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EXECUTIVE SUMMARY

The importance of having ‘different responses’ for families in need of child welfare support has
become an important aspect of contemporary child welfare practice around the world. This has
assisted jurisdictions in better understanding how to serve families in a way that keeps children
safe and that this approach may vary depending on the unique characteristics of each family.
Across many jurisdictions, commonalities have emerged regarding why Difference Response
(DR) is important, the key characteristics of a fully functional DR system, the challenges
experienced during implementation, as well as the successes experienced by workers and

families.

Recently the Government of Manitoba funded 14 Differential Response Projects in order to better
understand how to create a DR approach in Manitoba as well as to better provide collaborative
assistance to families as early as possible. This evaluation considers the two Projects
implemented by the Metis and Inuit Child Welfare System; the Winnipeg FE Project and the

Parkland Designated Intake Agency FE Project.

In order to better understand the implementation of the projects and its relative success, a variety
of perspectives were incorporated. Efforts were made to consult with a representative sample of
managers who oversaw implementation, FE staff who worked within the Projects, collateral
service providers, as well as primary care givers who received the FE service. Case records, both
paper and electronic, were also reviewed. The triangulation of these perspectives provided some

clear findings.
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The following findings relate to the characteristic of families receiving services:

e A wide variety of families received FE services. Families were identified as having a
variety of risk factors and risk levels as well as various levels of voluntariness.

e A wide variety of services were received by families, which included informal family
supports, supports provided from within the Metis and Inuit CFS system as well as
externally provided supports and services. The majority of families found that the

services they received were useful. A wide variety of family experiences are included.

Findings also relate to the degree to which a Signs of Safety (SOS) inspired collaborative,

strength-based practice approach existed within the Projects.

e There was remarkable alignment across the perspectives of caregivers, workers and
managers about the degree to which a collaborative strength-based practice approach
existed within the Projects. This alignment was associated, in part, with the existence of a

collaborative, strength-based approach to supervision.

The use and usefulness of the various tools and approaches was also considered, the key findings

include:

o A relatively high percent of cases incorporated aspects of the Signs of Safety approach
(including mapping and three houses) and the SDM® approach (including the Probability
of Future Harm, the Risk Reassessment as well as the Family Strengths and Needs
Assessment tools).

e Workers found that the Signs of Safety tools and approaches very practical and useful;

workers are in full support of this practice approach.
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The broad usefulness of safety networks appears equivocal at this time as there are
examples of when this made a possible difference for a family but there were also many
examples of when they were hard to develop and maintain.

Workers found the two Risk assessment tools (the Probability of Future Harm and the
Risk Reassessment) somewhat useful; the Family Strength and Needs Assessment tool
was assessed as least useful.

The SDM® Probability of Future Harm tool was more accurate in anticipating future
intakes and apprehensions than an alternate approach for measuring risk used within the
Province.

In general, workers are more confident that using the Signs of Safety approach would
better assist them in making the right decisions for families than would following the

SDM® approach.

Findings regarding the satisfaction levels of collateral service providers and primary caregivers

receiving FE include:

Collateral service providers, in general, noticed and appreciated the collaborative,
strength-based practice approach of the FE workers.

Primary caregivers who received FE services reported high levels of satisfaction with
their overall experience. These satisfaction levels were more associated with the
caregiver’s assessment of their worker’s collaborative strength-based practice than it was

associated with the variety or expressed helpfulness of the services received.
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Extensive effort was also undertaken to understand the implementation challenges experienced

by the Metis and Inuit CFS system. Findings include:

e The criteria used to stream families to FE were unclear at times to the workers in
Winnipeg since high risk and/or involuntary cases were being streamed to the FE Project;
this struggle partly related to the helpfulness of information provided by at intake.

e Both projects found the service time limits (90 days for Parkland, and 6 months for
Winnipeg) as unhelpful in many cases.

e There was a tendency to make transfer and closure decisions based on assessed risk, but
that other factors were also being considered including: perceived workload in receiving
units, worker engagement with the family, and the nature of the most recent worries about
the family.

e Workers struggled with transferring a case to an ongoing service unit for these same
‘other factors’.

e While there are a variety of community-based services available in the various relevant
communities, service gaps were also identified.

e Initial training was felt to be an appropriate investment by staff and management, but staff
who have joined after the initial hire appear to have received far less training than the

original staff.

More general findings were also discussed that relate to:

e The need for stronger partnerships across the CFS system in Manitoba are needed to

minimize the number of transfers for families, the coordination and sharing of services
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and supports, a rationalization and standardization of services provided pre and post ADP,
and the alignment of assessment practices and streaming processes.

e The need for a full service spectrum preventative approach to child welfare in Manitoba

e The importance of a stable and balanced approach that ensures that professional practice
skills continue to be understood and developed as well as ensures that prescribed practice

standards are appropriate, relevant, and fulfilled.

These findings have collectively led to the following recommendations.

Recommendations Regarding the Continued Implementation of the Metis and Inuit FE Projects

1. A dedicated on site FE supervisor needs to be maintained for each project.

2. Practice skills continue to be sharpened through further implementation of the Signs
of Safety practice approach.

3. The SDM® Risk reassessment tool should be completed before major decisions are
made (closures or transfers, for example).

4. SDM® Family Strengths and Needs Assessments should not be required as SOS
mapping already helps identify strengths and worries in a way that progresses the plan

and the worker-family relationship.

Recommendations for the Broader Metis and Inuit CFS System
5. SOS skills demonstrations and training (including harm/danger statements, mapping,
scaling, safety network development) and SDM® training (for the risk tools) be

provided to all workers.
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6. A practice model be formalized that embed SOS skills and tools within a formal
practice approach; SDM® risk tools would be incorporated into the practice model as
an information source for consideration at key decision points.

7. Peer group supervision becomes a core approach for sharing work, sharpening
practice, and informing decisions that impact families receiving services.

8. The practice and supervision model would be intensively implemented in targeted
ongoing service teams.

9. An ongoing implementation/process evaluation of the model should be completed
over two years and should assess family, staff, and management feedback. The
purpose of the evaluation would be to fine-tune the practice approach, supervisory
approach, and case management processes.

10. Embed a full service spectrum philosophy of prevention across the system.
Prevention can happen throughout the system including at Intake, VFS cases, Family
Preservation, Protection cases, and Reunification. Preventative service is something
far broader and more powerful than ‘a diversion at intake’; it is about keeping children
safe.

11. Targeted partnerships with community based service providers be established to
address expressed gaps in services and supports available in the community. These
partnerships will enable more families to receive the benefits of a community-based

service network.

Recommendations for the Manitoba CFS System

12. All DIAs would be given the same access to case histories in the Intake Module and

CFSIS.

Building Capacity Consulting Services www.manitobaconsulting.com 9



13. All DIAs would provide specialized assessment and referral supports (and not a robust
service) within 90 days.
a. Assessments would include:

I. A safety assessment (including the provision of emergency services if
required)

ii. A review of the current incident (including an abuse investigation if
required)

iii. The SDM® PFH risk assessment (would be completed for all families
at all the DIAS)

iv. Clear and concise harm and danger statements

v. A collaborative assessment of strengths, worries and next steps

vi. An assessment of the family’s willingness to work with CFS regarding
the expressed danger and worries. This could be accomplished by
completing a ‘voluntary family service agreement’ with families.

b. Referrals would be directed toward:

i. Community-based services (including resource centres) when an open
file is not warranted. These community resources would be financially
compensated by the CFS system as a service that supports diversions
from the system, OR

ii. Ongoing services (after an ADP) in either an assessment stream (as a
VFS case) or an investigative stream (as a Protection case) as the

situation requires.
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c. Services provided by the assessment stream would not be time-limited but
approval would be required to extend services beyond certain time limits. This
type of accountability would support time-limited service provision without
requiring that the family transfer and change workers when longer-term
support is required.

14. Referral (streaming) decisions at all DIAs would be influenced by voluntariness/
engagement/motivation of family, nature of most recent incident and PFH risk (listed
in descending order of importance).

Recommendations regarding preparation for a full impact evaluation of FE services and the DR
approach.

15. A full impact evaluation of FE services (including the impact of community based
services and safety networks) be undertaken in two to five years that focus on the
achievement of the expressed long-term outcomes of Manitoba’s DR model.

16. PFH and Reassessment tools would populate ‘backend’ datasets (be fully embedded
within CFSIS) and be readily available to Authorities.

17. Authorities would have access to annonymised PFH and Reassessment results from
non project participants in order to identify proxy comparison groups.

18. The Metis ‘DR database’ would be fully maintained for both Projects until the impact
evaluation has been completed.

19. Replace the current Metis Family Questionnaire with the Primary Caregiver Survey

(see Appendix B) and have it be administered at case closure/transfer.
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1. LITERATURE REVIEW

Child welfare systems around the world have been criticized for lacking a preventative approach
for assisting families that struggle BEFORE these struggles begin to impact child safety (Child
Welfare Information Gateway, 2008); this has resulted in systems that react to safety concerns
instead of preventing them. The solution is to create a broader range of responses that direct
families to appropriate supports, as often as possible, at the first signs of trouble (Sphere Institute,

2006).

