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Executive

Summary

OVERVIEW
This study aimed to document the service paths of African-American and white

children following referral to Allegheny County child welfare services, and to
identify local decision-making points, case characteristics, organization and
community factors that may contribute to service disparities. The study questions

were:

e What is the extent of racial disproportionality at referral, investigation
and service provision?

e Other things being equal, is a child’s race related to the likelihood that
he or she will be investigated and accepted for service?

e What do child welfare professionals identify as the causes for

disproportionality?

STUDY METHOD
The study took place between January and November 2008 and used a mixed

methods design. Administrative and field data on a stratified random sample of
460 children, ages 0 to 17, were used in the bivariate and multivariate analyses.
The sample includes children who had at least one referral to the DHS Office of
Children, Youth and Families (CYF) between January 1, 2006 and December 31,
2006. Qualitative interviews were also conducted with 11 CYF caseworkers,
supervisors and regional directors about their perceptions of how they obtain

information to make decisions and the role that race plays in their decisions.

FINDINGS
Referrals and investigations at CYF in 2006 show the most notable disparity

concerning the rate at which African-American and biracial children are referred to
CYF. African-American children are referred at three times the rate of white
children, with little evidence to suggest that their level of risk or need for services
is substantially different than that of white children. This is evidenced by no
significant difference in overall risk ratings at referral and investigation between
African-American and white families and few significant differences in ratings of
particular types of risks, such as caregiver substance abuse and amount of family
support. The only significant characteristics of African-American families according
to these data are more frequent contact with CYF, referrals involving more children

and slightly higher rates of children having received public assistance.



Biracial children are referred at four times the rate compared with white children,

and had significant difference in risk ratings at referral in terms of caregiver

Executive

capacity (physical, emotional and intellectual) and parenting skills and knowledge.

Summary

Multivariate analyses found that child race significantly predicted case
investigation, with African-American children less likely to be investigated than
white children. Biracial children were twice as likely to be the subject of an

investigation compared with white children.

There was no evidence in these data of a funneling effect for African-American
children, where disproportionality increases at each decision point (Vandergrift,
2006). Rather, disproportionality in Allegheny County for African-American
children, who represented 68 percent of children in foster care in 2008
(Pennsylvania Partnerships for Children, 2009), appears related to disparate rates
of referrals and more frequent re-referrals that involve more children compared

with other families.

CONCLUSIONS AND RECOMMENDATIONS
While the individuals interviewed for this study (caseworkers, supervisors and

directors) acknowledged that African-Americans are disproportionately involved in
child protective services, they identified system bias as a major cause and felt that
their decisions were based on safety and not race. The interviewees indicated that
circumstances that are often experienced by African-American families, such as
having a low income, living in an unsafe neighborhood, single parenting, lacking an
education or using substances or having a serious mental illness were likely factors
that make these families more vulnerable, increasing their visibility to systems
such as child welfare. All of the interviewees felt that being poor and black were so
intertwined that it was impossible to unravel them in order to determine which one
caused African-American families to be disproportionately involved in the child

welfare system.

Recommendations are to focus interventions on points in the system where
disparities seem to occur. Interventions should draw from multiple explanatory
theories for referral disproportionality. Based on the theory suggested by these
data that poverty, system bias and community factors results in referral
disproportionality, Allegheny County could utilize evidence-based and evidence-
supported practices that focus on reducing disparities at the front end of the child

welfare system pathway.




Background

WHY DO CHILDREN ENTER THE CHILD WELFARE SYSTEM?

Children and youth enter and exit child welfare services through a well-defined
path with multiple decision points. Barth (2005) writes that for children in the
community, entry into the child welfare system begins with a report of
maltreatment. A decision is made by someone in the community that a child is
being abused or neglected (or is at risk for abuse and neglect) and they make a
referral to child protective services. In Allegheny County, referrals can come
through the state’s “ChildLine” (CPS), which are primarily referrals for abuse, or
through General Protective Services (GPS), which are primarily referrals for
neglect. The next step is that the referral is either investigated or a decision is
made to not investigate. For CPS referrals, decisions are made about whether the
maltreatment occurred (“substantiated”) and whether to provide services
(“accepted”). For GPS referrals, there is no process of substantiation, only a
decision about whether to provide services. Services may be provided to families
while the child remains at home, or the child may be placed in out-of-home care,
such as in foster care or kinship foster care (placed with relatives). Goals for
children placed into out-of-home care typically include: reunification with their
family, adoption or another long-term permanent living situation such as legal

guardianship (Barth, 2005).

Referent Bias

Despite research supporting that child maltreatment is unrelated to race or
ethnicity (Sedlak & Schulz, 2001a; Sedlak & Schulz, 2005), African-American
families are over-represented in their referral to child protective services (Fluke,
Yuan, Hedderson & Curtis, 2003; Lemon, Andrade & Austin, 2005). This pattern
has been called “referent bias.” Research suggests that there is an association
between referral, type of referring agency and child and family race. Medical
personnel are more likely to report African-American children to child welfare
services compared with other children (Ards & Harrel, 1993; Hampton &
Newberger, 1988; Hines et al., 2002), whereas schools are more likely to refer
Latino/Hispanic families (Hines et al., 2002). A study of emergency room
physicians found that African-American parents were more likely to be reported for
abuse, even after controlling for the likelihood of abusive injury (Lane, Rubin,
Monteith, & Christian, 2002). Although both white and African-American women
use drugs during pregnancy at similar rates, African-American women were
reported for child maltreatment upon delivery at approximately 10 times the rate

for white women (Chasnoff, Landress & Barrett, 1990; Karp, 2001).



Background

Decisions to Investigate

Once a referral is made to child protective services, a key decision is whether to
investigate. Are African-American families investigated at a greater rate? This
question was examined using data from the National Incidence Study (NIS-3;
Sedlak & Schulz, 2001b; Sedlak & Schulz, 2005). African-American children who
experienced emotional maltreatment, physical neglect or fatal or serious injury had
caregivers with substance abuse problems, and those whose cases were reported
by professionals were more likely to be investigated than white children with the
same characteristics. An analysis of the 2000 NCANDS data from five states
revealed that African-Americans were twice as likely to be investigated as whites

(Fluke, Yuan, Hedderson & Curtis, 2003).

Most unequivocal are findings that African-American children are overrepresented
among children in foster care. Every state in 2000 showed disproportionate rates
of African-American children entering foster care, with rates that range from 1.58
to over 65 times the rate of white children (Vandergrift, 2006). Vandergrift refers
to a “funneling effect,” meaning that the percentage of minority representation
increases at every step of child welfare involvement. The only stage where there
are no racial differences is in rates of children’s reentry into the child welfare

system (Hill, 2006).

There are theories as to why African-Americans and other minorities are referred
and investigated at greater rates than white families. One theory at the referral
stage is that individuals have biases and inconsistencies in their decision-making
processes that result in a greater number of referrals of African-Americans to child
welfare services. Called “reporting bias” (Drake & Zuravin, 1998), it was
empirically established in 1980 in the National Incidence Study NIS-1 (Ards &
Harrell, 1993), which found that families with suspected maltreatment and higher
family income had a lesser chance of having a formal report made. However, this
finding was not supported when the NIS Wave 1 data were re-analyzed, due to
possible selection bias in the first analysis (Ards, Chung, Myers, 1998). Zellman
(1992) used vignettes to survey 1,196 mandated reporters and found some
evidence of “labeling bias” or the tendency to look for and find maltreatment
among certain groups. However, this finding has not been replicated in other
studies and in the last 20 years, no studies have supported the presence of

labeling bias in child protective services (Drake & Zuravin, 1998).



Background

Case Management

If labeling isn’t the reason for why children enter the child welfare system, it may
be predictive of where children end up in the service pathway. In an early study of
how case managers make decisions about children in state custody, Martin, Peters
and Glisson (1998) found that case managers’ placement and service
recommendations were guided less by structured assessments and more on the
labels given to children and how they entered into state care. Research on
decision-making in child welfare suggests that caseworkers lack the prerequisite
competencies needed for effective assessments, thereby relying on their own
beliefs and culture in making assessments (Rycas & Hughes, 2003). The research
emerging from the behavioral decision making field from other professions such as
medicine, law, nursing and occupational therapy add to our understanding of how
mandated reporters and others use cognitive shortcuts or heuristics to make
decisions to report or not report, to investigate or move to substantiation and if
these decisions are creating disproportionality. Finally, the use of consensus-based
rather than actuarial risk assessments in making decisions may be contributing to
disproportionality by inaccurately classifying cases to risk levels (Baird & Rycus,

2005; English, Aubin, Fine & Pecora, 1993).

Poverty

Another theory is that disproportionality has less to do with the race of the
residents and more to do with the disadvantaged characteristics of families and
economic deprivation of the communities in which they live. There is a link
between poverty and the likelihood of child abuse (Sedlak and Broadhurst, 1996).
Neighborhood poverty is positively associated with maltreatment and, in particular,
with child neglect (Drake & Pandey, 1996). For example, Korbin et al. (1998), in a
study of black and white neighborhoods in Cuyahoga County, found that
maltreatment rates were lower for African-American families, and concluded that
child maltreatment was determined more by poverty than race. The combination of
impoverished neighborhoods with high crime, access to illegal substances and
limited access to jobs, social services, and safe and affordable housing may create
high levels of need that result in children being referred to child protective

services (Dettlaff & Rycraft, 2008; Garbarino & Eckenrode, 1997).



Background

Child Welfare Organizational Climate

Finally, the climate of child welfare organizations is thought to contribute to
disproportionality. Organizational climate studies suggest that positive
environments characterized by low conflict personalization and collaboration are
predictive of positive service outcomes as well as quality (Glisson & Hemmelgarn,
1998; Glisson, 2009). Yet few would characterize the current climate of public
child welfare agencies as positive. Child welfare organizational climates are often
characterized by fear of liability or punitive consequences (Dettlaff & Rycraft, 2008
p. 53). In a series of focus groups with different stakeholders focusing on the
reasons for disproportionality, Dettlaff and Rycraft (2008) summarized that in
order to practice effectively, workers need to feel supported by the agency, and
improvements made to the investigative and risk assessment processes to reduce

the likelihood of ill-informed decisions (p. 53).

