and MDRC are committed to exploring lessons learned, and expect that these efforts will be beneficial to other jurisdictions seeking to build the evidence for and scale their locally developed models or programs.
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Figure 1. Timeline showing evolution of the FT/R model. 
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Figure 2. FT/R logic model. Note: This logic model reflects program components in 2022. Since then, 10 FTR programs have been reduced to 96 slots. ACS holds ongoing discussions regarding implementation with providers and the model may continue to evolve as a result. 
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Figure 3. FT/R research roadmap overview. 
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