The need for an early intervention stream of child welfare services and supports in Manitoba has

also been documented (Office of the Ombudsman, 2006).

As a result, the Government of Manitoba, in collaboration with the four Child Welfare
Authorities, has funded and piloted 14 DR/FE projects across Manitoba. These projects intend to
create new resources to support families when mandated child protection services are not
justified, but that in the absence of resources, these unaddressed struggles would likely become a

concern of the child welfare system.

The purpose of these projects is to provide collaborative (not adversarial), early intervention
services that aim to address each family’s unique struggles; these services would promote
ongoing protective capacities for the child within his/her natural family whenever possible,

therefore minimizing the need for a longer, more invasive service case.
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WHAT IS DIFFERENTIAL REPONSE AND FAMILY ENHANCEMENT?

Differential Response (DR) models within child welfare systems tend to include two or more

streams of services that provide the most appropriate response possible for each family depending

on their circumstances. DR is synonymous to ‘streams of service’. DR is also known as

Alternative Response (AR), Dual Track, and Multiple Track (Schene, 2001).

Regardless of the term used, two major streams generally emerge:

1) Anintervention related stream (often known as the
‘investigation’ or ‘traditional’ stream)

2) An assessment stream (known in Manitoba as
‘Family Enhancement’). Family Enhancement is
synonymous with the early-intervention stream
within a DR service system.

The primary aim of DR is to “make
available a broader set of responses
that direct families to community-
based resources at the first signs of
trouble, helping to keep children
safe in their own homes” (Sphere
Institute, 2006, p. 2)

Typically, there are a variety of differences between these two streams of service (see Table 1

below).

Table 1: Stream Comparisons

Investigation/Traditional

Assessment /Family Enhancement

Stream Stream
El igibi | ity Criteria . For incidences of more severe . For low to moderate risk cases (families without
maltreatment (including sexual basic necessities, educational neglect, absence of
abuse and chronic neglect) or a supervision, parent-child conflict, etc.)
criminal act . Involvement is often voluntary
. Involvement is often mandated
Process . Gather evidence in order to e  Collect information to assess a family’s needs and
substantiate maltreatment strengths and to provide services to meet those needs
Philosophy e  Viewed as adversarial, surveillance e  Viewed as engaging, encouraging, service focused
focused, threatening and punishing based in individualized needs
. One size fits all approach to . Individualized, family centered approach to planning
investigating . Services are provided by community-based
. Services are provided by mandated organizations
CFS workers
End Result e A (un)substantiation of e  Asafety plan and supporting services

maltreatment, a potential
apprehension

Pu rpose e To keep children safe when they .

are in danger

To keep children safe (in their homes) before they
are in danger

See Child Welfare Information Gateway (2008), Sawyer & Lohrbach (2005), Schene (2001), Kaplan & Merkel-Holguin (2008), Waldfogel

(1998a)
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WHY IS DR NEEDED?

Simply stated, a system only has one response in the absence of different responses; this is
generally an investigative approach for substantiating abuse and neglect. Critiques state that this
‘one size fits all” approach does not serve families well (Drake, Jonson-Reid,Way, & Chung,
2003; English, Marshall, Brummel, Orme, 1999; Essex, Gumbleton, & Luger, 1996; Wolock
Sherman, Feldman, & Metzer, 2001) and is a waste of time and resources (Besharov & Laumann,

1996).

Authors (English, Wingard, Marshall, Orme, & Orme, 2000) have suggested that child welfare

systems are overwhelmed with the following systemic problems:

1. Families are referred that should not be. ]

2. The number of families referred exceeds the We must find better ways
system’s capacity to serve. of addressing “the

3. Some families that should be referred are not. underlying problems that

4. Authoritative approaches are not appropriate for all threaten child safety and
families. welfare”.

5. Families do not receive the services they really Institute of Applied Research
need. (2006)

The Child Welfare Information Gateway (2008) maintains that what is needed is:

1. A comprehensive assessment approach including the identification of family strengths and
needs

2. Family involvement in the service planning processes

3. The availability of relevant services and supports

4. The capacity to provide a timely, preventative response to lower risk families
For these reasons, DR approaches specifically provide a variety of responses depending on the
circumstance. Some ‘traditional’ responses may need to be more directive and adversarial, but
many can be collaborative and ‘family-driven’ (Connolly, 2004). Regardless of the type of

response, the focus is to assess, understand and respond to the family issues that lie beneath the

Building Capacity Consulting Services www.manitobaconsulting.com 14



incident (Child Welfare Information Gateway, 2008); this typically includes targeted services or
supports. This can be most appropriately accomplished with skilled workers in conjunction with

engaged and empowered parents (Rohm & Bruce, 2008).

HOW COULD STRUCTURED DECISION MAKING (SDM) AND SIGNS OF SAFETY
(SOS) SUPPORT DR?

Central to the implementation of any child welfare approach is the need to gather information,
make decisions and follow through on those decisions as they relate to families and possible
service providers. While these tasks are fairly universal, the approaches and philosophies to do

them are endless.

While SDM provides an empirically-rooted approach for gathering information, making
decisions and following through with a plan (Children’s Research Center, 2008), SOS provides a
practice-based approach (Turnell, 2010). Even though these approaches are different
philosophically (Morrison, 2010; Turnell, 2010), many jurisdictions including Massachusetts,
Minnesota and California are integrating the two approaches, often within a DR context. The
expectation is that together they provide a more complete child welfare approach, the ideal union

of research and practice, of the experiential and the empirical.

SDM assesses immediate safety, longer term risk, changes in risk over time, and family strengths
and (service) needs through the use of copyrighted, empirically-informed checkbox type tools
(Children’s Research Center, 2008). SDM is a form-based practice approach that focuses
workers on the most important factors that measure safety, risk, family strengths and family
needs. The factors are scored and the ‘Safety’ score, for example, informs decision making about

immediate removal of a child from a natural family. The ‘Risk’ score informs decision making
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about the likelihood of future maltreatment; the ‘Risk Reassessment’ helps identify changes in
risk over time. Finally, the ‘Family Strength Needs Assessment’ identifies empowering aspects
of the family and areas of service need. A range of actions are recommended for each tool
depending on how the family scores. The tools work together to create an evidence-based

practice approach.

Supporters say that the strength of SDM is that it consistently (Institute of Applied Research,
2004c) and accurately (Johnson & Wagner, 2003; Johnson, 2004) determines which cases should
be investigated, which children should be removed and which families require what intensity of
services. This is accomplished by determining if risk factors are present in the family.
Conversely, empirically-rooted risk tools are known to misclassify as many as 33% of families
(Institute of Applied Research, 2004c). This misclassification is the result of ‘unexplained
variance’ with the models that create the risk tools; these unexplained variances include family-
specific characteristics. “Misclassifications™ can have profound impact on the children and
families involved (Morrison, 2010). Turnell (2010) and Parton (1998) question approaches that
frame child welfare within a macro risk-based rule model instead of a family-rooted safety or

need model. SDM type approaches alone may not be enough (Myers, 2005; Parton, 1998; 2008).

SOS is a practical solution-oriented approach for partnering with families throughout
assessment, case planning and service provision (Turnell & Edwards, 1997). The approach is
about finding and leveraging a family’s ‘signs of safety’ into protective capacities that keep their
children safe. There is no list of signs of safety to choose from because the list would be endless.
There are no forms to complete prior to decision making because standardized forms could

actually limit possibilities. SOS does provide a variety of approaches to help incorporate the
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voices of everyone in the family into the entire decision making process; this gives the family

true ownership and ‘buy-in’. SOS focuses on three key principles (Turnell, 2010):

1. A collaborative working relationship with all involved (families, co-workers, CFS
management and external service providers)

A spirit of inquiry

3. Practical approaches for gathering information, making decisions and providing support

N

Turnell and Edwards (1997), along with other authors (Comer & Vassar, 2008; Forrester,
Kershaw, Moss, & Hughes, 2008; Forrester, McCambridge, Waissbein, & Rollnick, 2008;
Yatchmenoff, 2005), maintain that trusting, collaborative working relationships are the most
important prerequisite to child safety. The SOS approach aims to build these kinds of
relationships between social worker and the families that they work with. As much as possible,
the approach uses the skills of the worker to focus their relationship on keeping children safe in
kinship safety networks (Turnell, 2006). The tools are simple, practical (Lohrbach, Sawyer,
Saugen, Astolfi, Schmitt, Worden, & Xaaji, 2005; Myers, 2005) and warmly embraced by front

line staff (Department of Child Protection, 2010).

