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Alcohol and other drug abuse is a major problem for children and families involved with
public child welfare. Substance abuse compromises appropriate parenting practices and
increases the risk of child maltreatment. A substantial proportion of substantiated child abuse
and neglect reports involve parental substance abuse. Once in the system, children of
substance-abusing families experience significantly longer stays in foster care and significantly
lower rates of reunification. To address these problems, child welfare systems are developing
service integration models that incorporate both substance abuse and child welfare services.
This study provides an initial examination of the effectiveness of one service integration
model that emphasizes the provision of intensive case management to link substance abuse and
child welfare services. The authors used an experimental design and focused particular
attention on two outcomes: access to substance abuse services and family reunification.The
findings indicate that the families assigned to the experimental group used substance abuse
services at a significantly higher rate and were more likely to achieve family reunification than
were families in the control group.
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T

he effective collaboration of multiple service systems to deal with parental alcohol
and other drug abuse (AODA) continues
to challenge government efforts to ensure family
permanence and the safety and well-being of neglected and abused children. Research has documented the heavy toll that parental drug addiction
exacts on families and children who come to the
attention of state child protection authorities. According to Young and colleagues (1998), at least
50% of the nearly 1 million children indicated for
child abuse and neglect in 1995 had caregivers who
abused alcohol or other drugs. A 1994 report issued
by the U.S. General Accounting Office (GAO) estimated that the percentage of foster home placements resulting in part from parental drug use rose
from 52% to 78% between 1986 and 1991 in the
cities of Los Angeles, New York, and Philadelphia
(GAO, 1994). A 1998 GAO study of child protection systems in Los Angeles and Cook County, Illinois, documented that substance use was a prob-

CCCCode: 1070-5309/06 $3.00 O2006 National Association of Social Workers

lem in more than 70% of active foster care cases
(GAO, 1998). If child welfare systems are to achieve
desirable permanency and safety outcomes, the development of innovative service strategies and
agency partnerships are necessary.
Parental substance abuse often compromises appropriate parenting practices, creates problems in
the parent-child relationship, and significantly increases the risk of child maltreatment (Famularo,
Kincherff, & Fenton, 1992; Jaudes, Ekwo, & Van
Voorhis, 1995; Kelleher, ChafFin, HoUenberg, &
Fisher, 1994; Nurco, Blatchley, Hanlon, O'Grady
& McCarren, 1998). Once involved in the child
welfare system, substance-abusing parents are more
likely to experience subsequent allegations of maltreatment compared with non-substance-abusing
parents (Smith & Testa, 2002). In addition to the
increased risk of maltreatment, access to and engagement with treatment providers is often limited (Maluccio &Ainsworth,2003). Consequently
children of substance-abusing parents remain in

substitute care for significantly longer periods of
time and experience significantly lower rates of
family reunification relative to almost every other
subgroup of families in the child welfare system
(GAO, 1998).
Access and Engagement
Access to substance abuse treatment is limited for
substance-abusing parents. Overall, in the United
States approximately one-third of all individuals
who need treatment receive it (Substance Abuse
and Mental Health Services Administration
[SAMHSA], 1997). The supply of treatment services for women with children is especially inadequate (Price, 1997). Problems with child care are
known to limit women's access to treatment.Women
with children often do not participate in outpatient substance abuse treatment because they are
unable to obtain child care (Blume, 1990; Marsh &
Miller, 1985). In addition, parents, more than
nonparents, remain in residential treatment for
shorter periods of time (Gerstein, Johnson, & Larson,
1997). Lack of adequate transportation is also known
to be a significant barrier to treatment access for
both women and men (Friedmann, D'Aunno,Jin,
& Alexander, 2000; Marsh, D'Aunno, & Smith, 2000;
Marsh & Miller). Once enrolled in treatment, many
clients—especially parents involved in the child
welfare system—fail to complete it (Gregoire &
Schultz, 2001). For these reasons, substance-abusing parents in the child welfare system require significant outreach and support throughout the treatment process.
The impact of substance abuse treatment on
parents, especially parents involved in the child
welfare system, has received limited attention. Although it is known that substance abuse treatment
is effective for clients who remain in treatment for
at least three months (for a review, see Simpson,
1997), only a few studies have examined treatment
effectiveness for clients involved in the child welfare system. Marsh and colleagues (2000) used a
nonequivalent control group design to examine the
effectiveness of enhanced services for 148 substanceabusing women with children in the Illinois child
welfare system. The study compared clients who
received enhanced services with those who received
regular substance abuse treatment.The use of linkage services—specifically transportation, child care,
and outreach—resulted in increased use of social
services for child w^elfare clients, and this increased