If national research supports that decision making in child welfare is related to
disproportionality, what does Allegheny County look like? Research on referral
patterns for neglect in Allegheny County between 1986 and 1989 found that
although African-American families constituted 31 percent of families with children
under age 18 in Pittsburgh, they were 45 percent of the referrals to CYF (Nelson,
Saunders & Landsman, 1993). What do the current proportions look like compared
to what was observed 20 years ago, and what are the differences at the various
decision points? Based on the perspective of child welfare workers, what factors
may account for why differences exist and what are possible solutions, if
disproportionality exists? The objectives for the current investigation are to
examine the extent of racial disproportionality and the degree to which race is
related to likelihood of investigation and service provision. A second objective is to
explore the perceptions of those working with families about the extent of and

reasons for disproportionality.



Methodology

This study used a mixed methods approach consisting of: (1) analysis of data on a
random sample of 460 children referred to CYF in 2006; (2) in-depth qualitative
interviews with child welfare agency caseworkers, supervisors and directors.
Institutional Review Board (IRB) approval was obtained from the University of

Pittsburgh IRB.

Limitations of this study include incomplete field (case record) data on 84 cases:
there was no way to ascertain if these cases were different from cases that were
complete. Several of the field data measures, particularly ratings of risk and
maltreatment types reported, were biased in one or another category. For
example, there were high numbers of “evaluation request” listed as the reason for
referral. Administrative data do not have the same level of precision as data
collected for research purposes. Therefore random or systematic measurement
error could impact the findings. Also, while the findings on biracial children are

notable, they are based on a relatively small number of children.

QUANTITATIVE STUDY DESIGN

A random sample of children was selected from the population of children referred
to CYF in 2006. Because the family is the unit of analysis for CYF, and children are
nested within sib-ships, all of the children in the family referred as well as the
target child were included in the population number of 19,963. Youth older than
18, those with duplicate reports, those whose report was not in Pennsylvania and
those who were not the target child of the report were then eliminated, resulting in

a preliminary sampling frame of 7,846 children and youth, ages 0 to 17.

In order to obtain a representative sample of the population, a stratified sampling
design was chosen. Strata were defined by the gender, race, age group and type of
report: Child Protective Services (CPS) or General Protective Service (GPS).
Variables related to these strata were missing for 354 children, resulting in a final

sampling frame of 7,495 unique children who were the target of a referral in 2006.

The required sample size of 520 was then allocated across the strata using
proportional allocation, where the sample size within a stratum is assigned
proportional to the stratum size. The required sample size in each stratum was
rounded up to the next highest integer or if the calculated sample size for a
stratum was less than two, a sample size of two was used, resulting in a final
targeted sample size of 544 children. The survey select procedure in SAS version
9.1 was used to randomly sample the children (using simple random sampling

without replacement) within each stratum.

10



Methodology

Tabulation of the sampled records following field data collection (on risk
assessments) revealed several strata with an insufficient number of observations
(less than two). These strata were collapsed by age category to increase the
number of sampled records. The sample weights were then calculated for each
sampled child. The base weight is the total number of children per stratum divided
by the required sample size per stratum, or the inverse of the child’s probability of
selection. The final weight, which adjusts for the number of respondents, is the
total number of children per stratum divided by the number of children actually
sampled per stratum. The final weight is used in subsequent analyses. In the
analyses, data on the final sample size of 460 are weighted to infer to the

population of 7,495. See Appendix A for population and sampling frame.

Data Collection

Data sources consisted of: administrative and demographic data collected at the
time of the referral per a database held by the county; and referral, intake and
risk assessment information collected from case files. Because the referral and
intake information and risk matrices were not included in the administrative data
files, the case records on the 544 children in the sample were requested and each
record was examined by either the two Principal Investigators or the two research
assistants. Both research assistants were supervised by the Principal Investigators
in order to assure consistency in data collection. Data collection occurred between
May and October 2008 at each of the CYF regional offices and at Central Intake
(Lexington). Data were missing or unable to be located (primarily risk matrices or
referral) in 84 records so that the total number of complete child records was 460.
These data were checked for accuracy and then merged with the administrative
data so that a complete data set (demographics, referral, intake and risk) was

created.

The Disproportionality Index (DI) is calculated as follows:

1. A rate per 1,000 children is computed for each racial group at each service
point (referral, investigation, and service). This is the number of African-
American children, for example, referred to CYF divided by the total
number of African-American children in the population under age 18 in
Allegheny County according to the 2006 American Community Survey
through the U.S. Census.

2. Rates are then compared in relation to white children. The rate for African-

American children is divided by the rate for white children.

Next, children were described according to referral and risk assessment
characteristics, in relation to race, likelihood of being investigated and likelihood of
case opening. Descriptive, bivariate and multivariate analyses were used. Intake
characteristics included child age and gender, number of adults on current referral,
number of children on the referral, maltreatment type, prior CYF history, prior

ChildLine reports and overall risk-rating on the referral. 11



Methodology

The fields were taken directly from the referral form (Form 200). Risk assessment
characteristics included the 15 individual and two summary items on the risk

assessment matrix, Form 210.

Rates of investigation and service opening were viewed using bivariate chi-square
tests of association, and multivariate, logistic regression analyses to predict the
likelihood of case investigation and subsequent service receipt, given child race,
and other child and family characteristics. For all analyses, sampling weights were
used to infer to the total population of children who were the target of a referral to
CYF in 2006. Throughout this report, we use the term “referral” to mean children
who were the target of a referral, rather than children who may have been

referred, but not the target child.

QUALITATIVE STUDY DESIGN

Several methods were used to recruit workers to participate in the study. A letter
describing the study and requesting volunteers was first e-mailed to caseworkers,
supervisors and directors. Following this, a snowball approach was used in which
interviewed participants recommended other colleagues as possible participants. In
total, 16 workers responded and were contacted with 11 completing an interview.
Approval for the study was obtained from the University of Pittsburgh Institutional
Review Board for all study protocols and informed consent was obtained from each

participant.

Participant Selection

The participants were primarily white (73 percent or eight individuals) and female
(73 percent). This was an experienced group, having an average of six years
experience in their current position; two individuals had over 10 years experience
in child welfare. An attempt was made to interview individuals from all parts of the
service pathway. As a result, the positions held by the interviewees included
regional director (2), family services supervisors (2), intake supervisor (1),
caseworkers from foster care, independent living and family support services (3),
intake workers (2) and family group advocate (1). Over one-half of those
interviewed had a Master’s Degree in Social Work, three had Bachelor’s or

Associate degrees and one individual held a doctorate in social work.

12
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Interviews

All interviews were conducted in the regional CYF offices by one of the Principal
Investigators (PIs) and lasted approximately 60 to 90 minutes. The interviews
followed a semi-structured format of open-ended questions exploring their
perceptions of how they obtained information, made decisions and what role race
plays in their decisions. All interviews were recorded, reviewed by the Pl and then
a trained transcriptionist created verbatim transcripts of the interviews. The
transcripts were read repeatedly by the Pl and a doctoral student who is an
experienced qualitative researcher. This approach of multiple readings was without
the use of list of codes (Miles & Huberman, 1994). A descriptive coding scheme
was developed using a constant comparative process in which the codes were
examined for meaning, identity and similarity or dissimilarity with others. The
transcripts and codes were entered into Nvivo, a qualitative analysis application to
assist in organization and analysis. Dependability was established by a reflexive
journal and an audit trail including relevant records, memos and documentation of
the research process. Validity was examined by comparing categories with the

extant literature of this subject.

13



Data Analysis

DESCRIPTION OF THE SAMPLE AND DISPROPORTIONALITY RATES
AND INDICES

Disproportionality rates were viewed at children’s referral to CYF, investigation and
CYF service receipt (case opening). Disproportionality indices were computed for
each racial group of sufficient size involved with Allegheny County CYF, which
included African-American (n=163; 37 percent), white (n=237; 51 percent), and
biracial (n=56; 12 percent) children. Four children were other race/ethnicities and
were not included in the analyses. The racial composition of children in the County
is predominantly white (77 percent), African-American (18 percent), and biracial
(2 percent). Overall, the mean age of children referred was 8.8 years; 28 percent
were ages 0 to 4 years, 26 percent were ages 5 to 9 years, 27 percent were ages
10 to 14 years, and 19 percent were ages 15 to 17. One-half of children referred
are male (50 percent). Disparate rates of referral were observed for African-

American and biracial children and youth.

Figure 1 shows the proportion of children who were the target of a CYF referral

in 2006 according to child race. African-American children represented 37 percent
of children referred to CYF, but just 18 percent of the total population of children
in Allegheny County in 2006 (KidsCount, Profile for Allegheny County). Clearly,
African-American children are disproportionately referred to CYF, at a rate that

is two times their rate of representation in the child population. White children are
referred at lower rates than their representation in the population. Just over

half (51 percent) of children referred to CYF in 2006 were white, while their
representation in the population is 77 percent. The most disproportionate rates of
referrals are among biracial children, who are just two percent of Allegheny

County’s child population, but 12 percent of children referred to CYF.

African-American Population in
Race Allegheny County, 2000: 12 Percent

M Black M White Biracial African-American Population in City of
Pittsburgh, 2000: 27 Percent

12%

37%

51%

Figure 1: CYF Referrals by Race (2006)
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Data Analysis

Figures 2 through 4 further illustrate children’s rate of referral to CYF according to
population size and race and show rates of investigation and services after the
referral. As shown in Figure 2, there were 46,689 African-American children in
Allegheny County in 2006, of which 2,745 were referred to CYF (6 percent). Of the
2,745 referred, 1,855 were investigated (68 percent), and of these children, 1,378

were provided services (74 percent).

In comparison, 2 percent of Allegheny County’s white children and 8 percent of
Allegheny County’s biracial children were referred to CYF in 2006. White children
have similar rates of investigation (65 percent) and services (72 percent)
compared with African-American children, while biracial children have the highest

rates of investigation (73 percent) and lowest rates of service (61 percent).

African American
children in the

populaton
46,689
Referred 2,745
6%

1,855
68%

Investigated

1,378
74%

Served

Figure 2: Proportion of African-American Children Referred, Investigated and
Served in 2006
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Caucasian
Children in the
Population

194,008

»

3,764
2%

Investigated

2,458
65%

Served

1,761
2%

Figure 3: Proportion of White Children Referred, I nvestigated and Served in 2006

Bi-racial Children
in the Population

10,849

Referred

918
8%

Investigated

673
73%

Served

413
61%

Figure 4: Proportion of Biracial Children Referred, I nvestigated and Served in 2006
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A disproportionality index was computed for African-American and biracial children
compared with white children at each stage (Table A). First, referral,

investigation and service rates per 1,000 children were computed for each racial
Data AnaIySiS group. This is the number of children referred over the total number of children in
the population * 1,000. For African-American children, this is (2,746/46,689) *
1000 = 58.79. (46,689 is the child census for Allegheny County, 2006). The referral

rates for white and biracial children, respectively, using this same formula are
19.40 and 84.62. Next, rates for African-American and biracial children were
compared to white children. This is the rate for African-American (or biracial)
children divided by the rate for white children. For African-American children at
referral, this is 58.79/19.40 = 3.03. The indices were also computed for rates of

investigation and services, using weighted data.

