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2014 QSR Report 

[bookmark: _Toc390341316]Overview
The 2014 Quality Service Reviews (QSRs) Annual Report identifies themes and patterns in practice that have been shared with the Child and Family Services Agency (CFSA) leadership, staff, and stakeholders. It is just one mechanism for sharing information about the QSRs and includes essential information from the QSR follow-up process which engages staff during and immediately after the review. In addition to an initial debriefing, the follow-up meetings with the social worker and supervisor provide opportunities to discuss individual cases. Other meetings allow management staff to discuss all cases reviewed within a program area or private agency. The entire process ensures that findings and implementation of subsequent recommendations (i.e., next-step actions) have the desired impact on practice. 

While the annual report presents collective findings, there are QSR results consistently presented throughout the year to management and senior leadership. These results help to identify any practice areas where performance is exceeding targets, remaining the same, or declining.  Findings are presented in terms of change from the previous calendar year so as to provide a bigger picture on whether or not the current performance is an anomaly or to be expected. 

The following themes emerged from the 2014 QSRs and are described in greater detail under Findings and Challenges:

· Ratings for Safety (Child) continue to demonstrate high performance from previous years.
· Most status and practice indicators declined in 2014 compared to 2013.
· Implementation of the RED team process for case planning has not consistently yielded positive results.[footnoteRef:1] [1:  RED (Review, Evaluate, and Direct) teams comprise six to eight individuals who function in a consultative decision-making capacity for the review, evaluation, and direction of case practice at key decision points in a case, such as home removal, placement changes, case assignment transfers, and permanency reviews. This Consultation and Information Sharing Framework occurs in a collaborative setting among multidisciplinary CFSA staff. The framework allows for open discussion among participants while also providing the structure and consistency to ensure productivity and effective decision-making.] 

· Youth benefited from involvement with services provided by the Office of Youth Empowerment (OYE).
· The health status of children and their access to needed health care has been consistently high over the past 3 years.  
· In many of the cases reviewed, social worker turnover was identified as a barrier or complicating factor.
· Attention to the traumatic experiences of children and their parents is beginning to be observed more consistently and to have a positive impact on practice.

As described in Additional Analysis, there have been a number of practice changes that have been implemented over the past year. These have directly impacted how QSR findings are shared and utilized to strengthen overall performance. While there are indicators that require improvement, the foundation for strong case practice is still evident.

[bookmark: _Toc390341317]Structure of the Report
This report provides an overview of performance as measured by the QSR process[footnoteRef:2] from 2010 to date. It then focuses on the specific findings from 2014. As part of the discussion of the 2014 QSRs, we include a detailed look at the cases that were reviewed as part of the Shared Practice Protocol[footnoteRef:3] developed between CFSA and the Department of Behavioral Health (DBH), formerly the Department of Mental Health. Finally, we note that key changes occurred to the QSR process, including the revised protocol[footnoteRef:4] and the increased sample size, along with expected next steps as the Agency begins a new year of reviews. We also take a closer look at areas which have proven to be challenges to CFSA during the past year, along with some of the innovations that have been implemented to try to address these issues. Finally, we look at how the District’s ratings compare to those of other jurisdictions that also use a version of the QSR to measure the quality of case practice. [2:  See Appendix 1 for a detailed description of the QSR process.]  [3:  This shared protocol combines CFSA’s QSRs with DBH’s Community Service Reviews (CSRs) such that it can be used independently by each agency or shared when cases involve service delivery overlapping.]  [4:  See Appendix 2 – QSR Protocol.] 


[bookmark: _Toc390341318]QSR Scores over Time 
Previous QSRs are not completely analogous to the 2014 QSRs. For example, the number of cases included has continued to increase, from 67 cases in 2011 to 125 in 2014. Additionally, 2014 marked the first time in several years that a sizeable number (20 percent of the total) of in-home cases  were reviewed. As will be explained below, this was also the first year that CFSA attempted to stratify the sample according to age, gender, placement, and permanency goal. 

Still, it is worthwhile to look at the overall status of trends over the past 3 years. Table 1 below highlights a comparison of specific indicators from 2011 to 2014. 