use of social services was related to decreased substance use. Smith and Marsh (2002) used the same
sample to examine the effect of matching clientidentified needs with services. They found that
matched counseling services (domestic violence,
family counseling) were associated with reports of
reduced substance use, whereas matched social services (housing, job training, legal services) were
associated with clients' satisfaction with treatment.
These studies indicate the benefits of substance abuse
treatment for reducing substance use for women
with children involved in the child welfare system.
Moreover, these studies begin to identify the specific services and service delivery strategies required
to effectively integrate substance abuse treatment
into child welfare practice.
Substance Abuse and Reunification
Family reunification remains a primary focus and
represents a primary goal for child welfare systems
because it respects the primacy of parent-child attachments and the role of the biological family in
human connectedness (Maluccio & Ainsworth,
2003). However, this has been a difficult goal for
addicted parents in the child welfare system to
achieve. In a recent study of substance-exposed
infants in Illinois, Budde and Harden (2003) reported that only 14% of substance-exposed infants
entering care in 1994 were reunified after nearly
seven years. If child welfare systems intend to increase reunification for substance-abusing families,
the development and evaluation of innovative treatment strategies is necessary.
The Need for Service integration
To confront the problems associated with substance
abuse in child welfare, strategies for integrating
substance abuse treatment and child welfare services are of increasing interest. Descriptions by
Young and colleagues (1998) and Maluccio and
Ainsworth (2003) point to several important elements in service innovations designed to integrate
substance abuse and child welfare services. Service
linkage mechanisms that connect clients to services
from different systems are an important element in
integrated models (D'Aunno, 1997). Examples of
such mechanisms include ad hoc referrals, case management services, and coordinated location of services. Other common mechanisms used to integrate child welfare and substance abuse services
include screening child welfare clients for substance
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use, cross-training child welfare and substance abuse
workers, and case supervision. (For a review of programs incorporating some or all of these elements,
see Maluccio & Ainsworth).
The illinois Experiment
To test a service integration model for the growing numbers of substance-involved families in the
Illinois child welfare system, the Illinois Department of Children and Family Services (IDCFS)
initiated a Tide IV-E AODA Waiver Demonstration Project in April 2000.Tide IV-E waivers permit states to bypass federal regulations related to
the financing of foster care services to develop and
test improved strategies for serving children and
families.The AODA Waiver Demonstration Project
in Illinois uses an existing service relationship between the Office of Alcoholism and Substance
Abuse and the IDCFS. Three other states—Delaware, Maryland, and New Hampshire—also have
substance abuse waiver demonstrations. (For a description of these programs, see Cornerstone Consulting Group, 2002).
The Illinois AODA Waiver Demonstration
Project tested a model of intensive case management using recovery coaches. The use of recovery
coaches is intended to increase access to substance
abuse services, improve substance abuse treatment
outcomes, shorten length of time in substitute care
placement, and affect child welfare outcomes, including increasing rates of family reunification.
To achieve these stated goals, recovery coaches
engage in a variety of activities, including comprehensive clinical assessments, advocacy, service
planning, outreach, and case management. The
clinical assessments focus on a variety of problem
areas, such as housing, domestic violence, parenting,
mental health, and family support needs. Advocacy
refers to assisting parents in obtaining benefits and
in meeting the responsibilities and mandates associated with the benefits. Outreach activities ensure
that recovery coaches work with substance-abusing families in their communities. Recovery
coaches visit the family home and the AODA treatment provider agencies. Recovery coaches also
make joint home visits with child welfare caseworkers, AODA agency staff, or both. At least one
recovery coach is always on call during evenings,
weekends, and holidays to address emergencies.
Recovery coaches also have access to outreach or
tracker staff that specialize in identifying and en-