Child Race Rate Compared to White Children
African-American White Biracial
Referred 3.03 1.00 4.36
Investigated 1.03 1.00 1.12
Served 1.04 1.00 0.86

Table A: Disproportionality I ndex

DO REFERRAL AND RISK ASSESSMENT CHARACTERISTICS VARY
ACCORDING TO ACHILD’S RACE?

We wanted to know whether African-American, white and biracial children differ
according to their characteristics at CYF referral and case investigation (risk
assessment), since decisions to refer a family to CYF or provide services may hinge
on differing needs of families according to race. At referral, according to data from
“Form 200” that is taken during the call to CYF, families were significantly different
(p<.05) according to race by child age, caregiver age, number of children listed at
referral, and prior reports to CYF. Assessed risk also differed by race, with African-
American families deemed at risk due to prior maltreatment reports and biracial

children at risk due to caregiver factors.

When a call is received, a reason for referral is assigned by the call screener. The
proportions by category were 57 percent evaluation request; 19 percent other; 14
percent neglect; 10 percent physical or sexual abuse. When the “evaluation request”
was further investigated (see Appendix B for Description Evaluation Types), 40
percent of the reasons for reporting to CYF were substance abuse related or due to
physical neglect (33 percent) and supervisory neglect (24 percent). As shown in

Figure 5, biracial children are significantly younger at the time of the referral

compared with other children. Well over one-third of biracial children (38 percent)
are younger than age five, compared with 24 percent of African-American children

and 28 percent of white children.
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Figure 5: Age of Children at CYF Referral According to Child Race/Ethnicity

Figure 6 illustrates that African-American children are referred to CYF with a
significantly greater number of other children listed at intake compared with white
and biracial children. Over one-third of African-American children are referred to
CYF with four or more other children (39 percent) compared with 20 percent of
white children and 25 percent of biracial children. Biracial children have the
highest rates of having a teenage parent (11 percent), while African-American
families have the highest rates of previous referrals to CYF (69 percent) compared
with 58 percent of white children and 49 percent of biracial children. No other
referral characteristics varied significantly according to child race, including
gender, number of adults at intake, child public assistance history, maltreatment

type, ChildLine referral and risk rating.
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Figure 6: Significant Differences in Referral Characteristics by Child Race

At the stage of investigation a risk assessment is done (Appendix C). The risk
assessment used by Pennsylvania is a consensus-based measure of risk in which
the worker assigns a ranking score of low, moderate or high risk to the following
factors: child factors, caregiver factors and family factors. A score is also assigned
to the overall severity and overall risk. Within each factor are sub-factors which
are rated. For example, child factors include vulnerability, severity and recency of
abuse/neglect, prior abuse or neglect, and emotional harm. The vulnerability factor
includes the child’s ability to care for him/herself. Younger age increases
vulnerability, although certain conditions such as developmental delays or serious
chronic illnesses would increase vulnerability risk at any age (Appendix C).
Workers are trained in risk assessment using a standard curriculum and must
receive a passing score in using it to assess risk in a video vignette. Workers who

do not achieve a passing score receive remedial training.

Taken as a group (n=454), a relatively small proportion of the cases were rated as
high risk (2 percent), compared to moderate (54 percent) and low (44 percent). It
is unclear whether this is a true representation of the risks of the population, or
whether it is due to differences in raters or agency culture that impacts how
workers use the risk assessment. It may be the result of a measurement problem
with the risk assessment. In the subsequent analyses, moderate and high-risk
ratings were combined. As seen in Table B, the most frequently rated moderate-to-
high risk factors for all children were child vulnerability (65 percent), caregiver
impairment (43 percent) and access to children (37 percent). The least common
moderate-to-high risk factors were emotional harm (4 percent), home condition (8
percent) and family supports (10 percent). Child vulnerability is highly correlated
with child age, suggesting that this risk is primarily an indicator of younger child
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Table B also shows the proportion of children rated with moderate or high risk for
each risk assessment item by race. A significantly higher proportion of biracial
children (64 percent) are rated as having moderate to high risk with reference to
caregiver factors of age, physical, intellectual and emotional status, compared with
African-American (44 percent) and white children (37 percent). Parents of biracial
children had the highest rates of moderate to high-risk parenting skills and
knowledge (36 percent) compared with 22 percent of African-American and 15
percent of white children. African-American children have the highest rates of
moderate to high-risk ratings regarding previous abuse or neglect (33 percent)
compared with 13 percent of white children, and 20 percent of biracial children. No

other risk assessment characteristics varied significantly by child race.

Risk Assessment Domain % Moderate or High Risk
African . L
. White Biracial
. American _ Total

Child factors (n=98) (n=142) (n=38) (n=278)
Vulnerability 61 68 74 65
Severity/recency of abuse or 11 12 9 11
neglect

Prior abuse or neglect 16 11 12 13
Emotional ham 3 6 0 4
Caregiver factors
Age, _phy5|ml, |ngellectual or a4 37 64 43
emotional status

Cooperation 15 19 9 16
Parenting skills/knowledge® 22 15 36 20
Substance abuse 16 20 32 20
Access to children 43 34 38 37
Prior abuse or neglect® 33 13 20 20
Relationship with child 14 8 15 12
Family

Family violence 22 25 28 24
Home condition 10 7 3 8
Family supports 9 12 10 10
Stress 39 29 34 33
Overall severity 12 15 24 15
Overall risk 33 31 40 33

Table B: Proportion of Children with Moderate or High Ratings on Risk Assessment
Domains by Child Race

Note: Analyses are weighted. The total sample n is 460, which represents 7,495 children.
Of the 460 children referred, 309 were investigated. 31 children were missing risk
assessments. ®Significantly related to child race/ethnicity in bivariate analyses (p<.05).

20



Data Analysis

Summary of Referral and Risk Assessment Characteristics by Child Race

We wanted to know whether African-American, white and biracial children differ
according to their characteristics at CYF referral and assessed risk. At referral,
according to data from the “Form 200,” families were significantly different
(p<.05) according to race by child age, caregiver age, number of children listed at
referral and prior reports to CYF. Assessed risk also differed by race, with African-
American families deemed at risk due to prior maltreatment reports and biracial

children at risk due to caregiver factors.

WHAT CHARACTERISTICS PREDICT INVESTIGATION AND SERVICES?
Data obtained from the referral (Form 200) was further used in a set of bivariate
analyses on intake characteristics, investigation, and services (Table C). The total
sample (n) is 460 which represent the population of 7,495 children. Of the 460
sample children, 309 were investigated (67 percent), of which 220 were
subsequently opened for services (71 percent of those investigated). Younger child
age, two adults listed at intake, low income (as measured by the child’s history of
public assistance) and a moderate or high risk score on the current referral were
significantly related to investigation (p<.05). Prior reports to CYF were

significantly related to services (p<.05).

Multivariate analyses of predictors of investigation using logistic regression found
that referrals on children younger than age four were approximately three times
more likely to be investigated (OR=3.544, p<.05). Child race significantly
predicted case investigation, with African-American children less likely to be
investigated compared with white children (OR=.70, p<.05). Biracial children were
twice as likely to be investigated compared with white children (OR=2.27, p<.05).
Children referred to CYF along with four or more other children were more likely to
be investigated (OR=3.13; p<.05), as were children with two adults listed at
referral (OR=4.66, p< .001). Children living in poverty, measured by the child
having a history of receiving Temporary Assistance for Needy Families (TANF),
were twice as likely to be investigated compared with children who did not have a
history of public assistance (OR=1.99, p<.05). Finally, compared with referral
allegations of “other,” children whose allegation was “evaluation request” were
significantly less likely to be investigated. In relation to service receipt, results
show that children with moderate to high overall risk were over twice as likely to
receive services compared with children with no or low overall risk (OR=2.68,

p<.05).

21



Characteristic Total % % Investigated % Served
(n=460) (n=460) (n=309)

Child age®

0 to 4 years 28 72 66

5 to 9 years 26 62 71

10 to 14 years 27 67 75

15 to 17 years 19 66 76
Child gender

Female 50 68 71

Male 50 66 72
Child race/ethnicity

Black 37 68 74

White 51 65 72

Biracial 12 73 61
No. of children at intake

1 20 61 62

2t03 52 65 75

4 or more 28 75 70
No. of adults at intake®

1 5 48 81

2 67 82 69

3 ormore 28 33 80
Caregiver age

<20years 3 54 77

20 to 29 33 69 65

30 to 39 43 68 74

40 and older 22 69 75
Child Public Assistance (since 7/2002)*

No 56 62 69

Yes 44 72 74
Report risk rating®

No or Low 44 27 80

Moderate or High 56 98 70
Maltreatment type®

P hysical or Sexual abuse 10 84 52

Neglect 14 78 71

Evaluation request 57 53 68

Other 19 84 84
Prior reports or CYF®

No 40 62 66

Yes 60 69 76
Regional office®

Lexington 48 43 60

Not Lexington 52 88 76
Referral Type

Not ChildLine 91 66 70

C hildLine 9 76 83
Total 100 67 71

Table C: Proportion of Children Investigated and Served According to Characteristics of the Referral
and Results of Bivariate Analyses

Notes. Analyses are weighted. The total sample n is 460, which represents 7,495 children. Of the 460 children

referred, 309 were investigated, of which 220 were served. Maltreatment type was analyzed for children with one
type reported only (n=378). ®Significantly related to investigation p<.05 bSignificantly related to services p<.05
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Maltreatment type listed on the referral was significantly related to both
investigation and services. Physical and sexual abuse and “other” maltreatment

types were associated with investigation. Neglect and other maltreatment types

Data Analysis

were associated with service. It is important to note that in the maltreatment

category on the referral, “evaluation request” was used in more than one-half of
the referrals in the sampled records. Subsequent re-analysis of this category found
that “evaluation request” included a myriad of reasons for referral (see Appendix B
for the additional categories). Since it is neither mutually exclusive nor exhaustive,
the “evaluation request” category is not a good predictor of investigation or
service. Finally, the location of the office (not Lexington) was associated with both
investigation and service.
e Proportion of Children Opened for Services
According to Each Item
. . Moderate or