	Table 1: Comparison of Acceptable Indicator Ratings  2011-2013
	

	Indicators
	% in 2011 
(67 reviews)
	% in 2012 
(66 reviews)
	% in 2013 
(100 reviews)
	% in 2014 
(125 reviews)

	Child Status Indicators
	

	Safety: Home
	96
	92
	93
	96

	Stability: Home
	79
	67
	69
	72

	Physical Status
	99
	94
	93
	95

	Emotional Functioning
	88
	83
	80
	81

	System Performance Indicators
	

	Engagement: Child
	99
	88
	91
	87

	Assessment and Understanding: Child
	99
	85
	86
	72

	Implementation of Supports and Services: Child
	94
	86
	86
	83

	Coordination and Leadership (NB: This was replaced in 2013 with Team Functioning and Coordination.) 
	85
	80
	
	
47/49

	Planning Interventions (formerly Case Planning Process)  
	81
	74
	
72[footnoteRef:5] [5:  This figure is arrived at by determining the pattern of ratings for the individual planning indicators, with the exception that for any case where planning for safety was scored as unacceptable, the overall planning rating must also be unacceptable regardless of the other ratings.] 


	
65

	Pathway to Case Closure
	70
	56
	64
	54



The Safety indicator measures the degree to which the child is safe from injury caused by the child him/herself or others in his/her daily living environment. This indicator has remained consistently high over the last 3 years. The Stability indicator measures the degree to which a child’s home living arrangement is stable and free from risk of disruption. This particular indicator measures the number of changes in settings within the past year (a change from 2 years with the new protocol) and the probability of an unplanned move within the next year. There has been a slight fluctuation in the ratings for this indicator over the past 3 years. 

The Physical Status indicator shows that our children and youth are in good health. It is measuring the degree to which the child’s physical needs are being met. While Emotional Functioning (changed from Emotional Well-Being) has remained above 80 percent for the past 3 years, there was a decline in 2012 and again in 2013. This indicator measures the degree to which, consistent with age and ability, children are displaying adequate patterns of emotional functioning, including self-management of behaviors and emotions. This increase in the percentage of children with emotional difficulties may explain the drop in acceptable ratings in some of the practice indicators since these are children and youth who present with more complex problems and may require more intensive and creative coordination and follow-up. This population is discussed in greater detail below under Challenges.

Under System indicators, we note the following information:

Engagement and Assessment and Implementation: Child were amongst the highest rated indicators for the system performance at 91, 86, and 86 percent respectively. Although the ratings for these indicators remained high in 2013, they represent a decrease from 2011 and 2012, when the percentages were consistently in the 90s. These indicators evaluate (1) efforts made to engage and build quality relationships with the child, (2) the assessment and understanding used to guide interventions and the quality, and (3) level of services being provided to meet intervention goals.   

Coordination and Leadership and Case Planning Process were not rated as individual indicators in 2013 (see Table 2 below).

Pathway to Case Closure declined for the second time in 4 years, ending the year at 54 percent of the cases being rated acceptable. This indicator looks specifically at the permanency goal and the level of progress made towards its achievement.  

	Table 2:  Acceptable Indicator Ratings  2014

	Indicators
	% in 2014

	Teamwork and Coordination

	Formation
	77

	Functioning
	47

	Coordination
	49

	
	

	Planning Interventions

	Safety
	85

	Permanency
	60

	Well-being
	69%

	Functioning Role Fulfillment
	65%

	Transition Life Adjustment
	64

	Education (Other)
	69



















Teamwork and Coordination is made up of three indicators: Team Formation, Team Functioning, and Team Coordination. Formation was rated the highest at 77 percent with both Functioning and Coordination far behind. Only 37 percent of the cases reviewed were rated acceptable in all three. This suggests that in most cases the right people with the appropriate skills and knowledge have formed a working team but that these individuals did not work together as a unified and cohesive team. Leadership (that is, responsibility for guiding the team) was not always clear and coordination of services was lacking. 