gaging hard-to-reach or -locate parents. Finally,
recovery coaches share information with child
welfare and juvenile court personnel. The information sharing is intended to inform permanency
decisions. Recovery coach services are provided for
the duration of the case, and such services may also
be continued for a period of time subsequent to
the case's closing.
Empirical evidence supports the development
and implementation of a recovery coach model in
child welfare. Evidence shows that clients achieve
better outcomes (for example, stay in treatment
longer, complete treatment at higher rates) when
assigned to individual counselors (McKay &
McLellan, 1998).This is especially true when such
counselors are experts in a particular area of need.
Rather than refer and connect families with outside experts, an individual counselor, such as a recovery coach, offers a specialized orientation that is
essential for working effectively with families
(Young etal., 1998).
Significant barriers exist between child welfare
and substance abuse services systems (Young et al.,
1998).These barriers certainly exist with regard to
service infrastructure (for example, referral systems,
timely access), but also with regard to fundamental
beliefs about clients. For example, each service system must address the question "Is the client the
child or the family?" In the current system, child
welfare agencies tend to focus on the children as
the primary clients, whereas AODA agencies tend
to focus on the parent as the primary client. The
recovery coach model in Illinois attempts to resolve and address competing agendas by ensuring
independence. The recovery coaches in Illinois are
not employees of child welfare or AODA treatment agencies, but are employed by a nonaffiliated
social service agency (Treatment Alternatives for
Safe Communities). This independence helps ensure that recovery coaches' primary concern is the
families they serve. Recovery coaches are required
to participate in IDCFS and Division of Alcoholism and Substance Abuse training that covers a variety of topics, including addicdon, relapse prevention, DSM-IV, American Society of Addiction
Medicine, fundamentals of assessment, ethics, service hours, client tracking systems, service planning, case management, and counseling.
Earlier research in Illinois has established the efficacy of service integration for reducing substance
abuse in child welfare (Marsh et al., 2000).Yet the
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impact of these programs on child welfare outcomes
is less well known.
METHOD
Target Population
Families eligible for the demonstration included
foster care cases opened on or after April 28,2000,
in Chicago and suburban Cook County, IUinois.To
qualify for the project, parents in substance-involved
families were referred to the Juvenile Court Assessment Program (JCAP) at the time of the temporary custody hearing or at any time within 90 days
subsequent to the hearing. The JCAP stafF conducted substance abuse screening and referred families for substance abuse treatment.
Assignment Procedures
At the time of the substance abuse screening, families were randomly assigned to either the demonstration or the control group. Random assignment
occurred at the agency level. Child welfare agencies and IDCFS offices were stratified by program
size and geographical or language service area and
randomly assigned to control and demonstration
groups within strata.These procedures resulted in a
control group consisting of t9 agencies and a demonstration group consisting of 4t agencies. The
agency or office designation determined to which
group the family case was assigned. The specific
steps involved were as follows:
• develop separate lists of agencies and IDCFS
offices
• stratify agencies and offices by size and common geographical or language service area
into 20 strata with three agencies or offices
per strata
• assign a random number to each agency and
office
• sort by strata and random number and systematically select every third, using a random
start
• assign selected agencies and offices to the
control group
• reassign random numbers to the remaining
agencies and offices in the demonstration
group.
To evaluate differences at the agency level, we
tested for differences in the size of the foster care
population, kinship care population, caseload size.
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and permanency performance rate.There were no
significant differences between the agencies assigned to the control group and the agencies assigned to the demonstration group (see Tables t
and 2).We have no data specific to the availability
of substance abuse services. However, as the sampling and random assignment procedures were
stratified by geographic area, availability of substance abuse services should not vary between the
two groups.
The parents assigned to agencies serving only
the control group received the substance abuse services that were available before the demonstration
waiver.This was not a "no-treatment" control group;
it was, rather, a "treatment-as-usual" control group.
In general, families in the control group received
substance abuse assessment and referrals for substance abuse services. In addition, child welfare caseworkers monitored compliance and encouraged
participation in treatment programs. The parents
assigned to agencies serving the demonstration
group received the regular services plus intensive
case management in the form of a recovery coach.
The recovery coach worked with the parents, the
child welfare caseworker, and the AODA treatment
providers to remove barriers to treatment, engage
the parent in treatment, provide outreach to reengage the parent if necessary, and provide ongoing support to the parent and family throughout
the duration of the child welfare case.
Data Sources and Sample
This evaluation uses multiple data sources. Data
pertaining to placement, permanency, and child
Table 1: Testing Random Assignment:
Means of Assigned Agency Groups (n = 60)
SD
$MM
Foster care
Control
Demonstration