In summary, for SDM, collecting the ‘facts’, the right facts, and making decisions based on these
facts is most important. For SOS, the process of hearing and understanding the family narrative

and working with the family to make decisions is most important.

In many jurisdictions with an integrated SDM/SOS DR approach, SDM tools are primarily used
to inform key decision points, including which service stream is most appropriate and ongoing
reassessments of this decision. SOS approaches primarily guide the worker’s practice between
and through these key decisions; what you do with the family and how workers bring the family

along the journey. While the implementation of this integrated approach is very new in most
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jurisdictions (the notable exception is Minnesota), initial feedback provides promise and a lot of

lessons have already been learned.

WHAT HAVE WE LEARNED ABOUT THE KEY COMPONENTS OF A DR
APPROACH?

According to Schene (2001) and others, the key components of a successful DR system appear to

be:

1. Anongoing focus on safety

Regardless of the stream, authors (Child Welfare Information Gateway, 2008; Kirk, 2008;
Schmid & Sieben, 2008; Turnell, 2010) are clear about the importance of maintaining safety
throughout a family’s involvement with child welfare services. Safety always needs to be
addressed first and in no way should be compromised as a result of any child welfare service

decision.

2. A systematic decision-making process for streaming cases

According to Trocmé, Knott, & Knoke (2003) the success of a DR model is contingent on the
ability to assign families to the most appropriate service stream. While the work of Kirk (2008)
points to the relevance of using risk assessments over any other type of assessment when it comes
to streaming decisions, others suggest that using risk measures distracts from and/or complicates
the work of keeping children safe (Morrison, 2010; Parton, 1998; Rycus & Hughes, 2003; Wald
& Woolverton, 1990). In the end, most jurisdictions do not rely on risk scores alone to make the
decision (Merkel-Holguin, Kaplan, & Kwak, 2006). These jurisdictions not only consider risk but

also legislative limits, previous reports, presenting family characteristics, family willingness and
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capacity, type of maltreatment, and the ages of the children in streaming decisions (Merkel-
Holguin, Kaplan, & Kwak, 2006; Schene & Kaplan, 2007). For more information on various
United States streaming criteria and processes, Merkel-Holguin, Kaplan, & Kwak (2006) is one

of the most exhaustive resources available.

Probably the most well known streaming process is Olmstad, Minnesota’s use of the Red Team
(Sawyer & Lohrbach, 2005). This group decision making approach involves a group assessment
of factors and a group decision about the most appropriate service stream. It appears that most
established processes establish core eligibility criteria for streaming but also allow room for
professional discretion (Merkel-Holguin, Kaplan, & Kwak, 2006; Schene & Kaplan, 2007), see
Figure 1.

Figure 1: The Streaming Decision

This is especially important when a case is not clearly

eligible for just one stream. The approach of Meets Meets
Criteria for Criteria
'Traditional' for FE
appropriately balancing quantitative risk levels and Approach Approach

Reflection, discussion and discretion required.

professional discretion have generally required time,

practice and reflection before the most appropriate balance is reached and reliably maintained
over time (Department of Social Services Commonwealth of Virginia, 2007, 2008; Institute of
Applied Research, 2004c). Evidence suggestions that FE streams are used more often as systems
become more comfortable with their streaming process (Department of Social Services

Commonwealth of Virginia, 2008).
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3. An ongoing ability to reassess the appropriateness of a family’s service stream and change

streams as needed

Research has suggested that when workers are willing to reassess

“The single most previous decisions in relation to new information and change their

important factor in
minimizing error is
to admit that you

may be wrong”.
Munro (2002)

decision, it is a sign of an effective practice (Munro, 1996). It is for

this reason that the streaming decision should be reassessed on an

ongoing basis (Merkel-Holguin, Kaplan, & Kwak, 2006; Schene,

2001). Schene and Kaplan (2007) suggest that assessment and decision making should be

ongoing and cumulative as a trusting working relationship grows.

4. An approach for truly engaging families about their struggles (that compromise child

safety) AND their strengths (that can create safety)

The importance of family engagement in child welfare systems has been a dominant topic of
research in recent years (de Boer & Coady, 2007; Ferguson, 2001, 2003; Loman & Siegel, 2005;
Marts, Lee, McRoy & McCroskey, 2008; Schene & Kaplan, 2007; Schmid & Siebe, 2008). In
essence, family engagement is the vehicle for building a trusting working partnership, and it is in
that kind of partnership that struggles can be most productively discussed and overcome (Institute

of Applied Research, 2006, 2006b).
Comer & Vassar (2008) describe six key principles for building partnerships with families (and
co-workers). These principles can serve as values that workers should embody in practice.

a. Everyone desires respect
b. Everyone needs to be heard
c. Everyone has strengths
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d. Judgement can wait
Partners share power
f. Partnership is a process [not an end result]

@

Munro (2010; 2011) has recently emphasized the importance of, the often overlooked and
undervalued, professional practice skills that are an essential skill set for effective social work
practice within the child protection system. She maintains that systems that deemphasize these

practice skills offer a less effective service system.

5. A focus on creating natural kinship supports for a family whenever possible

A growing body of literature has highlighted the importance of using kinship supports to create
safety for children (Child Welfare Information Gateway, 2008; Marts, Lee, McRoy &
McCroskey, 2008; Schene, 2001). This approach is often less intrusive, more culturally
appropriate and less expensive than more formalized service providers (Connolly, 2004). It is for
these reasons, in part, that SOS focuses on the development of informal ‘safety networks’ of
family members and friends to create safety (Turnell, 2010) and not the over-reliance on paid
service providers. Inevitably, many cases would also benefit from more formal supports and/or

services.

6. A wide variety of the right supports and services are available from the agency and the

community

The introduction of a DR system requires that the child welfare system partner with community
based organizations to offer the right services for the FE population (Child Welfare Information
Gateway, 2008; Marts, Lee, McRoy & McCroskey, 2008; Schene, 2001). Community-based

organizations are important service providers for the FE stream due to their impartial, non-
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stigmatizing, non-mandated status. These characteristics come together to provide struggling
families with services that they are most likely to accept voluntarily (Conley& Berrick, 2008;

Wise, 2003).

The experience of researchers (Dale, 2004; Ferguson, 2001, 2003; Institute of Applied Research,
2008, 2009; Schene & Kaplan, 2007) has shown that the services and supports most likely needed

by FE families include:

Food and clothing

Rent and utility support

Transportation

Child care

Parenting classes

Addictions services

Budgeting and financial services

Anger management/ domestic violence classes
Counselling (including trauma support)

Crisis support

—mSemooooTe

It would be reasonable to ensure that these services and supports are broadly accessible within the
communities that FE families reside; should a service gap exist, the service ought to be made
available through the support and collaboration of the child welfare system (Child Welfare

Information Gateway, 2008; Schene, 2001; Wise 2003).

7. Intensive training and ongoing support for staff, supervisors, administrators and

community partners

As discussed above, successfully implementing a DR approach is a learning experience that
involves learning new tools (i.e. SOS and SDM tools), new decision making processes (i.e.
service streaming decisions), new approaches for working with families (i.e. case conferencing

and safety mapping), as well as new relationships with external service providers. These shifts
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not only require initial training and ongoing mentoring, but also continual support from all levels
of the system in order to clarify and embed the changes into an entrenched practice (Child and
Family Policy Institute of California, 2006; Child Welfare Information Gateway, 2008; Schene,
2001). Munro (1998; 2011) has suggested that embedding reflection and collaborative learning
into all decision making processes, both at the practice and management levels, can provide this

needed ongoing support.

WHAT HAVE WE LEARNED ABOUT DR IMPLEMENTATION CHALLENGES AND
OPPORTUNITIES?

As discussed above, there appears to be seven key components of a DR system; the degree to
which each is present and functional serves as a measure toward full implementation and
maintained service quality. Equally clear is that the road to full implementation involves
overcoming specific implementation challenges; these challenges can act as roadblocks to
progress or complications to overcome. The assessment of these challenges often requires that an
evaluation is undertaken during implementation and adjustments are made mid-stream (Child

Welfare Information Gateway, 2008; Schene, 2001).

The following is a distilled and consolidated consideration of what has been learned about the

broad challenges and opportunities experienced by jurisdictions implementing DR.

1. The maturation of the streaming process and service streams

Many authors (Department of Social Services Commonwealth of Virginia, 2007, 2008, Institute
of Applied Research, 2008; Schene & Kaplan, 2007) have suggested that the process of
streaming cases takes time and experience to operate effectively. Early streaming decisions from

Virginia showed that in some counties 0% of cases were streamed to FE while in other counties
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80% were. The author (Department of Social Services Commonwealth of Virginia, 2007)
suggests that this is a sign of screening and assessment issues typical of the early stages of
implementation. These issues include a lack of clear streaming criteria and/or an unsystematic
approach for streaming cases that cannot be clearly streamed using the criteria; clearly these two
issues have a cumulative compounding impact. The solution generally involves changing,
clarifying and often expanding the criteria for the FE stream. In Nevada (Institute of Applied
Research, 2008), the criteria for FE was expanded to include: a) families with previous
substantiated reports, b) families with children of any age, and c) cases of less severe physical
abuse/inappropriate discipline. The solutions have also involved the development of a group-
based decision making process for those cases without a clear stream; those cases require more

reflection, discussion and discretion (Sawyer & Lohrbach, 2005).