Child factors No or Low Risk High Risk

Vulnerability® 79 67

Severity/recency of abuse or 70 77

neglect

Prior abuse or neglect® 69 88

Emotional ham 70 91

Caregiver factors

Age, physmal, intellectual or 68 76

emotional status

Cooperation® 67 89

Parenting skills/knowledge® 67 86

Substance abuse? 68 82

Access to children 72 68

Prior abuse or neglect 69 78

Relationship with child® 68 94

Family

Family violence 72 67

Home condition 71 72

Family supports 69 82

Stress? 65 83

Overall severity 69 78

Overall risk® 61 89

Table D: Results of Bivariate Analyses of the Proportion of Children Opened for Services

According to Risk Assessment Ratings on Each Individual Item and Overall Severity and Risk
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Table D presents the results of bivariate analysis of risk assessment characteristics
and the proportion of children opened for services. You would expect to see that
being rated at high or moderate risk on a child, caregiver or family factor would
associate with being opened for services from CYF. Indeed, a significant finding did
develop for cases rated as moderate or high overall risk, 89 percent were opened
for service, compared with 61 percent of cases rated no or low risk (p<.05).
However, overall severity was not significantly related to case opening in bivariate
analyses. Also significantly associated with case opening were moderate to high
risk-ratings of: prior abuse or neglect, caregiver cooperativeness, parenting skills
and knowledge, substance abuse, relationship with child and family stress. No- or
low-risk rating on child vulnerability was significantly associated with a case

opening.

Predictors of Investigation (Multivariate Analysis)

The bivariate analyses give some indication of what may be predictors of
investigation and services. In logistic regression, odds ratios estimate the
probability of a given outcome for different groups while controlling for other
potential predictors. For example, if males and females are being compared on an
outcome and the odds ratio is greater than one for females, then females are more
likely to have the outcome than the males. If the odds ratio is less than one, then
the outcome is less likely for females. Table E displays the results of logistic
regression analyses predicting case investigation according to intake (referral)

characteristics.

Independent variable Odds of B SE(B)
(reference group) Investigation

Child Age (15 to 17 years)

0 to 4 years 3.44* .64 0.3

5 to 9 years 1.59 -0.13 0.23

10 to 14 years 1.99 .09 0.25
Child Gender (Female)

Male 1.12 .06 0.14
Child Race/ethnicity (White)

Black .70* -0.51 0.23

Biracial 2.27* 0.67 0.3
No of children at intake (One)

Two to three 1.84 0.03 0.19

Four or more 3.13* 0.56 0.24
No of adults at intake (One)

Two 4.66*** 1.36 0.25

Three or more 0.36*** -1.19 0.28
Child TANF since 7/02 (No)

Yes 1.99* 0.34 0.15
Referral reason (Other)

Physical or Sexual abuse 0.58 0.46 0.44

Neglect 0.28 -0.28 0.39

Evaluation request 0.11*** -1.19 0.25
Prior reports or CYF (No)

Yes 1.40 0.17 0.16
Referral Type (Not ChildLine)

ChildLine 2.00 0.35 0.19

Table E: Results of Logistic Regression Analyses Predicting Case Investigation

*p<.05. **p<.01. ***p<.001.
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Results show that referrals on children younger than age four were approximately
three times more likely to be investigated (OR=3.544, p<.05). Child race
significantly predicted case investigation, with African-American children less likely
to be investigated compared with white children (OR=.70, p<.05). Biracial children
were twice as likely to be investigated compared with white children (OR=2.27,
p<.05). Children referred to CYF along with four or more other children were more
likely to be investigated (OR=3.13; p<.05), as were children with two adults listed
at referral (OR=4.66, p< .001). When there were three or more adults in the
household, the case was less likely to be investigated. Children living in poverty,
measured by the child having a history of receiving TANF, were twice as likely to
be investigated compared with children who did not have a history of public
assistance (OR=1.99, p<.05). Finally, compared with referral allegations of
“other,” children whose allegation was “evaluation request” were significantly less
likely to be investigated (OR=.11, p<.001). Allegations of “other” were the most
likely to be investigated, when all factors are considered. These include acting out
or youth with mental health problems, truancy, positive maternal substance use,
emotional maltreatment, and homelessness. In this analysis, the type of referral,

GPS or ChildLine, was not a significant predictor.

Predictors of Service (Multivariate Analysis)

Characteristics that were significantly related to services in bivariate tests were
further used in logistic regression analyses predicting services, considering all
other factors. Correlational analyses showed that many of the risk assessment
items are highly correlated with each other; for example, caregivers rated with
substance abuse problems were also frequently rated with parenting sKkills
problems. This means that including them in the same predictive model is not
advised. To remedy this, a variable was created to measure the total number of
risk items that were rated as “moderate to high risk” for each child (“cumulative
risk”). Table F illustrates the proportion of children with differing levels of
cumulative risk. Bivariate, chi-square analyses showed that children did not vary
significantly according to the numbers of risk factors rated as moderate or high
according to their race. In total, 16 percent of children did not have any risk
assessment items rated moderate or high, 38 percent had one to two items rated
moderate or high, 36 percent had three to five items rated moderate or high, and

10 percent had six or more items rated moderate or high.
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Child Race/Ethnicity
Number of Risk Items - " - . -
Rated Moderate or High African-American White Biracial Total
. Risk (n=100) (n=143) (n=37) (n=280)
Data Analysis

None 15 18 13 16
1to2 33 43 29 38
3t05 40 31 46 36
6 or more 11 8 12 10

Table F: Cumulative Risk at the Time of the Investigation by Child Race/Ethnicity

Note. The first risk assessment item, child wulnerability, is exduded from the cumulative risk variable, since it is
nearly synonymous with child age.

Table G presents the results of two logistic regression analyses predicting services. Both
analyses include predictor variables of child demographic characteristics, maltreatment
type and prior reports. Model 1 includes cumulative risk, while Model 2 includes overall

risk, as rated by caseworkers in the last item on Form 210.

Model 1 Model 2
Case Characteristic n=210) (n=217)
(reference group) Odds of case Beta SE Odds of case Beta SE
opening opening
Child age (15 to 17
years)
0 to 4 years .54 -.18 .26 .56 -.19 .27
5 to 9 years .64 -.01 .30 .66 -.03 .29
10 to 14 years .51 -.24 .29 .58 -.17 .29
Child gender (Female)
Male 1.11 .05 .17 .97 -.01 .16
Child race/ethnicity
(White)
Black 1.00 .14 .25 1.06 .18 .25
Biracial .65 -.29 .29 .65 -.31 .30
Prior reports to CYF
(No)
Yes 1.70 .27 .17 1.79 .29 .17
Referral reason (Other)
Physical or Sexual .25* -.72 .35 .30* -.68 .34
abuse
Negle ct .54 .05 .32 .66 .10 .32
Evaluation request .52 .00 .23 .63 .06 .23
No. of risk items rated
moderate to high
(None) .
1t 2 (Low .52* -.71 .28
cumulative risk)
3 to 5 (Moderate) 1.33 .23 .29
6 or more (High) 1.79 .53 .55
Moderate to high -- -- -- 2.68* .49 .19
overall risk

Table G: Results of Logistic Regression Analyses Predicting CYF Services

*p<.05. **p<.01. ***p<.001.
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Results show that children with moderate to high overall risk were over twice as
likely to receive services compared with children with no or low overall risk
(OR=2.68, p<.05). Children referred for physical or sexual abuse were significantly
less likely to receive services compared with children referred for “other”
maltreatment types (OR=.25 and OR=.30, p<.05). In Model 1, children with lower
levels of cumulative risk (1 to 2 items rated moderate or high) were significantly
less likely to receive services compared with children with no items rated moderate
or high risk (OR=.52, p<.05). Younger age, which was a statistically significant
predictor of investigation, was not found to be a predictor of service receipt.
However, the overall risk factor score includes vulnerability, which takes into

account child age.

In summary, the multivariate results give a picture of the factors that predict who
is opened for investigation and served. Younger age, biracial children, households
with more children, lower income and two adults living in the home are more likely
to be investigated. There were fewer significant predictors of which families
receive services, although receiving a moderate to high risk assessment score

increased the odds of the family being opened for services.

SYNTHESIS OF QUALITATIVE AND QUANTITATIVE FINDINGS

What is the extent of racial disproportionality atreferral, investigation and service
provision?

African-American families in Allegheny County are referred in greater numbers and
at a rate disproportionate to their proportion in the population. Biracial families

were referred at higher rates than either African-American or white families.

The finding of referral disparity was for African-American families supported by the
qualitative findings. Those interviewed gave many examples of other systems
over-referring to CYF and the potential reasons for this pattern. In this example, a
supervisor talks about a case in which the evidence of abuse substantiation was
inconclusive but she felt that racial bias was a factor in the decision made by the
judge. One theme that emerged was that of over-referral occurring due to bias in

other systems.

e And | swear if it was a black family, this kid would not have been returned.
I don’t know why | feel like that, but I do ..And | will never forget, | had
this judge say to me, these children don’t look dependent. What does that

mean? So | always think of when | have cases like that.
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Similarly:

e We had a white male baby who was allegedly left somewhere. | believe the
Data Ana|y5|s father -- the father's family came. The child was handed over to him.
That's it. That's it. Take him home. That's it.

Community professionals may also over-refer due to misunderstanding the role of

CYF in providing community safety:

. I'll never forget the one | got..So | finally got a hold of this kid's therapist
and I'm like what's going on here. Why is this kid even -- why can't this kid
go home when he's supposed to be with his mom? ..You know, this kid can
go home. And the therapist, no lie, said it's a bad environment for the kid.
You know, community violence in the neighborhood. You know, what are
you guys going to do to help this kid out. You know, you got to help this
mother move. And | told her this kid's going to have to learn to duck and

drop like the rest of the kids in this neighborhood.

Community members may also contribute to over-representation at referral due to

over-reporting within the community as a way of managing conflict.

e Part of itis a lot of them know our system, meaning that if I (tick) you off,
I'm going to call CYF because | know you have a kid and | know they'll

come out and investigate it ...That's my little revenge against you.