82.83
94.05

47.44

11.18

90.57

14.15

Kinship care
Control
Demonstration

192.39
183.98

238.92
197.60

56.31
30.86

297.32

282.66

64.85

278.02

267.56

41.79

Caseload size
Control
Demonstration
Permanency performance
Control
Demonstration

25.432

6.056

26.686

8.047

1.469
1.289
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Table 2: Testing Random Assignment: T Tests of Assigned Agency Groups (n = 60)
VariaMe
Foster care
= variance
<> variance
Kinship care
= variance
<> variance
Caseload size
= variance
<> variance
Permanency performance

df
1.436

0.587

0.333

0.858

p
(2-tailed)

Mean
Difference

SE
Difference

.236

495
622

57
55.039

.623
.537

-11.22
-11.22

22.67
18.03

141
131

57
27.682

.888
.897

8.41
8.41

59.60
64.22

255
250

58
33.456

.799
.804

19.29
19.29

75.58
77.14

.568
.525

-1.254
-1.254

.447

.566

.359

= variance

574

54

<> variance

642

40.103

safety came from the IDCFS's integrated database.
At the time of this research, the IDCFS database
included placement events through September 30,
2003.The IDCFS database was also used to extract
agency-level data. Specifically, the multivariate
models include two agency variables: the number
of families served in fiscal year 2002 and the percentage of those families who were reunified. Finally, cost comparisons were also generated from
the IDCFS database. Substance abuse assessment
data came from JCAP and included a variety of
demographic information (for example, employment status, living situation, and public aid recipient), substance abuse histories, and indications of
prior substance-exposed infants. The JCAP assessment data also included an item titled "current legal problems."This item referred to the caregiver's
involvement (at the time of substance abuse screening) with the adult correctional system. Such involvement includes pending charges, awaiting trial,
or released on probation. This item did not differentiate between involvement that was related to
substance abuse and involvement that was not.
Data pertaining to substance abuse services came
from the department's Automated Reporting and
Tracking System (DARTS). This system is managed by the Office of Alcoholism and Substance
Abuse and includes intake data, termination data,
level-of-care data, and reason-for-service-closing
data. We were primarily interested in the time between the JCAP assessment and the first treatment
episode. The DARTS data included services pro-

2.183
1.954

vided through June 30,2003.The sample consisted
of 738 families (representing 1,417 children) who
were randomly assigned before March 31, 2003.
Method of Data Analysis
The present study focused on access to substance
abuse services and the impact of these services on
the child welfare outcome of family reunification.
To understand the timing of access to substance
abuse treatment, w^e used survival analysis and generated life tables comparing the experimental and
control groups. To understand the likehhood of
accessing services, we used cross-tabulations and
chi-square statistics. To understand the impact of
services on family reunification, we used hierarchical nonlinear modeling.
Life Tables
Life tables were used to describe and display the
time to first treatment episode. We focused specifically on the number of days between JCAP assessment and the first treatment episode.The life tables
used in this study were divided into 30-day intervals. For each interval, we calculated the number
and proportion of cases that entered the respective
interval (risk set), the number of cases that experienced the event of interest (accessed substance abuse
services), and the number of cases that were censored in the respective interval. Cases were censored if access to substance abuse services did not
occur before the end of data collection. Although
parents may eventually have received services, the
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case was censored (that is, removed from further
analysis) because this event was not observed during the period of data collection. In addition to
comparing the time between JCAP and substance
abuse treatment, we also compared the overall proportion of cases accessing substance abuse services.
It is possible that although the trajectories may look
different (for example, the experimental group
obtained services more quickly), there may be no
difference when comparing the overall proportion
of cases in the experimental and control groups
that received services.We used cross-tabulations and
chi-square statistics when comparing the likelihood
of accessing substance abuse services.The treatment
data run from April 2000 to June 2003.
The analyses that focus on access to substance
abuse services are limited to the parents who signed
a letter of informed consent. Subsequent to random assignment, parents were asked for permission to share substance abuse treatment information. Without signed consent letters, we were
unable to hnk DARTS and IDCFS records. Approximately 45% of parents signed a letter of informed consent. Parents in the demonstration
group w^ere more likely to provide consent (48%
compared with 37%). It is not clear why the two
groups differed with regard to informed consent.
Using (tests and chi-squares, we compared the two
groups (consenters with nonconsenters) to determine how the two groups might vary. Other than
group assignment, no significant differences
emerged when comparing the following parent
and child demographics: age of caregiver, age of
youngest child, age of oldest child, number of children, race, educational level, marital status, living
situation, employment status, receipt of public aid,
current legal problems, housing issues, domestic
violence, current mental health problems, primary
drug of choice, prior foster care placements, prior
substance-exposed infants, and total number of
prior allegations.
Hierarchical Modeling
Hierarchical nonlinear modeling (HLM) was used
to model the relationships among family characteristics, the provision of intensive case management services (recovery coach), and family reunification. Earlier research has yet to adequately address
the hierarchical nature of data in evaluating substance abuse services in child welfare. Although the
provision of substance abuse services is at the fam-