The voluntary nature of the FE service has also created complications for implementation; that is,
families that may be eligible for the FE stream of service don’t want help (Kirk, 2008; Schene &
Kaplan, 2007). Kirk (2008) has suggested that some families are perhaps told to or coerced into
volunteering. While this practice is notably contrary to the spirit of the FE stream of service,
Turnell and Edwards (1999) maintains that some coercion may still be required in collaborative
partnerships with families. While the use of coercion within the FE stream appears to occur, this
author suspects that this issue is most typical of the early stages of implementation as well. It
seems reasonable that as a DR system matures and staffs’ practices fully embody the spirit of
partnership (see 2. below), and relevant services are available (see 6. above), and streaming

criteria become more effective (see 2. above), that there would be fewer involuntary families.

While each jurisdiction creates different criteria and decision making processes and have required

different adjustments during implementation(Merkel-Holguin, Kaplan, Kwak, 2006), it appears
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that the FE stream is used more extensively over time as the operation of the streaming process
becomes more clear and effective (Shusterman, Hollinshead, Fluke, & Yuan, 2005; Department

of Social Services Commonwealth of Virginia, 2008).

2. The partnership pushback

As suggested above, the introduction of an FE stream of service also requires that a spirit of
partnership embody all aspects of practice. This includes how workers partner with families,
how workers partner together throughout the child welfare system as well has how the child

welfare system partners with community based service providers.

a. Partnering with families

Notwithstanding the concerns expressed by Littlechild (1998), most authors (Connolly and
McKenzie, 1999; Prilleltensky, Laurendeau, Chamberland & Pierson, 2001; Schene & Kaplan,
2007; Sherry, 2008) have been clear about the importance of the worker’s philosophy and values
being in line with a shared responsibility for decision making and maintaining child safety WITH
the family. Again, this kind of partnership is characterized by actions that show that everyone
desires respect, everyone needs to be heard, everyone has strengths, judgement can wait, partners
share power, and that partnership is a process [not an end result] (Comer & Vassar, 2008). These
are principles and values more easily adopted by some workers than others (Bagdasaryan,

Furman & Franke, 2008).

b. Partnering within the CFS system

This spirit of partnership regarding shared decision making and child safety also extends to

relationships between staff and branches of the child welfare system. Workers need to move
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away from a ‘personal and private style of working’ toward peer-group collaboration, group

supervision, and group decision making (Munro, 1998).

In addition, the potential exists that the creation of a DR system complicates the administration of
services by creating disparate service streams. Various service stream teams need to move
toward all aspects of coordination and collaboration unencumbered by this added structural
element (Child and Family Policy Institute of California, 2006). The degree to which this can be
easily accomplished is limited by the degree of organizational complexity and the ‘entrenchness’

of the current practice.

c. Partnering with community service providers

The increased reliance of community based services within DR systems has pushed child welfare
systems into closer partnerships with community service providers (Child Welfare Information
Gateway, 2008; Marts, Lee, McRoy & McCroskey, 2008; Schene, 2001); however, these
partnerships have been slow to develop in some jurisdictions (Bagdasaryan, Furman & Franke,
2008). In some cases it has required active promotion and marketing to prospective service
providers in order to create the most relevant services possible (Sphere Institute, 2006). Central
to the complexity of partnering with community service providers is: 1) the acceptance of the
belief that community partners are more effective at keeping some children safe (Schene &
Kaplan, 2007) and 2) the legal ability to share confidential child welfare related information

(Child and Family Policy Institute of California, 2006).

Workers may implicitly believe community-based service providers do not have the experience,
education, history with the family, or the legal mandate to keep children safe; this results in less

than a true partnership (Connolly, 2005). Ironically, the greatest value of these service providers
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IS their impartial, non-stigmatizing, non-mandated status; the nature of service that families may
actually want to volunteer for (Wise, 2003). For this reason, community based service providers

need to be full partners in getting the right services to the right families (Schene, 2001).

California, and likely others, struggled with their legal right to share sensitive child welfare
related information with outside service providers (Child and Family Policy Institute of
California, 2006); this seemed to be clarified with a legal decision, and/or changes to law and/or
appropriate consent forms. While Bagdasaryan, Furman & Franke (2008) noted that the use of
community resources in small communities could compromise confidentiality of some families,
in other ways it also provides a less stigmatizing alternative to child welfare services. Regardless
of the reason why information sharing and partnerships may be slow to develop, authors (Child
Welfare Information Gateway, 2008; Marts, Lee, McRoy & McCroskey, 2008; Schene, 2001;

Schene & Kaplan, 2007; Wise, 2003) are clear of its importance.

3. Unstable informal supports and formal services

The use of more informal supports (kinship safety networks) and community based service
providers does require that these supports and services be available and functional. Although
Turnell (2010) has provided significant guidance in the development of safety networks, Schene
& Kaplan (2007) noted the concerning deterioration of some safety networks. These safety

networks need to be maintained in order to be consistent with the SOS approach to FE.

The lack of reliable community based services is also noted (Child Welfare Information
Gateway, 2008; Institute of Applied Research, 2009; Schene & Kaplan, 2007; Wise, 2003). This
includes services that are not available, services that are not offered to the family (not known),

services not funded by the CFS system (not affordable), or acceptable to the family (not
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appropriate) (Institute of Applied Research, 2009). It appears inevitable within the
implementation of a DR approach that the right external services need to be available,
appropriate, offered, and paid for by the CFS system. In addition, workers need to navigate the
differential use of informal safety networks, externally provided services and mandated child

welfare services.

4. Work/caseload disparity between service streams

One of the key characteristics of an FE case is the more collaborative, time intensive approach to
planning and decision making. As a result many jurisdictions, including Manitoba, have limited
caseloads of FE workers to facilitate the implementation of the model; this has not necessarily
been true for the ‘traditional” stream of services. This disparity could complicate and
contaminate streaming and practice decisions. For example, the FE stream of services are likely
more intensive and ‘present’ on a day to day basis than the ‘traditional’ stream of services, which
is the stream where actual child welfare concerns are more likely to exist. It becomes a
reasonable question, notwithstanding streaming criteria, which stream of service is more
appropriate for a family with ongoing struggles and in need of support? In many circumstances
workers could view FE’s more intensive approach as preferred. It is possible that this is a factor
in the growing use of FE stream services over the implementation of DR (Shusterman,
Hollinshead, Fluke, & Yuan, 2005; Department of Social Services Commonwealth of Virginia,
2008). Notwithstanding some initial work (Institute of Applied Research, 2006b), research has
not fully assessed the degree to which the collaborative practice approach impacts on success vis-
a-vis the comparatively smaller caseloads. In the end, both likely have some importance

regardless of the service stream.
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HOW DO WE KNOW IF DR IS WORKING?

The success of DR approaches are assessed using a broad range of indicators including: child
safety, service utilization, family satisfaction and engagement, cost effectiveness, staff

perceptions and collateral perceptions.

In general, evaluations of differential response systems have demonstrated positive outcomes,
particularly in terms of sustained child safety, improved family engagement and satisfaction,
increased community involvement and service provision, as well as enhanced worker satisfaction
(see Child Welfare Information Gateway, 2008). A more detailed analysis of relevant

evaluations is noted in Table 2.

Ferguson (2003) has been clear that any evaluation of ‘success’ in child welfare must also include
the perspectives of professionals and families using the service (i.e. satisfaction and perceived
effectiveness) and not only an administrative analysis of statistically-related child outcome

measures (ie. recurrence of maltreatment, etc.).