Another related reason for reporting bias may be due to how other systems
interact with poor families. Individuals working in other systems such as
education, law enforcement and medicine may attribute parental behaviors to be
due to personal rather than situational causes. This is called an error of attribution
and is illustrated in the following example in which a supervisor describes why the
family of a child with a serious chronic illness is repeatedly re-referred to CYF by

the hospital.
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¢ And she misses appointments, so the clinic would call and she’d go, she’d
make them up, she’s got Alliance for Infants, she’s got support stability
and dietician and other things that go with the stuff ..So we closed it and
the clinic called and said, well they missed this appointment and they
missed this, and this is really serious and we think this little child is at
risk...... And in some ways, | don’'t know if they’re necessarily picking on this
family, but it’s just kind of unfair to this family. | said, ok they have
(transportation) , so they can get to their appointments, can you schedule
them earlier, we don’t always have those, well maybe you should make
allowances given that’s when this young mother can get the child there if
that’s what you want. Meanwhile, we encourage her, don’t miss your
appointments, and she says, well | always make them up. Do you see the
importance? People are going to keep calling us (CYF) if you miss
appointments. So we’re going to close it out, but I'm sure if she misses
another appointment or two, it’'ll come back up. And that’'s what happens.
It just doesn’t go away because the families that we have always do have
these deficits, whether it’'s a health problem or the other things we talked
about before. There’s a lot going on, certainly poverty among them, it's a

pretty common thread in anything here, even more common than race.

Similarly, another supervisor observes:

e | think we have to look at what's socially acceptable from that family’s
perspective. They may not have the resources to pay for a babysitter. The
kids might get home at 3:00 and mom doesn’t get home until 4:30. We're
not going to penalize them because they don’t have resources, but do they

have a plan in place to make sure the kids are safe.

As illustrated in the above examples, poverty and class are intertwined, and
everyone interviewed discussed how difficult it is for other systems to tease out
racial bias from class bias and how class impacts what you can access and how you

are treated.

e But, you know, those doctors are more, | think, they're more apt. I'm going
to say they're more apt to call itin on low economic families than they are

higher class families.
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e That family | was talking about, with the Cystic Fibrosis was not an African-
American family, but because of poverty, because of those things, they
trust systems less, because that’s who tend to turn around and find their
most negative stuff and turn them in, so they tend to trust folks less. |
think that’s true with a lot of medicine, with a lot of doctors too. I've even
felt that way when I've called on behalf of other people and I'm like, I'm
sorry, do you talk to Mrs. Jones like this when she calls? And they’re like,
what are you talking about? And I'm just asking you a simple question and
it doesn’t sound like you have the time. But that's me of course, | tell my
workers, don’t do this! Why would you do that? | realize we all have tough
days, but it leads to the problems. So you tend not to trust people, you

tend to seek less care.

All of the interviewees were consistent in the belief that being poor results in
having fewer financial resources and less social capital on which to draw. This puts
families at a disadvantage in dealing with systems as demonstrated in this

comment about the causes of disproportionality:

e Because they're poor, poverty plays a major role in everything. That
example that | gave you of that young man, he just didn’t have any money.
If he had money, he would have been in a different situation..People have
a hard time assisting people financially. That’s why you have so many kids
in placement. If you’d assist the families with those issues surrounding

poverty, you wouldn’'t have to put their kids in placement.

In answer to the question about the causes of disproportionality, an administrator

noted:

e Racism is a factor. | think poverty is a factor. | think drug addiction is a

factor. Those are probably the three reasons why it's disproportionate.

In addition to class and poverty, other factors identified as contributing to
disproportionality at referral, include drugs, alcohol, mental health problems and

limited knowledge of or access to treatment services.

e Just anecdotally my feeling is access to resources and the other factors in
terms of class and poverty and -- you know, class and poverty. When you
look at the risk factors..would be, you know, the drug and alcohol issues,

the mental health factors.

¢ What might also bring kids, both black and white children into child welfare

is also their mothers primarily being mentally ill.
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e Every time her mom comes back into the picture, my child, well, its mom,
so | don't take that away from her, but mom is very ill. There are some
drug and alcohol issues and mental health issues going on as well as a long

criminal history and makes really poor, impulsive decisions.

e If you have a family who is just not aware of the resources or doesn't know
how to plug in to make more, you plug them in, they'll be fine. Like I said,
you put the D&A component or mental health component, you can't force
no one to get mental health treatment. | mean if they want to go and get
the treatment and work on mental health issues, cool. Stabilize. Cool. If
not, we may have to, you know, moderate or supervise. Make sure that

that kid's going to be safe.

Sometimes poverty, race and mental health substance abuse all together create
situations so that it isn’t clear if it one or all of these factors contribute to
disproportionality. A mental health bias may be operating but the illness has the
potential for noncompliance and relapse leading to a high-risk situation. In this
example a caseworker describes a case in which a young, single, biracial mother
with co-occurring bipolar illness and substance abuse was in danger of losing her

parental rights.

e Well, I think they just kind of looked at her as if she was unfit based on
family history of mental health. Yes. And she was struggling so much for
validation. Yes. They punished her. How are you going to take care of a
kid? ..The judge said this is not a case for SPLC nor adoption. Mother is
somewhat being punished for mental health. Because she was in Western
Psychiatric Institute and Clinic (WPIC) for three months, satisfying her goal
of mental health. Unfortunately, she's in there. We did make arrangements
for her daughter -- her three-year old daughter to go there and visit with
her. I knew when | was making the recommendation that it was a risk. It's

a risk. It's going to be long term, but she's still going to have her rights.

Another example about race, class and disability and bias:

e And it depends on the way the -- you know, it depends on the income and
the status of the family because sometimes, you know, these kids, a lot of
them may be coming from a drug addicted home...That they are really
coming from that and, you know, that there is no support and the family
really can't afford it. And sometimes the parent is nowhere to be found.
They're not even there the day of the hearing. Or if they do come, you
know, they haven't got representation so the hearing is continued. You
know, following directions and being consistent with whatever it is. So
that's a lot of time is the majority of the case, but then there -- it's just

that they're already labeled sometimes before they even start.
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In response to questions about how race may impact their decisions, those
interviewed consistently said that race was not a factor in their decisions; safety

Data Analysis and risk were paramount. This comment is illustrative of this theme:

. If the child has a burn, the child has a burn. Race doesn’t matter. So if
there is a burn that is indicative of abuse, it doesn’t matter how much
support this family has or how much money they have, if the story isn’t
consistent with the injury, we have to make sure that kid’s safe..We’re
looking at is there physical abuse, is there sexual abuse, is there neglect
that places that child in immediate danger? So we really can’t go solely off

of where this family comes from or how much money they have.

And similar responses from two different intake workers:

e Butitreally -- it doesn't really factor in. And the bottom line is, it's risk
and safety.
e But personally as for decision making, it's kind of -- | don't see it. You

know what | mean? If Mom's got a drug or alcohol problem and she's black,
white, orange, yellow, | don't care. She's doing a drug and alcohol

evaluation.

Although the individuals who were interviewed did not feel that their decisions
were based on race, they believed that a “funneling” effect was operating in that
disproportionality increases at each decision point. A supervisor in family services

said:

. | think it’d be interesting to look at who comes in the front door and who
comes out the other end towards us. But | would say that the majority of
our clients are African-American much more than our community as a
whole...l have 5 caseworkers and they each have 16-17 cases on their
caseloads and | would say they only have about three to four white families

at a time.

Qualitative findings also supported younger age as a significant factor in predicting
an investigation after referral. Age is a “Dominance Rule” because it dominates
other facts when making a decision about safety and risk. This was due to the

vulnerability of a smaller child as illustrated by this comment by an intake worker:
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e Small child can't fend for itself. Can't pick up a phone. Can't call nobody.
Small child doesn't know to go to a neighbor or go to extended family.

Small child, everything hinges on mom.

e Suppose you got kids, you know, seven, eight, nine, they know how to pick
up a phone. They know extended family. They know next-door-neighbor.
You got an infant, a couple months old, year old, maybe two, better safe

than sorry.

Although everyone believed that race did not play a role in their decisions, at least
one person did acknowledge that while her decisions were based on safety and

risk, there may be other unconscious factors that influence decision making:

. But | wonder how often. | think about that a lot, how often we make those
decisions when we aren’t even conscious of it, because of the way they

look or where they live.

In summary, while the caseworkers, supervisors and directors interviewed for this
study acknowledged that African-Americans are disproportionately involved in child
protective services, they identified system bias as a major cause and felt that their
decisions were based on safety and risk rather than race. The interviewees
indicated that circumstances that are often experienced by African-American
families, such as having a low income, living in an unsafe neighborhood, single
parenting, lacking an education, using substances or having a serious mental
illness were likely factors that make these families more vulnerable, increasing
their visibility to systems such as child welfare. All of the interviewees felt that
being poor and black were so intertwined that it was impossible to unravel them in
order to determine which one caused black families to be disproportionately

involved in the child welfare system.

In most respects, the data from the qualitative interviews support the finding of
over-representation of African-Americans in referrals by other systems to CYF and
investigation of families with younger children. What is most surprising, and
absent from the analysis of the qualitative data is the quantitative finding of
disproportionate referral and investigation of biracial families to CYF. This was
mentioned only twice: once in describing a parent as biracial and a general
comment describing the families in the McKeesport area. It was never mentioned
as a factor in disparate referrals to CYF. While the assumption may be that these
are “black families”, in fact, they do not seem to be assessed at the same level of
risk as black families, and they are more likely to be referred to CYF and
investigated. The other notable discrepancy was that while some of the
interviewees felt that a funneling effect was occurring, this was not observed in

the quantitative findings.
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DISPARITY IN CYF REFERRALS

Data from referrals and investigations at Allegheny County CYF in 2006 show a
notable disparity concerning the rate at which African-American children are
referred to CYF, rather than the rate at which children are investigated or served.
African-American children are referred to CYF at three times the rate of white
children, with little evidence to suggest that their level of risk or need for services
is substantially different. This is evidenced by no significant difference in overall
risk ratings at referral and investigation between African-American and white
families, and few significant differences in ratings of particular types of risks, such
as caregiver substance abuse and amount of family support. The only significant
characteristics of African-American families according to these data are more
frequent referrals to CYF, referrals involving more children and slightly higher
rates of children having received public assistance, an indicator of poverty. Data
also identified a disparity in that biracial children are referred to CYF at four times
the rate of white children. Their risk assessments suggest higher risk due to
caregiver factors, yet they are served at a slightly lower rate. Recommendations
are directed to services and coordination that target factors contributing to

disproportionality at the decision junctures at the start of the service pathway.