ioo

ily level, the outcome of primary interest (for example, family reunification) is measured at the child
level. This presents a dilemma when considering
the unit of analysis. Should one analyze the data at
the child or the family level? Analysis conducted at
the child level (which includes sibhng groups), violates the assumption of independent observation. If
analyses are conducted at the family level, we are
unable to use all the child-level data.The most appropriate method permits the analysis of child-level
data nested within families. HLM partitions the variance at the individual and group levels and allows
one to model a child-level outcome both within
and between families (Raudenbush & Bryk, 2002).
For the purposes of the present study, we also included a third level of modeling—the agency level—
as children are nested within families and families
are nested within agencies. At the individual level,
we estimated the relationship between child characteristics (for example, age, race, and gender) and
family reunification. At the second level, we estimated the relationships among family characteristics (such as caregiver demographics), random group
assignment, and family reunification. At the third
level, we estimated the effects of agency size (indicated by number of families served) and reunification rate (as indicated by the most recent reunification data available). The age of the child, age of the
caregiver, and number of children were grand mean
centered.
Hierarchical nonlinear models were fitted to
predict family reunification. In the full model, the
independent variables included family-level variables (for example, age of youngest caregiver, unemployed, prior substance-exposed infant, average
number of children, legal involvement, experimental
or control group assignment) and child-level variables (race, age at first allegation of maltreatment,
gender). Random intercept models were used to
account for potential within-family correlation of
family reunification.
RESULTS

As ofMarch 31,2003,738 families and 1,417 children were enrolled in the waiver demonstration.
These children and famihes were nested within 87
social services agencies. There were no significant
differences in descriptive statistics between the experimental group and the control group (Table 3).
Thus, it appears the random assignment created
equivalent groups. At the time of the temporary
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Table 3: Child and Family Characteristics
of Families Affected by Substance
. Abuse {N = 738)

Family Characteristic

Experimental
Group
(n = 521)
n
%

Age of youngest caregiver {M)
32.4
African American
428
Hispanic
38
Unemployed
362
High school education
168
Public aid recipient
209
No health insurance
Current legal involvement
College education
Mental health problems

184

85

7
70
32
40

11
142
69

5
65
32

76

35

284

55

114

22

133
56

61
26

35
33

7
6

Prior substance-exposed infant 328

Female
African American
Hispanic

63

Average no. allegations
% reunified

16

7

9
138

4
64

1.90

1.99
1.21

1.23

Experimental
Control
(n = 986)
(n = 431)
n
%
n
%
474
48
208
48
819

62
First allegation before 1 year old 540
First allegation between 1 and
2 years old

32.0
82

Average no. children in home
Average no. adults in home

Child Characteristic

Control
Group
(n = 217)
n
%

190
2.7
12

83
6

358
22

83
5

55

223

52

19

94

22
2.8
7

custody hearing, when clients were inducted into
the project,substance abuse treatment was available
to both or only one parent in the household.
Twenty-two percent (n = 161) of the families had
both parents participating in the project.The average age of the youngest caregiver in the house was
32 years at the time of referral. Eighty-three percent were African American, 7% were Hispanic, and
the remaining 10% were white. Sixty-eight percent of the caregivers were unemployed, 32% were
high school graduates, and 39% were receiving
public aid at the time of random assignment. Fiftysix percent of the families reported having no medical insurance, and 23% reported current legal problems.Thirteen percent of the families included three
or more children. Sixty-three percent of the fami-