This multi-modal approach helps ensure that evidence based practice (Children’s Research
Center, 2008) is inter-related to and interdependent with practice based evidence (Ferguson,
2003). It is expected that this broader definition of success will lead to more practical and
actionable findings; findings informed by the union of research and practice, of the experiential

and the empirical.
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Table 2: Comparison of Outcomes by Author

Identified ‘Positive’
Impact

Identified No Impact

Identified ‘Negative’
Impact

Family service

Institute of Applied Research (2000)
Trocmé, Knott, & Knoke (2003)

satisfaction

utilization Institute of Applied Research (2004b)
Loman & Siegel (2005)
Institute of Applied Research (2006b)
Institute of Applied Research (2010)
Fami |y Institute of Applied Research (2000)

Trotter, 2002

Institute of Applied Research (2004)
Institute of Applied Research (2004b)
Institute of Applied Research (2006b)
Institute of Applied Research (2009)
Institute of Applied Research (2010)

Family
engagement

Institute of Applied Research (2000)
Institute of Applied Research (2004)
Institute of Applied Research (2004b)
Loman & Siegel (2005)

Institute of Applied Research (2009)

Staff perceptions
(including
effectiveness of
the approach)

Institute of Applied Research (2000)
Trotter, 2002

Institute of Applied Research (2004)
Institute of Applied Research (2004b)
Loman & Siegel (2005)

Institute of Applied Research (2010)
Department of Child Protection (2010)

Collateral
perceptions
(including the
preference for
the approach)

Institute of Applied Research (2000)
Institute of Applied Research (2004b)

Cost
effectiveness
over time

Institute of Applied Research (2004)
Loman & Siegel (2005)
Institute of Applied Research (2006b)

Reduced risk of
future harm

Department of Social Services
Commonwealth of Virginia (2008)

Institute of Applied Research (2010)

Trocmé, Knott, & Knoke (2003) English, Wingard, Marshall,
SUbsequent Institute of Applied Research (2004) Orme & Orme (2000)
reported Institute of Applied Research (2004b) Institute of Applied Research
incident/ Loman & Siegel (2005) (2000)
Institute of Applied Research (2006b) Center for Child and Family
referrals Ortiz, Shusterman & Fluke (2008) Policy (2004)
Marshall, Charles, Kendrick &
Pakalniskiene (2010)
Institute of Applied Research
(2010)
Institute of Applied Research (2004) Institute of Applied Research
Su.b Sequent Institute of Applied Research (2006b) (2000)
child Marshall, Charles, Kendrick & Trocmé, Knott, & Knoke
apprehension Pakalniskiene (2010) (2003)

Institute of Applied Research
(2004b)

English, Wingard, Marshall,
Orme & Orme (2000)

Building Capacity Consulting Services www.manitobaconsulting.com

30




2. SCOPE AND CONTEXT

A. SCOPE

The DRFE evaluation is limited to the two projects implemented by the Metis and Inuit CFS
system (see Appendix A for more about the structure of Child and Family Services in Manitoba).
These projects include:

e Family Enhancement (FE) Project in Winnipeg

e Designated Intake Agency (DIA) FE Project in the Parkland region

Each Project implemented a practice approach that utilized Signs of Safety (SOS) during the day-
to-day work with families, as well as the Structured Decision Making® (SDM) tools to inform
major decisions. A broad range of SOS skills and tools were used including mapping, scaling, 3
houses and safety network development. The projects also utilized the Probability of Future
Harm, the Risk Reassessment, and the Family Strengths and Needs Assessment from the SDM®

suite of tools.

Each Project is designed to support the prevention/early-intervention (FE) efforts of the
Province’s Differential Response strategy. Within the strategy, families served by a DIA could
be referred to the FE stream (and potentially receive services from one of the Metis Projects) or
to the Protection stream (and be referred to an ongoing service unit of the local culturally
appropriate agency). FE services are meant to be more collaborative, family centred, and
strength-based; this approach is understood to lead to better family engagement around mitigating
potential dangers to children and lower the likelihood that families come further into the child

protection system.
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Although streaming criteria have been drafted for implementation, variations in interpretation
have led to a variety of experiences and opinions; the Metis’ experiences and opinions about
appropriate FE criteria are shared later. Regardless of these variations, in general a ‘FE’ family

in Manitoba is:

e low or moderate risk, and

e in agreement to receive the FE service.

FE families exclude sexual abuse cases where the perpetrator is likely to have access to the child,
cases involving serious non-accidental injury to a child, cases where prior DR was unsuccessful,
cases where there is an ongoing investigation, cases with children in care, cases that have a
supervision order, and cases that have an immediate safety concern. FE cases could be

categorized as either FE (Part 11 of the CFS Act) or Protection (Part 111 of the CFS Act).

B. CONTEXT

The Projects were implemented within distinct geographic locations and within different parts of

the CFS system.

Winnipeg is the largest city in Manitoba and consists of over 600,000 residents and covers
approximately 600 square kilometres. As with most large urban cities, the economy is driven by a

variety of sectors.

The Winnipeg FE Project is designed to serve families who require more than 90 days of services
that may have already been provided by the local Designated Intake Agency (All Nations

Coordinated Response Unit or A.N.C.R.) but may not require a long term CFS case in an ongoing
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services unit. The Winnipeg FE Project is intended to service families for approximately six

months at which time the case is closed or transferred to ongoing services.

The Parkland region is primarily rural and consists of approximately 40,000 residents and covers
approximately 28,000 square kilometres. Agriculture is the primary industry driving the local

economy.

The DIA FE Project in Parkland is a unit within the local Designated Intake Agency (Metis Child
Family and Community Agency) in Parkland that provides intensive support to some families
with an open intake. The Parkland Project is intended to divert families from the ongoing CFS
system by providing a short term (approximately 90 days) robust service at intake. Project staff

were located in two locations within the region, Dauphin and Swan River.

The staffing composition of each Project varied slightly and is outlined below. While the
Parkland Project had planned to include a Mentor within its composition, this did not come to

fruition within the evaluation timeframe.
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Project Staff Composition

Winnipeg Parkland
Supervisor 1 1 (shared with intake
staff)
Social Workers | 4 3
Mentors 3 0
Cultural Worker | 1 0

In general, social workers are responsible for completing the SDM® assessments, mapping plans

with families and collaterals, and are ultimately responsible for key decisions.

Mentors, who tend to have some postsecondary training but not a social work degree, provide
extra support to families who require it. These supports could include, but are not limited to,
providing transportation, assistance in finding safe affordable housing, assisting parents with

parenting skills, as well as building relationships with and providing support to children in the

household.

The cultural worker was available for families who were interested in learning more about their

heritage, participating in traditional sharing circles, or getting connected with Metis resources in

the community.

The evaluation is focused on the review of these two Projects in relation to the following scope:

e The implementation of each Project (including the degree to which the project was

implemented as expected, things that went well during implementation, implementation

struggles, and key ‘learnings’)

e The volume of families receiving services (including volume served, service utilization,

demographics of service users, and how cases flowed through the process)
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e The spirit in which services were provided (including the degree to which strength based
principles are incorporated into practice)

e The use and usefulness of Signs of Safety and SDM® tools and approaches

o Satisfaction levels of families receiving services, collaterals, and of workers providing the

service.
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3. METHODOLOGY

Due to the diverse scope of the evaluation, various data collection approaches were utilized to

fulfill the components of the evaluation. A brief overview of the focus of each approach is noted

below.
DATA COLLECTION SPECIFIC FOCUS OF DATA COLLECTION
APPROACH APPROACH
FILE REVIEW Archival data collection * Volume of families served, service user
demographics, use of SOS and SDM® tools, flow
through the process
PRIMARY CAREGIVER Telephone interviews and Service utilization, spirit of the services provided,
INTERVIEW secondary mail out survey | caregiver satisfaction level
COLLATERAL INTERVIEW Telephone interviews Collateral service provider satisfaction levels
STAFF FOCUS GROUPS In person focus group The implementation of each Project, usefulness of the
tools
MANAGEMENT FOCUS GROUPS In person focus group The implementation of each Project
STAFF FEEDBACK FORM In person questionnaire Spirit of the services provided, usefulness of the tools
and approaches, staff satisfaction levels
MANAGEMENT FEEDBACK In person questionnaire The implementation of each Project, spirit of the
FORM services provided

*In each case the family’s hardcopy paper file was cross referenced with CFSIS (Child and Family Service Information System) to ensure that all
available information was collected.

A hard copy file review, cross referenced with a CFSIS review, provides a comprehensive
approach for tracking families while being served by the DR unit as well as the assessment tools

completed during this time.

Telephone interviews were used to collect the stories of the primary caregivers in each family;
specifically the services they received, the spirit of the service provided by Metis staff as well as
their satisfaction levels with the services received. This approach was chosen for its accessibility,
efficiency, and the relative anonymity it provides to participants. At least five attempts were
made to contact each primary caregiver by phone. For those that were not able to be contacted by
phone, a paper copy of the survey was mailed to the primary caregiver. Participants received an

honorarium of $20.
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Focus groups with staff and managers focused on the implementation process and progress of the
projects. This approach enabled various perspectives to be discussed and debated among
participants. Accomplishments were celebrated, challenges were discussed, and potential

solutions to these challenges were suggested.

At the end of each focus group, a feedback form was completed by focus group participants. The
staff form was a self assessment of the spirit of their own practice, as well as their satisfaction

levels with their work, the service approach, and the prescribed tools.
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4. SAMPLES AND RESPONSE RATES

Due to the size of the projects, efforts were made to collect information for all primary caregivers
receiving DR services, all staff providing support as well as all managers involved in the

implementation and oversight of the projects.

A convenience sample of collateral service providers was provided by DR staff; for this reason,
the total number of collateral service providers involved with DR families was not able to be

determined.