Biracial families also show notable disparity concerning the rate at which they are
referred to CYF. In 2006, they were referred at four times the rate as white
children, and the logistic regression analyses suggest that they are more likely to
be investigated, even when controlling for other factors. Additional research using
the population is needed in order to confirm and explore this finding in greater
detail. Biracial families show unique needs compared with other families. They
have the highest rates of young (teen) mothers, higher-risk parenting skills and
caregiver impairments such as physical, emotional, and cognitive difficulties. An
important question is whether biracial caregivers and families are uniquely at risk,

or if this is a perception based on bias and stereotyping.
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There was no evidence in these data of a funneling effect for African-American
children, where disproportionality increases at each decision point (Vandergrift,
2006). Rather, disproportionality for African-American children in Allegheny
County, who represented 68 percent of children in foster care in 2008
(Pennsylvania Partnerships for Children, 2009), appears to be related to disparate
rates of referral and more frequent re-referrals that involve more children
compared with other families. This suggests a number of possibilities: (1) that
foster care service decisions result in greater numbers of white children remaining
at home compared with African-American children, (2) other services provided to
African-American families are inadequate to resolve family difficulties and prevent

children from entering foster care, and (3) that referral sources over-refer.

COMMUNITY FACTORS AND REFERRAL DISPROPORTIONALITY

A thorough understanding of where disparities exist in the decision-making
junctures is important to identify possible strategies to address it. It is clear that
this is a complex problem, and that the response needs to be multi-faceted.
However, Lemon, Andrade and Austin (2005) suggest that an agency maximize
their resources by focusing their interventions on where the disparities seem to be
occurring, and use several interventions that draw from different explanatory
theories (p. 45). Based on the theory suggested by these data that poverty,
system bias and community factors result in referral disproportionality, Allegheny
County could use several interventions to target these problems (Figure 7).
Interventions could be selected from each theory area targeting that decision point

(Lemon, Andrade & Austin, 2005).

Theory 1 Poverty Theory 2 System Bias (CYF

Home visitation
Family-to-Family
Fatherhood program
Differential response
Collaboration with
neighborhood services
e.g. family support centers

& Other Systems)

Actuarial risk assessment
FGDM

Structuring decision
making processes
Cultural competence
training & coaching

Theory 3 D&A and Mental
lliness
e Drug courts

e ACT programs
e Culturally relevant
programs

Figure 7: Targeting Referral Disproportionality in Allegheny County (Lemon,
Andrade & Austin, 2005)
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Poverty

A recent study of poverty in Allegheny County found the poverty rates of
African-Americans to be four times those for white residents of the county
(Davis, Bangs, Wallace & Crawley, 2007). In addressing the poverty factors
that contribute to referral, the agency could select from evidence-based or
evidence-supported interventions that strengthen families with young children
such as Nurse Home Visitation. This intervention addresses maltreatment by
improving the maternal life course through targeting and reducing welfare
dependence, substance use and multiple unplanned pregnancies (Olds,
Henderson, Kitzman, Eckenrode, Cole & Tatelbaum, 1999). Another possible
strategy that could address both poverty and systems factors such as
neighborhood support networks are Family-to-Family, an initiative of the Annie
E. Casey Foundation. One of the core strategies of Family-to-Family is building
community partnerships, through building relationships with a wide range of
community organizations and leaders in neighborhoods in which child
protection referral rates are high, and collaborating to create an environment
that supports families involved with the child welfare system.

(http://www.aecf.org/Majorlnitiatives/Family%20to%20Family/CoreStrateqies.

aspx).

Fatherhood Initiatives

Although the evidence is still emerging on the effectiveness, fatherhood
initiatives may help to keep fathers engaged financially as well as emotionally
with families. Increasing the involvement of non-custodial fathers in prevention
services may help to stabilize the family so that child welfare involvement is

limited or short-term (Lemon, Andrade & Austin, 2005).

Differential Response

Differential response (also known as alternative response) is a new paradigm
characterized by greater respect for families, increased community involvement
and voluntary provision of services (Waldfogel, 1998). In this model, child
protective services (CPS) would focus on families at high risk, while
concurrently an alternative services system serves families at low to moderate
risk. CPS retains the authoritative protective role while community providers
would take on the responsibility of family support. Differential response has
been identified as a promising strategy for reducing disproportionality at the
early juncture of the service pathway (Lemon, Andrade & Austin, 2005). In
summary, these are just a few of the strategies with some empirical basis that
can be considered as part of an overall plan to reduce poverty that is

contributing to disproportional referral to child protective services.
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ADDRESSING SYSTEM BIAS

System bias was believed to be a factor in the referral disparities in Allegheny
County according to those interviewed. Less discussed by some of the workers
is the possibility of their own biases. Skilled, culturally competent workers
should screen out inappropriately referred cases, resulting in lower rates of
investigation for African-American and biracial children. Child race significantly
predicted case investigation, with African-American children less likely to be
investigated compared with white children (OR=.70, p<.05) and biracial
children twice as likely to be investigated compared with white children
(OR=2.27, p<.05). This, coupled with no significant difference in referral risk-
ratings by race, suggests that biased decision-making exists at this decision-
making juncture. Combined with biased referrals into the child welfare system,

this could potentially be an important factor in disproportionality.

Actuarial Risk Assessments

One approach for addressing this problem is by accurately assessing risk and
removing bias. Actuarial risk assessments are those in which risk factors are
identified based on empirical evidence of factors statistically associated with
future maltreatment (Baird & Wagner, 2000). There is some evidence that
suggests that actuarial assessments are more accurate than consensus-based
assessments, such as the Risk Assessment Matrix used in Pennsylvania (Baird
& Wagner, 2000). The lack of variance seen in the sampled risk assessments
suggests that the risk measure currently used by Pennsylvania does not help to

support and structure decision making.

Family Group Decision Making

Family Group Decision Making (FGDM) may reduce system bias by making
decision making collaborative and transparent. Although it has not been used
specifically to address disproportionality at the referral and intake decision
making junctures, family group has been identified as a strategy for reducing
disproportionality further down in the pathway (e.g. placement) (Crampton &
Jackson, 2007).

Restructure Referral Forms

The interviews with the workers also identified instances in which workers used
short cuts in thinking. These intrinsic processes, referred to as cognitive
heuristics, help workers to manage the volume and complexity of often
incomplete and conflicting information in order to keep “information processing
demands within bounds” (Abelson & Levi, 1985, p 255), but may also allow
biases and stereotypical views or “mental models” to impact decisions
contributing to racial disparities in child protective services (Azar & Goff,
2007).
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One of the most frequently mentioned short cuts by those interviewed was the
tendency to “make decisions based on paper” which essentially means that the
worker makes a decision about a family based on what they read on the referral
form or what they have in the record before ever seeing the family. The referral
form used by the call screeners could be restructured to reduce the risk that early
information “anchors” the perception of the workers. Some suggested changes to

the form include:

e Revise the reasons for referral to be a checklist (rather than text box) in
which neutral descriptors are used with associated definitions to describe
reasons for referral e.g. “Hygiene concerns” rather than “children are
filthy”; “supervision neglect” rather than “lets children run the street”.
Keep the information on the referral relevant: irrelevant or biased language

that can lead to a particular mental model should be avoided.

. In addition, most supervisors and regional directors review incoming
referrals with workers. In reviewing cases prior to investigation supervisors
can frame this with the worker by asking them some key questions prior to
going out: What are the objectives? What do we know? What are the
sources of uncertainty? What don’t we know about? How can we reduce

uncertainty?

Discussion Groups

Although decisions are rarely made in isolation, many of those interviewed
reported how helpful it was, long before a formal decision was made, to “talk it
out” and “kick it around.” In the East Regional Office, groups meet frequently to
informally discuss families and obtain varying points of view. This process seems
to “open up” thinking and everyone interviewed who had participated in them,
reported it to be a very helpful process. One supervisor said that it was
particularly helpful to have a diverse group of individuals who are not part of the

team.

. | do appreciate it when we have more people to really discuss them out.
We've been a pretty stable office for a while and | know what E is going to
say, or J is going to say. | never know what C is going to say, but that’s
why | like having her there. And we have such a wide range of experience

and points of view. | do think it’s nice to hash it out.
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Diverse groups consider a broader range of perspectives and are less likely to
make extreme decisions because diversity promotes testing assumptions and

Conclusions & exploring new strategies (Isenberg, 1986; Schulz-Hardt et al., 2002). Similarly,

Recommendations these groups could be enhanced by organizing the discussion around a few

questions:
1. What are the objectives?
2. Are the right people here in this group?

3. What do we know? What may be the cause(s)? What are the sources of

uncertainty? What don’t we know about? How can we reduce uncertainty?
4. What information do we need to get?

5. Do we have discrepant information or information that challenges our

preferred positions?

6. What are the options? Are there dominance rules that assign “weight” to
certain pieces of information or to certain options? What are the

consequences to the options and what could go wrong?
7. What would a “good decision” look like?

This group discussion process is based on a process model used for crisis decision
making in public health emergencies (Parker et al., 2009). The medical profession
is also using a similar process with doctors and nurses, particularly as it relates to

diagnostic decisions.

In summary, human decision-making processes are, by nature, flawed. We need to
use shortcuts to manage the information but there are risks that the decision may
be biased or lead to a decision resulting in a negative outcome. Policies, by their
nature, are limited in scope, and cannot guide every decision. Therefore, other
processes such as empirically-based decision tools and structured and supportive
groups may help to open up thinking and decrease decisions that may
unconsciously be based on biasing heuristics. However, this is an area that could
benefit from basic research on how caseworkers think and what strategies are

most effective.
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Cultural Competency Training

Training in cultural competence and the role of CYF is another strategy for
addressing system bias. In the case of Allegheny County, this could also include
outreach to other systems and awareness of what CYF can legally do in protecting
children and what alternative services can be used by other systems in preventing
maltreatment. Caseworkers cannot remove children because of unsafe
neighborhoods, interpersonal disputes or custody disagreements. However, CYF
can be a resource for information to other systems that are interacting with
families in need of support. The research supports that infrequent and one-time
trainings are insufficient to promote real cultural understanding of front-line
workers (Green, 1999). The State of Washington has undertaken a comprehensive
approach to increasing the competence of their workers through the Culturally
Competent Professional Practice Project (C2P2). C2P2 includes training workers in
using African-American cultural norms to build positive relationships with family
members. As one of the individuals in the interview observed about her role as an
African-American working in CYF and acting as a translator “See, we don’t have to
learn about the culture of Caucasians, because we’ve had to..but Caucasians have
never had to learn our culture, ever. So that’s basically the bottom line. And we
don’t take into consideration culture.” Training along with coaching and mentoring
may be another strategy for reducing system bias when used in conjunction with

other approaches.