lies had at least one infant who was substance exposed before their referral to the demonstration
waiver. Overall, 10% of the families achieved reunification (7% control compared with 12% experimental). On average, children in the present
study were 2.7 years old at the time of the substance abuse screening. Forty-eight percent of the
children were girls. Of the 1,417 children, 83% were
African American and 6% were Hispanic. Ninetytwo percent had at least one substantiated report of
maltreatment at the time of random assignment.
Access to Substance Abuse Services
A primary goal of the recovery coach model is to
speed up the recovery process. In part, this goal is
achieved by facilitating entry into a substance abuse
service setting. That is, if one can shorten the delay
between assessment and access, one might also
shorten the overall time to recovery. To monitor
the time between initial assessment and date of first
treatment episode, we used the state of Illinois'
DARTS.The service data reflect treatment activity
between April 2000 and June 2003. The caregivers
represented in these analyses entered the demonstration project between April 2000 and March 31,
2003. By selecting March as our cutoff date, we
allowed a minimum of three months to elapse between substance abuse screening and date of first
treatment episode.
As of March 31,2003, 331 caregivers had completed the substance abuse screening. Of these 331
caregivers, 81 were in the control group and 250
were in the demonstration group (Table 4). Overall, 81% took advantage of substance abuse services
subsequent to the substance abuse screening. Of
those in the control group, 74% obtained substance
abuse services compared with 84% in the experimental group. This difference is statistically significant [x'(l) = 3.65, p < .05].
Life Table: Comparing Time to First
Treatment Episode
To better understand the access-to-services trajectories, we produced a life table. The survival lines
for the experimental and control groups are displayed in Figure 1. Note that shordy after the JCAP
assessment (represented as 0 days), the two lines
begin to diverge. At one month (30 days), the difference is quite noticeable. Specifically, 50% of the
families receiving recovery coach services (experimental group) used services within the first 40 days.
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Table 4: Access to Substance Abuse
Services by Random Group
Assignment (n = 331)
usecf Substance
Abuse Services
No
Yes
%
n
%
n

Assigned Group
Control
Experimental
Total

21
41
62

26

60

74

16

209

84

19

269

81

In contrast, approximately 100 days elapsed before
50% of the control group obtained substance abuse
services.The Wilcoxon (Gehan) statistic {5.627, df
= l,p < .05) indicates that the trajectories of these
lines are significantly different. In combination with
the findings reported earlier, it appears that parents
in the experimental group were not only more likely
to use substance abuse services, but were also more
likely to obtain such services more quickly.
Recovery Coach Services and
Family Reunification
OveraD, 10% of the children were reunified with
their parents (7% control compared with 12% experimental) .The difference in reunification was sig-

nificant, [/^(l) = 5.87,;; < .05]. HLM reveals factors predicting family reunification.The coefficients
represent the predicted log-odds (see Table 5).
The variance components and chi-square statistics indicate that the odds of achieving reunification
varied significantly between families, but not between agencies. Race, gender, and age of the child
were not related to reunification. Several familylevel predictors were related to reunification: age of
youngest caregiver, employment status, legal problems, and random group assignment.The exponentiation of the coefficients (e") indicates the change
in odds. For example, the exponentiation of the
coefficient associated with age (.03) indicates that
for every one standard deviation increase in age, the
odds of reunification increased by 1.03. In contrast,
the coefficients associated with unemployment and
legal problems indicate a decrease in the likelihood
of reunification.The exponentiation of the coefficient associated with unemployment (exp[-.85] =
.43) indicates that the hkelihood of achieving family reunification decreased by a factor of 0.43 for
unemployed caregivers. Similarly, the exponentiation of the coefficient associated with legal problems (exp[-.46] = .63) indicates that the likehhood
of achieving family reunification decreased by a
factor of0.63 for caregivers with current legal problems. Regarding the primary focus of this study.

Figure 1: Time between Juvenile Court Assessment Program
(JCAP) Assessment and First Treatment Episode
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Table 5: Effects of Recovery Coach Services on Family
Reunification (Hierarchical Nonlinear Modeling)
Unconditional
Factor

Coeff.

Level 1

SE

Level 2

Level 3

SE

Coeff.

SE

-2.48*

.29

-2.29**

.42

African American

.09

Hispanic
Age

.45
.01

.30
.48
.02

.06

.11

Fixed efFects
Intercept
Child level

-2.33*

.11

Coeff.

Sex (1= female)
Family level
Age of youngest caregiver
Unemployed (1 = yes)
Prior SEI (1 = yes)
No. children
Legal problems (1 = yes)
Group assignment (1 = RC)
Agency level

.03*

.01

-.85**

.18

-.22

.18

.14
-.46*
.62*

.09
.20
.28

No. families
% reunified
Finale estimations LI and L2
Variance components
df
Finale estimations L3
Variance components

df

2.87
651
894.46*

651

645

875.87*

870.73*

.21
86
92.42

86

86

91.23

88.11

2.84

.20

2.81

.20

Coeff.