One focus group was completed with each Project. The Winnipeg focus group included social
workers, mentors, and the cultural worker. The Parkland focus group included the DR social

workers; intake staff were also included during parts of the focus group.

The management focus group included the current supervisors for each project, as well as agency

managers that were involved in the development and implementation of both projects.

SAMPLING STRATEGY
FILE REVIEW Census of all 103 families
COLLECTION OF PFH TOOL Census of 89 completed tools
PRIMARY CAREGIVER INTERVIEW Census of 89 open primary caregivers
STAFF FEEDBACK FORM Census of 10 current DR staff
MANAGEMENT FEEDBACK FORM Census of 8 current management staff
COLLATERAL INTERVIEW Convenience sample provided by workers
STAFF FOCUS GROUPS One per project; Two in total
MANAGEMENT FOCUS GROUPS One in total

The response rates for each data collection approach were very high; in many cases a full census
was achieved. This ensures that the perspectives shared by evaluation participants were fully
representative of the population involved in the projects. Two relatively low response rates are

noted below.
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TOTAL POPULATION SIZE OF SAMPLE | RESPONSE RATE
(% of population) (% of sample)

FILE REVIEW 103 families 103 (100%) 102 (99%)
COLLECTION OF PFH TOOL 89 completed forms 89 (100%) 89 (100%)
PRIMARY CAREGIVER INTERVIEW 89 open primary caregivers 89 (100%)* 58 (65%)
STAFF FEEDBACK FORM 10 staff 10 (100%) 10 (100%)
MANAGEMENT FEEDBACK FORM 8 agency managers 8 (100%) 5 (63%)

COLLATERAL INTERVIEW Not Known 23 (Not Known) 18 (78%)
STAFF FOCUS GROUPS Not Applicable 2 (Not Applicable) 2 (100%)
MANAGEMENT FOCUS GROUPS Not Applicable 1 (Not Applicable) 1 (100%)

* We did not attempt to contact parents when their case had closed to child welfare by February 2011, all 89 open files (100% of open files) were
invited to participate and were therefore sampled.

Of the eight managers who participated in the focus group, five completed the Management
Feedback Form (63% response rate); it is difficult to determine if this impacts on the

representativeness of managers’ feedback received.

A 65% response rate was achieved of primary caregivers with an open child welfare case who
participated in one of the DR projects. Concerns could be raised that this relatively low response
rate limits the representativeness of their responses; this is due to the fact that those who did not
respond could be significantly different than those who did respond. This would limit the

validity of the results.

For these reasons, extensive comparative analysis was undertaken to determine if there were any
significant differences between the families who did participate in the Primary Caregiver

Interview and those that did not.

The table below shows that no significant differences exist across a broad range of applicable

characteristics. This helps affirm the representativeness of the caregiver feedback received.
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DIFFERENCES BETWEEN FAMILIES WITH AND WITHOUT CAREGIVER FEEDBACK

Families WITHOUT Families WITH Sig.
Caregiver Feedback Caregiver Feedback
N= | 36 58

CHILDREN CHARACTERTISTICS

8.3% 15.1% X?=0.905, p. =.342, Not
Four or more Children Involved Sig.

30.6% 30.2% X?=0.001, p.=.971, Not
Child under 2 Sig.
Medically Fragile child 2.8% 7.5% X?=1.279, p.=.528, Not
Development, Physical, Learning 16.7% 20.8% Sig.
Disabled child
Child with mental 12.1% 23.3% X?=1.540, p. =.215, Not
health/behaviour problems Sig.

20% 9.4% X?=1.988, p.=.157, Not
Youth in conflict with the law Sig.
CAREGIVER CHARACTERISTICS
Number of Adults in Household 1.47 1.38 t=-.823, p. = .413, Not Sig.
(shown as mean)*
Provides insufficient 11.1% 7.5% X?=0.333, p. =.564, Not
emotional/psychological support Sig.
Employs excessive inappropriate | 0% 5.8% X?=2.091, p. =.148, Not
discipline Sig.

2.9% 5.8% X?=0.404, p. =.525, Not
Domineering Sig.
Past or current mental health 30.6% 34% X?=0.113, p.=.738, Not
problem Sig.
Past or current alcohol, drug 44.4% 32.1% X?=1.406, p. =.236, Not
problems Sig.
History of abuse/neglect as a 50% 43.4% X?=0.376, p. =.540, Not
child Sig.
HOUSEHOLD CHARACTERTISTICS
Homeless at any time during 0% 5.7% X?=2.109, p. =.146, Not
investigation Sig.
Domestic Violence within 12 27.8% 15.1% X?=3.494, p.=.174, Not
months Sig.
Experiencing severe financial 22.2% 29.7% X?=0.451, p.=.502, Not
difficulties Sig.
Prior Child Protection 77.7% 58.5% X?=4.361, p.=.225, Not
Investigation Sig.
Number of Prior Abuse .305 .358 t=-.419, p. =.677, Not Sig.
Investigation (shown as mean)
Prior Injury to Child from 8.3% 7.5% X?=0.018, p. =.892, Not
Abuse/Neglect Sig.
Previously Received Ongoing 50% 50% X?=0.008, p.=.930, Not
Services Sig.

77.8% 72.4% X?=0.386, p. =.534, Not
Case served in Winnipeg* Sig.
PFH level Low 11.1% Low 15.1% z=-0.133, p. = .894, Not Sig.

Mod 36.1% Mod 34%

High 52.8% High 47.2%

V High 0% V High 3.8%
Length of time the family had 6.9 7.8 t=--.838, p. =.404, Not Sig.
been served by the DR Project
(shown as mean months)*
CURRENT REPORT
CHARACTERISTICS

13.9% 15.1% X?=0.025, p. =.874, Not
Report is about abuse Sig.

41.7% 39.6% X?=0.037, p. =.847, Not

Report is about neglect

Sig.

*Denotes factors not taken from SDM® PFH tool
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5. EINDINGS

A. The Characteristics of Families Receiving Service

i. Volume of Families Receiving Service

Number of DR cases by Project and Status

80
70
60
50
40
30
20
10

0 T f

Winnipeg Parkland Winnipeg families= 77
Parkland families = 26

Transfered

M Closed

H Open
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At the point that the archival file
review was undertaken, 77
families had received support
from the Winnipeg Project and
26 families had received support
from the Parkland Project. The
status of each case is noted in

the adjacent table.

41



ii. Demographics of Families Receiving Service

A variety of demographic information was reviewed for each family to better understand the
types of families receiving support from each Project. Many of the characteristics were collected
from the Probability of Future Harm SDM® tool (exception is noted by an *) since these
characteristics have been found to be key factors for involvement in child protection services.
Characteristics of the primary caregivers, the children and the household are presented below.

The percentage of families with each characteristic are displayed.

Characteristics of Primary Caregivers

100% -

80% -

60% -

40% -

20% A
B Winnipeg

0,
0% M Parkland

N Winnipeg parents = 63
Parkland parents = 26
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Characteristics of Children
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The following table displays the Probability of Future Harm risk level based on the most recent

tool completed. It should be noted that 59% of cases from the Winnipeg Project were at least

High Risk and 35% of cases from the Parkland Project were High Risk. High Risk cases in the

Parkland Project only reportedly remained in the Project if the level was a result of historical

factors only.

Probability of Future Harm Risk Level

by Project

100% -
80% 56%

60% -

N\

40% A

20% -

35%

0% T
Winnipeg

Parkland

H Very High
High
B Moderate

N Low

Winnipeg families = 63
Parkland families = 26

Further analysis was undertaken to determine changes in risk level once the Risk Reassessment

tool was completed, for all cases with both a PFH and Reassessment tool. Interestingly, the vast

majority of cases did NOT experience a decrease in risk level while being served by each Project

(61% and 50%, respectively).
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Change in Risk Levels Over Time

by Project
100% -
80% - M Risk Level Increased
60% 1 M Risk Level Remained the
40% - Same
20% _/ 39% Risk Level Decreased
0% T f

Winnipeg Parkland Winnipeg families = 36
Parkland families = 14

Note: Includes all families with a PFH and Reassessment score; measures from PFH level to most Recent Risk
Reassessment Level.

Changes in risk shifted slightly when only families with closed cases are included. It should be
noted that Parkland did not close with any families if risk had increased, while 25% of

Winnipeg’s closed families did see an increase in risk level during their time in the Project.

Change in Risk Levels Over time for
Closed Cases by Project

100% -
M Risk Level Increased
80% -
60% M Risk Level Remained the
40% _/ Same
20% - 42% Risk Level Decreased
0% T .

Winnipeg Parkland Winnipeg families = 12
Parkland families = 11

Note: Includes all families closed to DR (excluding transfers to ongoing services),
measures from PFH Level to most Recent Risk Reassessment Level.
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Risk was often reassessed during the time families were served by the DR Projects and decisions

were most likely made while considering the most recent risk assessment. The following analysis

specifically considers the most recent risk level (regardless of whether it was from the PFH or the

Reassessment tool) and the status of the case (a proxy for the most recent decision made).