Help Families with Mental lliness, Substance Abuse and Disability

Pittsburgh’s Racial Demographics: Differences and Disparities (Davis, Bangs,
Wallace & Crawley, 2007) reports that African-Americans in Allegheny County have
higher rates of serious mental illness than whites (p.64) and have higher rates
than that of the nation. One of the frequently mentioned causes of
disproportionate referrals was the presence of serious mental illness or substance
abuse of a parent, particularly a mother. The bivariate analyses support that
moderate to high risk-ratings of substance abuse associate with opening a family
for services. One of the most difficult aspects of both mental illness and substance
use is the nature of the illness. Both conditions require time for the individual to
become motivated to get help and both have the future probability of relapse. As

one caseworker noted in assessing when to intervene with a family:

e “Mental health is confusing. Very confusing”.

Another observed that time is needed to fully understand the course that it is

taking:

e “How many times do people relapse? You have to be clean before you can
address the mental health needs that are going on. You need at least 3-6
months of clean time without using any type of minor mood altering

substance just to begin to even dialogue about what else is going on.”
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Allegheny County has led the nation in the use of alternative sentencing strategies
though the Drug Court and more recently, Mental Health Court. Capacity and
experience exists for CYF to work with these programs when parents, particularly
caregiving mothers, have active substance abuse or untreated mental illness that
results in incarceration. Allegheny County also has Assertive Case Management
Teams in the community. In other words, there is the expertise and capacity to
help young families who are struggling with addiction and mental illness. Culturally
relevant programming that is located in neighborhoods may be another way of
engaging parents in services. Ethnic-specific services are defined as those that
primarily serve clients of one ethnic group and attempt to respond to the cultural
needs of the clients (Lemon, Andrade and Austin, 2005, p. 32). Situating ethnic-
specific services in neighborhoods where clients reside may also help to eliminate

some of the cultural and transportation barriers.

CONCLUSIONS AND RECOMMENDATIONS

Allegheny County has many of these promising practices already in place.
Alternative sentencing strategies and FGDM are well-established practices.
Culturally relevant programming is offered through Family Resources and other
service providers. Gender and race-relevant programming for drug and alcohol
addiction is available through established providers. Given the relative wealth of
services that exist, the research question becomes what individual and community

factors prevent parents from accessing services?

In summary, the problem of racial disproportionality in the child welfare system is
well known and was found here in rates of CYF referral and in other reports of
disproportionality among Allegheny County’s foster care population. African-
American children are referred at greater rates than white children but less
frequently investigated, despite similar levels of risk rated by intake workers
during the referral. Biracial children are referred at even greater rates and have
unique service needs, yet have the lowest rates of service. Few characteristics
predict CYF services in this study and the lack of variance in reports of risk, with
just 2 percent to 3 percent of children rated with high risk at referral and
investigation suggests the need for further research about how tools such as the

referral and risk assessment are used by workers to aid decision making.
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The primary points of disparity are at referral and foster care, where poverty,
caregiver substance abuse, and mental health play a role. Nurse home visiting,
differential response, and Family-to-Family are interventions that may help reduce
the need for child welfare involvement by circumventing families’ need for CYF to
begin with by strengthening outcomes for high-risk mothers, or by engaging the
community in decisions and supports for families. Family Group Decision Making
(FGDM) is another avenue for group decision making but has not shown strong
outcomes beyond families’ satisfaction (Berzin, 2006; Weigensberg, Barth, & Guo,
2008), so ought to be supplemented with assurance that families receive necessary

services and that the family plan is followed through with.

Structured decision-making, group reflective processes involving supervisors and
teams, training with mentoring and coaching, and restructuring forms and
discussions to reduce cognitive biases are examples of system changes that could
improve the consistency of assessments and case decisions about which children
need services. Finally, court initiatives such as Drug Courts and Family Finding are
promising strategies to increase the possibility that all children have the option of
living with kin while remaining close with primary caregivers in the event that out-

of-home placement is unavoidable.
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POPULATION AND SAMPLING FRAME

Appendix A

Total Num_ber of Children (# of children) 19 963
Involved in CYF as a Result of a CPS or GPS ’
Report in 2006*

Missing or — value for child age -622

> 18 years old -1,950
Total # of children, ages 0 to 17 17,391
# of children with >1 report (duplicates) -3,426
# of children who were not the target child -5,983
# of children whose report was notin PA -133
# of unique target children reported, ages 0-17 7,849
Missing race, gender, or both _-354
Final population of children to sample from 7,495
Target Sample size for statistical estimates: 544
Field data incomplete _- 84
Final n 460

* Since the family is the unit of analysis for CYF, this number includes all children in the family
and not just the target child who is the object of the report.
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REQUEST FOR EVALUATION

. Type # of Children Percentage
Appendix B
Physical abuse 36 17%
Sexual abuse 15 7%
Physical neglect 71 33%
Supervisory neglect 52 24%
Substance abuse 87 40%
Domestic violence 23 8%
Abandonment 10 5%
Parent/child conflict 20 9%
Other 34 16%

Description, Evaluation Requests (n=215)
Text from the referral form “specific allegations” was coded by two raters based on
NCANDS and NSCAW definitions and reviewed by project investigators. Figures

total greater than 215 because children may have more than one type reported.
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Appendix C

MODEL RISK ASSESSMENT FORM

The risk assessment used by Pennsylvania is a consensus-based measure. There is
research supporting the superiority of actuarial risk assessment over consensus
based tools in accurately predicting risk (Baird & Wagner, 2000). Pennsylvania

should research the potential cost and time savings of using an actuarial measure.

PENNSYLVANILA MODEL
RISK ASSESSMENT FORM

ASSESSMENT CODES:  F-NO RISK

L - LOW RISK AL-MODERATE RISK H - HIGH RISK X - UNABLE T ASSESS

CASE MAME: CASE =
MAME:
A, CHILD FACTORS AGE: HIGHEST
RISE
FACTOR
1. VULXERARILITY
I SEV/FREQ ANDVOERE RECENTNESS OF
ABRIUSEXEGLECT
L5 PRIOR ABUSENEGLECT
4. EXTEXT OF EAIOTION AL HARM
MANE:
B. CARETAKER, HOUSEHOLD HIGHEST
MEMBER, PERPETRATOR  AcE: RIZK
FACTOR
5. AGE, PHYSICAL, INTELLECTUAL OR
EMOTIONAL 5TATLUS
6. COPERATION

-4

» PARENTING SEILLS RNOWLEDGE

=

ALCOHOLAUBESTANCE ABUSE

8 ACCESS TOCHILDRES

10, FRIGE ABUSENEGLECT

11, RELATIOSHIF WITH CHIEDREN

C. FAMILY

EXVIRONMENT RISk FACTOR

1E, FAMILY VIGLEXCE

15 CONDITION OF THE HOME

4. FAAIILY SUPPORTS

R RaE . PLEASE USE BACK OF PAGE FOR NARRATIVE
OVERALL
WORKER DATE SEVERITY
OVERALL
SUPERVTSOR DATE RISHK
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Appendix C

NO RISK

1. VULNERABILITY
Crver age 18

RISK/SEVERITY CONTINUUM

LOW RISK

Cares Bor and can protect self wizh
memimal assastance and has no
phavical ar memtal limdicap.
Typscally g 12-17

MODERATE RISK

Ravgmires adult assestanes oo cane for
and peotect self or has monor lemita-
ton or has nald o moderate oipared
developrent. Typucally age 6-11

1. SEVERITY, FREQUENCY ANIVOR RECENTNESS OF ABUSENEGLECT

Mo izjury. Mo discenable svadence:
of abuse or neglect. Mo discermble
pattern of inappenpaare puds nseor
ardiscipline. Has basic nwedicnl,
food and shelter needs et Recerves
adegaate sapervsion ar all mes

X PRIOR ABUSENEGLECT
Mo sgns symnptoes, credible

statements or reports that ssggest that
price CAN Bas accumed

Has minor injuzy as a resalt of abuse
or neglect which requires no medical
aftentaon. My show rare incidence of
EappeopTEate pamishmens or
dimcipline. Usaally has basic medical.
Fod and shefter greds wet. On
CELASION NETY CXPETIAED NE5T
distress or discomfost due o neplect
or lack of supsrsson.

Esolated repart or mewdent of
imappropnate plvsical discipline. Mo
eomclusive o credhble staremenr
Sugpesting grsor CAN

4. EXTENT OF EMOTIONAL HARM

Hzs no emotional harm or behavioral
ihsturbance related fo abuse imd/or
neglect. Is comfortahle i canetakers
hivme.

Has menor distress or impaimment m
role funciwming, or develapmenl
related o CAN, Fas doubes ar
concems abot e crretaker's home,

Has sigmificant physical injury
poasibly requarng meducal diagnases
of Preptment s & resall of CAN. May
leave rnongeanp history or pattern of
karsh descaplne or pumishmest, CAN
1 repettive o sunubatyve. gy e
torsa of heck Tiplement used
resulting i mazks or braises. Motz
tagh nsk muplewent. Immunent nsk
of atrve, Child 15 611 years of age,
Ledt nlose pericdically or left with
unsitable caretakers. Inconsistently
Bars Laase pnedacal. Liied aned shelier
[ LY

Pressons sabsinniated report of
abuse and'or neglect. Ohservable
phvsical segs of previous CAN,
Credable statements of grevions
abuse or neglact not mvestigated.

Has behavioml problems that mnpair
soctal relalronsheps, development or
role finchoming related 1o CAM. Hes
fear of caretakers ar home
enviToement.