SE

-2.25*

.42

.09
.38
-.03
.03

.33
.50

.03*
-.85**
-.23
.14
-.46*
.62*

.02
.11
.01

.19
.18
.10
.20

.25

.01

.01

.04

.07

2.80
645
864.76*
.19
84
87.23

Note: SEI = substance-exposed infant; RC = recovery coach; L = level,
*p< .05. ••p< .01.

there was a positive relationship between group
assignment and family reunification. Specifically, exponentiation ofthe coefficient associated with group
assignment (exp[.62] = 1.86) indicates that the likelihood of achieving family reunification increased
by a factor of 1.86 for children in families who
received recovery coach services.
Cost Data
Using IDCFS claims data, we estimated the cost
savings associated with the recovery coach model.
The actual IV-E cost of the demonstration group
(those assigned a recovery coach) was $9,178,654.
The actual IV-E cost of the cost neutrality group
(control) was $9,119,817.This is a cost savings of
$58,837. So the use of recovery coaches is cost
neutral and in fact generates savings for the state of
Illinois.

DISCUSSION
We focused on two outcomes: access to substance
abuse treatment and family reunification.The results indicate that families receiving recovery coach
services were more likely to gain access to substance abuse treatmcnt.The results also indicate that
families receiving recovery coach services were more
likely to achieve family reunification. Specifically,
the odds of achieving reunification were 1.28 times
greater for families assigned to the recovery coach
group.
These are important findings and make a unique
contribution to the literature because very few substance-abusing families in the child welfare system
achieve family reunification; there are almost no
experimental studies of effective interventions for
substance-abusing families in the child welfare system; and recent legislation makes it clear that if
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family reunification is still the primary goal for child
welfare systems, the timeline and milestones associated with recovery from substance abuse must
coincide with the timeline associated with permanence and the termination of parental rights.
Reunification
The likelihood of achieving family reunification
for substance-abusing parents is extremely low. Of
aU children entering foster care in 1994, only 19%
were still in care as of June 30,2000 (approximately
six years) (Goerge & Lee, 2000). In comparison,
86% of substance-exposed infants entering care in
1994 failed to return home before January 2002
(approximately 7.5 years) (Budde & Harden,2003).
Interventions that can increase the likelihood of
family reunification should be considered by state
child welfare agencies, even if such increases are
modest. In the present study, 12% of the families
receiving recovery coach services achieved family
reunification (relative to 7% in the control group).
This 12% certainly does not reflect the ideal, but
considered within the historical context of family
reunification for substance-abusing families in Illinois, this percentage is not entirely discouraging.
No single intervention will resolve all the issues
associated with reunification for substance-abusing
families. Furthermore, this study represents interim
findings.The AODA waiver demonstration will continue for another two years. If the use of recovery
coach services can continue to produce small gains,
the accrued differences may be both statistically
and clinically significant.
It is also important to note that many factors
contribute to reunification. One should not assume
that treatment gains are the sole determinant of
reunification. Similarly, one should not assume that
low rates of reunification are the result of ineffective services. The culture in family courts, riskaverse judges, and coexisting problems within the
family system may all contribute to low reunification rates for children in substance-abusing homes.
The current study did not focus on the effectiveness of substance abuse services. Rather, it focused
on the effectiveness of the recovery coach model
and specifically on whether this model was associated with timely service access and reunification.
It seems important for future research to further
examine the recovery coach model and investigate
the relative efficacy of specific substance abuse services. If the available substance abuse services are
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ineffective, it will not matter how quickly child
welfare systems can connect clients and treatment
providers.
Few Experimental Studies
One concern noted throughout the social services
literature is the need for more experimental research. In part, the lack of experimental research
has given rise to a surge of concerns about the quality
of empirical evidence in the applied social sciences
(Boruch, Snyder, & DeMoya, 2000). With an increasing awareness of the need for "best practices"
or "evidence-based practice" in child welfare, these
concerns are only likely to mount.The current study
addresses this concern by taking advantage of the
random assignment incorporated into a Title IV-E
waiver project.
Waivers provide states with greater flexibility to
use Title IV-E funds for programs and services intended to facilitate permanence. The demonstration projects are required to be cost neutral and
perhaps even to decrease expenditures through reduced foster care spells.There are currendy 26 waiver
demonstrations in 17 states. Illinois has three of these
waiver demonstrations.The primary advantages of
implementing a waiver demonstration include the
flexibility to develop innovative treatment approaches that would otherwise be denied and the
authority to randomly assign families.The benefits
of a randomized trial in the field cannot be overstated. Random assignment ensures that groups are
equivalent from the outset, ensures that one can
make legitimate statements about the role that
chance plays in results, and helps to minimize interpretative problems that affect nearly every other
evaluation design (Boruch et al., 2000). In short,
the current study makes a unique contribution to
the literature and an important contribution to child
welfare practice because the use of random assignment provides compelling evidence that the benefits of recovery coach services are significant.This
evidence satisfies the call for best practice and helps
to address the concerns regarding quality research
in the applied social sciences.
Legislation
The Adoption and Safe Families Act of 1997
(ASFA,P.L. 105-89) has decreased the permanency
timelines from 18 to 12 months. Moreover, states
are expected to move toward the termination of
parental rights for children who have been in care
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15 of the past 22 months. Although this requirement has been challenged in several states and despite the use of exceptions, the authors of AS FA
clearly intended for states to shorten the timelines
associated with permanence. The shortened
timelines raise at least two questions specific to
ASFA and substance-abusing caregivers in the child
welfare system.
First, are the new permanency timelines realistic or even appropriate given the length of time it
takes to achieve sobriety? Recovery from substance
abuse often takes years and often includes multiple
relapses. The notion of"two clocks" is commonly
used to highlight the difference between the time
one is permitted to achieve permanence relative
to the dnie one needs to achieve sobriety. The
findings of the current study are important because recovery coaches decrease the amount of
time it takes substance-abusing parents to obtain
treatment and increase overall participation rates.
If innovative methods can be developed that
shorten the recovery clock (by reducing access delays), the ASFA guidelines and in particular the permanency timelines might appear more realistic and
appropriate.
The focus of this study was on the effectiveness
of the recovery coach model in child welfare. Yet,
an additional finding emerged from the hierarchical models that is worth noting. Family reunification is less likely to occur when parents are simultaneously involved with the adult correctional
system. This is an important finding because although the problem of parental arrest or incarceration is well documented in the child welfare literature (Ehrensaft, Khashu, Ross, & Wamsley, 2003),
there is scant research with regard to the outcomes
associated with this particular problem. Recent estimates indicate that approximately 16% of mothers with children in foster care are arrested within
18 months of placement. These arrests are more
likely to occur after children are removed from the
home (Ehrensaft et al.).The current study makes a
contribution to the literature by moving beyond
the descriptive nature of parental involvement with
adult corrections and estimating the relationship of
such involvement with family reunification.
The finding that simultaneous legal problems
decrease the probability of reunification is important for at least two reasons. First, family reunification is a primary objective for children in substitute care placement. The vast majority of children