For each Project the expected gradient is demonstrated between risk and action on the case; as

risk increases, cases are less likely to be closed and more likely to be transferred to an ongoing

service unit. Interestingly, there are exceptions to this trend; some low risk cases remain open

and some high risk cases close. It appears that risk level is a factor, but not the sole factor, when

considering these decisions.

100%
80%
60%
40%
20%

0%

Status of Winnipeg Families by
Most Recent Risk Level

Closed
W Open
B Transfered

ow

Moderate

High Very High Winnipeg families = 64
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Status of Parkland Families by
Most Recent Risk Level

100% -
80% -
60% -  Closed

H Open
40% -

B Transfered
20% -

0%

ow Moderate High Very ngh B
Parkland families = 26

Risk, as assessed by the PFH, also appears to be positively related to number of intakes and
apprehensions reported for families being served by the Projects; as risk goes up, the likelihood
of intakes and apprehensions goes up. The noted exception is that very high risk cases have a

relatively low monthly rate of intakes.

Average Number of Intake by Project
and PFH Level

0.200 -
[
[a)
E 0.150 - H Low
=
g 0.100 - B Moderate
§ M High
N 0.050 1 H Very High
&
0.000 T f

Winnipeg Parkland Winnipeg families = 62

Parkland families = 26
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Percent of Families that Experienced an
Apprehension During FE Services by
PFH Risk Level and Project

50% -
40% -
N Low
30% A B Moderate
20% - High
10% - l H Very High
0% T f
Winnipeg Parkland Winnipeg families = 63

Parkland families = 26

To be clear, the number of actual families that experienced a new intake or an apprehension while

being open to an FE Project are noted below.

Number (%) of Families that Experienced an
Intake or Apprehension During Time with the
Project
Winnipeg Parkland
New Intake 36 of 77 (46.8%) 4 of 26 (15.4%)
Apprehension | 14 of 77 (18.2%) 2 of 26 (7.7%)
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The current status of each of these families’ cases is identified in the following two tables. In
Winnipeg, the vast majority of families who experience an intake or an apprehension remain
open to FE services. In Parkland, while the numbers of very small, families are more likely to be

transferred when these events happen; this would be consistent with their more limited role as a

DIA service.
The Status of Families Who Experienced an
Intake or Apprehension while receiving
Winnipeg FE Services
100% - 4
80% -
Closed
60% -
40% - H Open
20% A M Transfered
0% T f
An Intake while open to An apprehension while
FE open to FE Families with intake = 36
Families with apprehension = 14
The Status of Families Who Experienced an
Intake or Apprehension while Receiving
Parkland FE Services
100% - 1
80% -/
Closed
60% -
40% - M Open
20% - M Transfered
0%

An Intake while opento An apprehension while

FE open to FE Families with intake = 4
Families with apprehension =2
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iii. Service Utilization

A key component of DR systems is to create plans that address the worries and needs of the
family, in a relatively short term time frame. In Parkland, the majority of families (65%, 17/26)
were open in DR for less than 90 days, and 96% (25/26) of families were not served for more
than 6 months. In Winnipeg, the distribution is more dispersed; 21% (16/77) of families were
served for less than 90 days, another 21% (16/77) of families were served for more than 1 year,

and the rest were served between these timeframes (see chart below).

Number of Months Each Family Had
Been Open by DR Project

80 -

B More than 12 months
60 1 m 10 to 12 months
40 A 16 7 to 9 months

/ u
20 - 4 to 6 months

B Up to 3 months

Winnipeg Parkland Winnipeg families= 77
Parkland families = 26

For families still open, length of time open to DR project was as of March 1, 2011.

Parents were asked to identify the types of supports and services that the agency’s workers
connected them with. While this approach is limited somewhat by the parents’ recollection of
services received, it does provide a pretty clear picture of services received from their
perspective. The percent of families reporting that they received each service and support is

noted below by Project.
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Percent of Families Receiving Each

Service/Support
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50% -
40% -
30% -
20% -
B Winnipeg
10% 1 M Parkland
O% T T T T T T T T T T T T T T T 1
CL S & & RN IR ISP RPN >
& o o O N L QA 2N
& Q{\e.‘g\(’o € S o"é Q,('Q’Q Q;z?‘@ /\@\Q ««'2’\0.0 © o
’ \*Q & L o(z} RS NP &
((\\ \)QQ \)\\' ‘—)o .00 6\' <
<@ > O ¥ & L&
» SEIRPN)
3 S <&
<<'z§° e < Winnipeg parents = 42

Parkland parents = 16

Interestingly, project data suggest that 54% of Winnipeg families and 0% of Parkland cases

actually received mentor support; which closely aligns with the parents’ perspective. Project data

also suggest 21% of Winnipeg cases and 0% of Parkland cases actually received cultural worker

support; however this service may be somewhat over reported by the primary caregiver.

The amount of each service or support received by the families was not available for most service

types; specific information was available for Mentor support provided to families by the

Winnipeg Project.

Monthly hours of mentor support to
families in Winnipeg DR Project
Mean 2.34
Median 1.56
Mode 0.13
Min 13
Max 8.36
N 40
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The primary caregivers were also asked to report the helpfulness of each service and support
received. Responses suggest that of the informal supports, family members were found to be

most helpful, followed by friends and neighbours. Comments from caregivers that found each

helpful are also noted.

‘It is always better
to have family
involved, rather
than strangers.’

Percent of Cases that Found each
Informal Service/Support Helpful*

‘Friends help to
come care for
the kids and
come cleaning.’

100% -

80% -

60% - B Winnipeg
B Parkland

‘My Auntie
connecting with
me after 3 years
of not seeing
her was
helpful.”

. . X Counts vary and is related
Family Members Friends Neighbours to service utilization rates.
See table above.

*Note % of caregivers that received the service/support who found it either helpful (4 out of 5) or very helpful (5 out of 5).

However, caregivers did not always find these informal supports helpful, as noted by the

following comments.

“The worker tried, however the family and friends weren’t willing to help.’
“There was no help from [worker] because we had our own help from others if we needed it.”

“The worker was not here to bring us closer to family, friends. She was there to help me, help my kids, and manage our
home, and each other.’
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Caregivers also discussed their experience with the Metis CFS specific resource; the percent of
caregivers that found each helpful was fairly consistent across roles and projects. Comments

from caregivers that found each Metis resource helpful are also noted.

'They're great people and
they're always there when |
need them. They went above

Percent of Cases that Found each Internal
Service/Support Helpful*

‘The Cultural worker helped
with my bad dreams.’

and beyond.'

‘The cultural worker helped
bring the spiritual aspect

back into my life.”

'l could talk to my mentor

anytime and she
understood me. She wanted -
to know my opinions of . H
i - ® Winnipeg
- -  Parkland ‘The visits with
[worker name]
'The mentor connected with my helped a lot
daughter and understood how she . . 1 because she
was feeling. She was great for my understood where |
jjrl:‘ger::; ‘:;h;r:ksr:'needm Mentor Family Support  Cultural Worker ot vary and is related was coming from'.
Worker to service utilization rates.

See table above.

*Note % of caregivers that received the service/support who found it either helpful (4 out of 5) or very helpful (5 out of 5).

There were also examples when these Metis resources were not helpful, the following comments

were made regarding Metis CFS supports by relatively dissatisfied caregivers.

‘[Name of son] did not want to call these workers because he feels it would interfere with his independence.’
‘I already knew the majority of stuff that the cultural worker was saying.’
‘None, | was supposed to get a mentor, but didn't; also, a family support worker and didn't.”

“The worker was supposed to help obtain information about our heritage and to obtain Metis card, however failed to
connect with us.”

‘Personally, | feel they both didn't have enough life experience, have children, or live in low income homes, to relate or help
me appropriately.’

53
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A variety of community-based services and supports were also provided to many families which
many caregivers found helpful. The percent of families that found each helpful and some

comments regarding the helpfulness of services are illustrated below.

'The parenting classes have helped
with communication, and with
helping me become more
assertive, instead of passive.’

Percent of Cases That Found Each
Service/Support Helpful*

'Counselling was good to express

what was going on in my life.”

'She helped with food for the kids,
but (she) could have been more
helpful with that.”

B Winnipeg

'The addictions and anger
management helped my son get

M Parkland

back into school, where he is & < N4 & & © o
doing well.” e\\\o Q/’é Q’(\ \(\\Q \Q\Q & 3 O{S\ '...awesome, no words to
(\c’ ?J(J ’5\' @ «(b O$ describe them....’
® < '\ﬂz & N rb“’\
O () \{}(\ & v
< & N N
& &X° RN
66\ ] (QQ Counts vary and is related
v < to service utilization rates.

Seee table above.

*Note % of caregivers that received the service/support who found it either helpful (4 out of 5) or very helpful (5 out of 5).