5 AGE, PHYSICAL, INTELLECTUAL OR EMOTIONAL STATUS

Hars no mtellectual or phy=acal
lirmtatecm. B cogmtvely ahle s
understand and to provide for child's
best needs. Ssems mature and able to

e,

G, COOPERATION
Caretaker sppropristely respansive to
Tedparements of nvestignivon.
Actively mvelved m case planming
dapd serviies. Pamicipales m servees
provided to himher and chald,
Acknmyledges problens. Inikates
comlact with Caseworker [0 mprove
servaces and may soek addstiosal
SETVices

Has some pivsical or menlal lmuta
tcms. bast ihiere w5 00 evudenee of any
negntive lnpact on faely functon-
iz, Parent is aware of limitations and
hiars sndie scdaptahons, wclidmg e
o RpErapriste s

Caretaker offers minee pesistanee te
wmvestignion. Does not take mitiative
i obtaimng nesded services.
Crcassonally fails 5o follow through
with servires. Requires remranders
and encouragemsent to follow
threagh. Appears o uske use of
serviees by altering behannes o wiys
that reduce sk to the chald. Willing
1o fake some respomsibality for the
probiem

7. PARENTING SKILL/KNOWLEDGE

Exhubils appropnate parsoting: skills
a1 ke Bordies pertauneng 16 ¢lukd
rearing technsames or resporsibalities
Understands child"s develop al

Exhsbits minsmal deficils i parenting
cheall and ko el pe pestammug 1o
child reaning technigues ar

nesds. Dioes not izse implenents or
felivsasl oS B disepline

responstbil and/or
understandmg chuld's develop |
neids, Dives nos nse high sk
rglemenis ta discipline.

Is pnscally'emotionalbyy
witellectually bt Fias st
crinuzal/mental bealh secordhistory
Has poor mmpulse control. [s under
20

Caretaker 55 hostile o cooperates
reluctmily with mvestigaton ondy
with direct instractions. Fails to
folbow throtszh watls ease plan despuie
repeated reminders. Passively
undenmmes inbervemoms by
carkelmp appoustinenls, Gifmg b
attend meetangs o follow up with
refermals. Altbongh expressizg
cowpliance. makes po effort to alter
Eeliavier lowerusg sk o the <uld.
Fails oo mocept respansdbility for the
problem or their own behmvior.

Is incoosistent or has moderate
Eafirs il tesesany pareniigg
shoillsdmoadedas required to provide
a nuzamum leve] of care. Frequemly
e plrysical neeims o diciphne.
Tnipemivent nsed, 004 4 bagh ns
emplensent

RISK/SEVERITY CONTINUTM (continued)

The Pennsylvania Chdd Weifare Training Program204: Pannsyivanin Risk Assassmant: A Closer Look at the Factors ard tha Summary
Handout #7, Page 1 of 2

HIGH RISK

15 umablde 20 care for oF procect saif
without adult assasiance. Has severs
phvsical ormenlal bandweap oo
Timstation. Js severely inpgaued
developmentzlly. Tyvpically npe 0-5.

Has serious physscal mjury. Has bes
senmlly shused. hay need
aniediate mwdical freatment andios
bospitalization. Suffers severe pam ¢
ongoirg history of harsh pruneshment
or dassaplme. Inqury 1 bead, Cace,
weck of penitals inteemal inqunies or
semaal assault. High sk mmplement
sed. Immunent nik of sbove, Chald
s 0-5 years of age, Left alons or with
an unsmitabbe caretmker. Rarely has
basse medical, food and shelber nesd
el

Prewious sabstantisted reports of
serious bodily mjury. Severe abuse o
el pesultmg m A senous
condhiios Crodible statemeists of
documentation of senoas badily
mjury or neglec! not previously

svestgated, Multiple reports of
miodemte risk ssues

Has extensive emoticnal or
behavioml mupainuen) or serious
developmental delay relared to CAN
15 extremely fearful about caretakers
or bome environment.

Is severely handicapped, Has pocr
eiceEpion af realiny; Has severe
mtelleciunl Emitations. 15 aneble to
coutrol anger and mmpulses.

Useder 16,

Craetaker actvely resssts any agency
centact of wvalvenent. Wil ped
pemut investipaiion fo ooour. Is very
barstule oo wall eady eooperare wath
palice invodvement, nuy theeaten
worker or service provider with
phovsical hurm. Befuses po lake cluld
fioe trestment or assessenent and 45
disruptive 1o the podnt that makes
services umposstble io deliver.
Conspletely detues probbene s has
) mabivetion in chanpe bewaveor
affechng the risk %o the child.

Ts mrwvilEing fmable to provide the
il Jeved of care sl for
momeal development. Usaally msants
to physacal means of discipbne. High
sk nsplement(sh naed
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Appendix C

NO RISK

LOW RISK

B ALCOHOLSUBSTAMCE ABUSE

T past af present aliise

B, ACCESS TO CHILDREN
Bespoasble caretaker i avabible or
perpetzatior has no access.

10, PRIOR ABUSENEGLECT

Wt peplected orabused s a chald
Mo mformation or mdcation of
careteker as papeirator of alese or
nealset

Hustewy ol atwria wath 5 cifrn
geihlem, Llse wqtiusil mapemiypmale
LT

Bupervised socess ar shared
respoashality for care of ckald.

Mo history of abise or neglect as a
vichm or perpetrater. Iolated
mstaness of mappropnate discepline
a5 & victin ed'or 3 :
Ineosclnsive statesoems of CAM
Tty by Suilbiects of collaterals

Il. RELATIONSHIF WITH CHILDREN

Crretakeriohild infersetion s fraquent
aad pleasurable o ok Mus]
affiarion 18 prooaunesd and
appeopmeate. Chsld gboaware of and
sonstenlly responds 10 vertal o
of caretaker.

11, FAMILY VIOLENCE
Mo uae of or threats of violence (o
resolve conflicts. Mo Bastory of
violemee i adall elatiooshage o
betareen adulr w fimety of s

1%, CONINTION OF THE HOAME
Mo health or safety concems on

FropaeTy.

14. FAMILY SUFPORTS
Frequest sopportive comacts with
fanuly frends. Invalved with
ST res e 5 feeded,
Clulf pomicrad by twe or mere
outside adults.

15, STRESSORS

M recent lesmas or disquption 1o
famiky roustine. Stable housing
histery. Copang skalls are vaned and
wdepaate. One child living inthe
howehald

Carstaker anper reparding child s
Tezhawiod i ranely directsd fowand e
ehild inspeopraiely. Anger 1t
Ewnerady eontellal, Cluld

o sionally does nod regaond o
vertal cpes. Attachments of caretalker
and child are otaous and exlemsne.
He indicatzon of mole blaming
{seapegoating or parestification).

Indirsct or inspled verbal threats onhy
in adult rabationships or in Eamily or
oEigi Somee snceess with problem
solvig teclmsges

Mincr healih or safery concerss on
FEopeTy. Some nuior peobless
e e ikl Mleval snd easady
e lble

Docesional coamct with supportve
franiily/Enends, Effective use of
ennHEnTy sesoirees, bl eould
Teenefil fron @ barger vanery of
mesorarces, Chuld psenitored by one
wagtride ndule

Famhy ciremmnsiances have led o
anxiesy and‘or mmiaton of minoT
depression. Caretaker appears to bave
the sbality 1o come fiar the cidldnen i
ihe houseliold. Hosesy w stable.
Corprig sloalls s fonehoaal, To 1o
Ahree chakdbren hiving m the
heumahald.

Fattialy Croees, [R5 OF (ECRIESIANETS
have bad 1o imtense anxiety or major
depression. Caretiker has difficultiy
ety fo the children an the

The Parrdvarsa Child Wellars Training Pracram

MODERATE RISK

Rodlneed o Tec s die oy shiso
or Alchitom, Regebar i peslls
problem behmdor andior incapacily.

Perpetrator bas lioatsd iopensed
acoess or chuld being cared for in
non-sappoctive or naglectful

envEuneat

Prior indicated or wabetantialed
meident of abuse'zeglec! ax a vicam
or a perpetrator. Admicion to prior
mstances of ybere or neglact {perp. or
I ot Yol investsated. Credibis
sratewgenrls af ahove

Caretaker angsr is coeasinnilhy
extreme. Child™s behsvsor repulaedy
s 1 gk Nl eSpese;
Thaplings of sffectse are mlamuiian
or iregdar, Chold 1s occasionally
scapegoaled or parenhfied

Dhirect playsecal and'or verbal deeats;
Use of violenes betwesn adults;
Histery of phvacal threars and infury
it sy of ongaar Otfuer moethods of
dsaleagr Wil ihmies rareldy s

Zerios sobetantisied healih or safety
hazesds, i ovescsawding,
AT OF Vsl Waler fed
wiehity harards, ober Eealth ael

s lafiom COnceTs.

Sporndse suppoetive comleck under-
usir of coauuniry resourees, Chald i
ety erenutesed by osade

adyills

houselold. Family has diffeulty
manniameng stable housing. Coping
shalls are luited. Four to five
children living in the houseobd

Fannly crises, Joses or cicunsbamees
have |ed to senoes pryekaaimic or
emational probdams. Cametaker
unabde 1o adegoaiely provide for the
niurbes of children i the housedold
Fanuly his a gamers of feqies

i sl BroselEsmess, Cojung
skitlls are severely limited. Six or
i eEelben huing an the

204 Permsvheamia Risk Assassment. A Cloder Laok & e Fackrs ard (e Swemims

HIGH RISK

Subsrntial seapasry die 6 alose

[rmerechate, smbimmiled access ar full
respomsibality for care of child.

History of chmone anddor severe
shusenzglect, or abuse cavsing
senious bodily mjury as a perpeirator.
Two indicated reports of CAM.
Credible starements suppeting
tustory of severe abusve o
neplectTul pesdenis. rpvards <lulideen

Coretaker aager is usually axtreme
pitad results i pliysical sse, verbal
abaige oo Xl crahcdsm, Mo
sppeogmate alTecion sl e clakl
Child is comastently scapepoated o
parenttfied; Role blamng oocurs
frequenly. There is a compéete lack
of attezhument or posstive inberaction
‘berwesn crmedaker rmd clald; O
coaveeEsely cluld 15 wggeopreately
et iteich of Slaiig 1o
carelaker. Chald's bebaviar quile
provocative,

Bhysical violence bebween adults
resulting in injury. Phoesieal viclanos
precary pedhod of conflice
resalunien. History of pliysieal
vinlemice ui Eanly of eapei Blsiory
ol protechion onders or cromnal
charge

Substentizted 1ife ihresiening health
of safety hazards, &, living in
evqidesimid and'or seaieTEally
e pegdenes, exposed wirmp
anal'or other potenlial Gre'safety
hazards.

Crretaker geographically o

lly isolased: © Iy
Aesiueees not avanlable or o wepd
Cluled Ivers prazemiel or e coptact witk
aufside adalts.

hrszhiold.
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