entering the foster care system have an initial permanency goal of "return home."Thus, it is important
for policymakers and practitioners to understand
the factors that may prevent families from achieving this objective. Moreover, this finding is further
evidence that child welfare scholars must look beyond the child welfare system when developing
models to explain key child welfare outcomes.The
experiences of families entangled within multiple
service systems are well documented (Garland,
Landsverk, & Lau,2003; Ovwigho, Leavitt, & Born,
2003; Phillips & Bloom, 1998; Ryan &Testa, 2005).
What our findings reveal is that involvement or
experience within these other systems (adult corrections, in particular) is direcdy related to the probability of achieving desirable outcomes in child
welfare (for example, reunification). In short, for
many families, facilitating recovery from alcohol
and drug abuse is necessary but perhaps not sufficient to achieving reunification.
The findings from this study also raise important questions that future research might address.
First, what is the recovery coach doing to increase
treatment access? What barriers receive the most
attention? The goal of outcome evaluation is to
determine whether the program works. There is
evidence to suggest that the program evaluated in
this study does work. The next step is to determine what aspects of the program are related to
successful outcomes.
Limitations
This study makes several contributions to the literature. However, there are limitations worth noting. Although we were able to evaluate the efficacy
of recovery coaches, it is not clear what the recovery coaches were doing to increase access to substance abuse treatment and rates of family reunification. This evaluation permitted us to address
whether the program worked; however, with the
data currently available, we were unable to address
what aspects of the program worked. Future studies should investigate the specific activities that result in higher rates of treatment participation and
family reunification. A second limitation involves
the DARTS data. The DARTS database was designed for the purpose of reimbursement. These
data are excellent for establishing timelines, that is,
specifying the points in time at which parents used
substance abuse services. Unfortunately, the data
fail to provide an accurate picture of which specific
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