Other families, who did not find these external services helpful, had the following experiences.

‘I was supposed to get these services but didn't.”
“They were supposed to provide some counselling services, however, they didn't follow through with it.”

“Tried to connect with Parenting training and counselling but they were booked.”
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iv. The Families’ Flow Through the DR Process

Due to the relative complexity of the CFS system in Manitoba and the various paths that a family
could take through the system, simple flow charts were created to illustrate how families

journeyed to and through each DR Project.

For example, families were referred from three sources; the Designated Intake Agency (as a
transfer from ANCR), the Metis Child Family and Community Services Agency (as a transfer
from on ongoing service unit), and from another source/agency (as a result of the family

relocating into Winnipeg, for example). Note the arrows toward the Winnipeg DR Project.

Families also tended to have three paths through the Project: as a transfer to an ongoing service
unit (denoting change in ‘service stream’), as a closed case, or as a DR case that remains open.

Note the arrows flowing away from the Winnipeg DR Project.

Metis
Agency

Winnipeg i < 5 /N"
DR Project ‘ Closed ‘ |n:vke
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A similar flow chart was created for families served by the Parkland Project. Most families came
from the local Designated Intake Agency. A family was also referred from within the Metis
Child Family and Community Agency in that region (as a referral from an ongoing service unit).

There were only two sources from which families were referred.

Families flowed through the Project as either a transfer to an ongoing service unit (denotes a

change in ‘service stream’), were closed, or remains open.

Metis
Agency

o e

A . Parkland " y ) P
DIA ° New
Intake DR Unit Closed ‘ Intake
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B. The Spirit in Which Services Were Provided

One of the key components to a DR Project that embraces Signs of Safety is the strength-based,
collaborative spirit of service provision. Since research has shown the importance of family
engagement in keeping children safe, the spirit in which services are provided is important to

review.

The degree to which the strength-based, collaborative spirit of practice is in place was assessed

using the following scales. Staff were asked to assess their own practice, primary caregivers

were asked to assess the practice of their worker, and managers were asked to assess the practice

of each Project team.

Staff Self Asessment
Scale

Primary Caregivers
Assessment Scale

Manager Assessment
Scale for each Team

| understand where my
families are coming from

Did the agency’s workers
really listen and understand
your unique situation

Listening and understanding
each family

| ask about things that are
going well for the family

My workers want to know
about things that are going
well

Seeking out strengths, what is
going well

| believe my family and |
respect each other

I believe my worker and |
respect each other

Showing respect for the
family

| believe that families feel
more hopeful after we meet

| feel hopeful when | meet
with my worker

Creating a sense of hope for
the family

I respect my family’s beliefs
and customs

My worker respects my
family’s beliefs and customs

Honouring the family’s
beliefs and customs

| talk about maintaining child
safety with the family

My worker kept talking about
my child’s safety

Focusing on children’s safety

*See the appropriate Appendix for more detail.

Assessing the degree that the practice exists from these three perspectives will help triangulate an

actual assessment of the practice.
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Remarkable alignment existed across these three stakeholder groups for the Winnipeg Project;
each stakeholder assessed the existence of a collaborative, strength-based spirit of practice at the

same level.

More varied perspectives existed across the stakeholder groups associated with the Parkland
Project; the parents and managers tended to have a more moderate assessment of the spirit of the

practice relative to the staff.

Existence of a Collaborative, Strength-
Based Spirit of Practice

10 -
8 .
| Staff self assessment
6 .
W Parent's assessment
4 A Management assessment
2 -
0 Winnipeg: staff=7, parents = 42

Parkland staff=3. parents = 15
Winnipeg Parkland Managers = 2

* Using average score from the adjusted scales from each stakeholder group. 10 approximates that the practice fully exists.
*Note small counts for some scores.

Workers were also asked to assess the degree that a collaborative, strength-based approach to
supervision existed in each of their Projects. This is important since it is broadly understood that
supervisors have a key role in modeling the implementation of a collaborative, strength-based
approach. Comparatively, the spirit of collaborative strength-based supervision is more fully

implemented in Winnipeg.
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Existence of a Collaborative, Strength-
Based Spirit of Supervision

B Group Supervision is used

10 - to inform planning and
decision making
8 .
B Appreciative inquiries are
6 - used during supervision
4 -
1 Supervisors model
2 - collaborative learning
appreciation and
0 . . reflection

L Winnipeg staff=4
Winnipeg Parkland pee
Parkland staff=3

Note: Average score from each 10-point likert scale question displayed
Note: 10 approximates ‘totally present’.
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C. The Use and Usefulness of SDM and SOS Tools and Approaches

Separate from the spirit of the practice, both Signs of Safety and SDM® include planning and
decision making tools. While these tools and corresponding approaches are distinct in many
ways, many jurisdictions have found it useful to combine the approaches as an integrated
practice. The degree to which these two approaches are used and found to be useful is described

below.

After cross referencing each family’s paper file with electronic records within CFSIS, the number
and percent of files with each of the following tools was identified for each Project. While the
use of the SOS tools were comparable between the Projects, the Parkland Project appears to have

a higher completion rate for the SDM® tools.

Use of Tools
(% of cases with Tool on File)

100%

80% -

60% -
40% 1 B Winnipeg

20% - m Parkland

0% T T T T T

RS

N

@’*’QQ &
Winnipeg cases=77
Parkland cases=26

PFH = SDM® Probability of Future Harm Risk Assessment tool
FSNA = SDM® Family Strengths / Needs Assessment tool
Reassessment = SDM® Risk Reassessment tool
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When workers were asked to assess the usefulness of each of the tools, some clear preferences
emerged across Projects. The Signs of Safety tools were felt to be more useful than the SDM®

tools in general, while the FSNA tool was felt to be least useful. Comments supporting the

usefulness of each tool are also included.

'It has become easy to talk
to kids about what is
happening in their family.”

orker Reported Usefulness of Tools

'Complicating factors helps
focus on real issues.”

‘The PFH is good
for distilling

history and family
characteristics.”

‘The Reassessment
tool backs up my
8 - intuition before |

closed a case.”
'Mapping has replaced our
case notes.’

B Winnipeg

B Parkland

‘It helps justify our
'Mapping really tracks decisions.”
progress well, families can
see their own progress.”

Winnipeg staff=5
Qg'
Parkland staff=3
'Workers need to listen to
families now, before SOS the
families needed to listen to the
workers.”

Note: Average score from each 10-point likert scale question displayed
Note: 10 approximates ‘totally useful’

Several comments were also shared by workers about why some assessed specific tools as less

useful.

‘SDM feels like just a form that you have to fill out.”
‘Do I learn anything from the FSNA that I would not have known after a map?’

“The narratives (used to backup the SDM scores) take an enormous amount of time.’

‘We do these (SDM) tools because we are told to.”

‘Families don’t really see the benefit (of using the SDM tools).’

The FSNA just spits out the “holy trinity” of CFS work — anger management, addictions, parenting skills.’
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The usefulness of the SDM® PFH risk scores could also be considered within the context of the
risk scores assigned to families at the Designated Intake Agency (ANCR), but using a process
separate from the SDM® approach. Therefore, most families receiving services from the
Winnipeg Project were assigned a risk level at the end of the intake period. A second risk score

was determined using the SDM® PFH once the family’s case was opened within the DR unit.

Of the Winnipeg cases in which an ANCR risk score and a PFH score was found (N=56), there
was no significant correlation between the two risk scores for these cases (rs = .107, p. =.431, not

sig.). The cross tabulation of the two risk scores are noted below.

ANCRrrisk level by PFH level Crosstabulation

Count

PFHlevel
Low Moderate High Very High Total

ANCRrisklevel  Low 4 5 8 1 18
Low Medium 0 3 8 0 11
Medium 1 9 9 0 19
Medium High 1 1 4 1 7
High 0 0 1 0 1
Total 6 18 30 2 56

It should be noted that the average time required to complete the PFH risk assessment for these
cases was 4.6 weeks from the DR opening date (N=53, due to missing dates for 3 cases); this
suggests that there was at least this much time between the ANCR risk assessment and the DR
PFH assessment. The lack of correction between the two risk scores should be interpreted with
caution; changes in the family composition or behaviour over this period of time could explain a

portion of this variation.
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Notwithstanding this consideration, analysis was undertaken to determine the extent to which the
ANCR risk assessment was associated with subsequent intakes while the family received services

from the Winnipeg DR Project.

The ANCR risk scoring approach does not appear to be as closely related to the number of future
intakes and apprehensions as the SDM® PFH risk score is. The PFH tool appears to be the more

useful for anticipating future intakes and apprehensions.

Average Number of Intakes in
Winnipeg by ANCR Risk Level
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Winnipeg families=67

Average Number of Intakes by Project
and PFH Level
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Winnipeg Parkland Winnipeg families = 62

Parkland families = 26
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