Planning Interventions consists of five indicators, in addition to a weighted aggregate of the measures.  The indicators measure the degree by which planning is meaningful, measurable, and achievable in the areas of safety, permanency, well-being, daily functioning in fulfilling life roles, and transition and life adjustment. Planning for Safety was rated the highest at 90 percent, followed by Education and Well-Being. Planning in the areas of Functioning Role Fulfillment and Transition Life Adjustment were the two lowest rated indicators. 

In the next section, we will discuss in more depth the significant 2014 findings and provide case examples for illustration. In the section, Moving Forward, we discuss some of the interventions being taken in response to the findings.
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Summary of 2014 QSR Results 
In 2014, CFSA reviewed a total of 125 cases throughout the year using the QSR process, an increase of 25 percent over the number from the previous year. The number allowed us to review a similar number and percentage of out-of-home cases as in prior years, which was based on recommendations from the Child Welfare Policy and Practice Group (CWPPG). In response to suggestions from the federal Administration for Children and Families (ACF) to increase the number of in-home cases reviewed using the QSR, the total sample size was increased.   

For out-of-home cases, the sample was stratified in an attempt to make sure the cases reflect as closely as possible the actual population of children in out-of-home care (see Appendix 3, for a breakdown of the sample). Figure A below summarizes overall findings of the Child, Family, and System Status indicators. 


















As Figure A indicates, overall Child Status (drawn from individual child status scores) was rated acceptable in 74 percent of the 125 cases. This is a slight drop from the 76 percent recorded in 2013. The highest-rated indicators were Health/Physical Status at 95 percent acceptable, Health/Receipt of Care at 96 percent acceptable, Safety at Home at 96 percent acceptable, and Safety at School at 93 percent acceptable. These findings demonstrate that in the majority of cases, CFSA is indeed maintaining safety for children in their homes and at school. It is also an indication that the majority of children reviewed were in good health and receiving good health care services.

On the other end of the spectrum, Permanency/Legal Custody was rated as the lowest of these indicators with 35 percent acceptable. This was the second year that this indicator was included in the protocol. In both years, it was the lowest rated of all status indicators. This indicator was applicable to 87 of the 125 cases reviewed.[footnoteRef:6]  [6:  The indicator is not rated for children who reside with their parents/legal guardians and for many older children who have a goal of alternative planned permanent living arrangement (APPLA).] 


Stability at Home was rated at 72 percent acceptable, slightly higher than the percentage from 2013 (69 percent). This indicates that a number of children and youth reviewed had several placement disruptions during the year preceding the review. 

The indicator Preparation for Adulthood is rated for youth from age 15 up until age 21. It was rated acceptable in 54 percent of the 54 cases where it was applicable. Low ratings in this indicator are typically associated with youth lacking sufficient skills for a successful transition out of foster care. These areas warrant further discussion, which will be explained in depth in the Challenges section of this report.   

The status indicator with the lowest rating that was common to all children and youth was Learning and Development/Academic Status, which was acceptable in 61 percent of the cases reviewed. There is some evidence of a correlation between educational status and school stability. Only 8 of the 26 children rated unacceptable for Stability/School (31 percent) were rated acceptable for Learning and Development. However, of the children rated unacceptable for Learning and Development, more than half (53 percent) were rated acceptable for Stability/School.  

Caregivers (i.e., birth parents, foster parents, kinship parents, and congregate care staff) received a high rating of 82 percent. This suggests that the majority of the children and youth are receiving good care in their current placement. Among children in foster care, the rating was 91 percent, just shy of last year’s 93 percent. 

The Overall System Status indicator, which provides an aggregate of the scores for specific system functions, was rated at 74 percent acceptable, essentially the same as the rating in 2013.  There are many other important indicators that continued to be rated highly but that dropped from 2013. Among these are: Cultural Identity of the Child was rated at 85 percent, Engagement of the Child at 87 percent, and Supports and Services - Child at 83 percent were amongst the highest rating indicators in the practice performance. Ratings involving the substitute caregiver were also high: Engagement was at 87 percent, Assessment and Supports and Services were both at 84 percent acceptable. Planning for Safety at 85 percent was one of the other highest rated indicators. 

[bookmark: _Toc390341320]Findings
Excerpts from case summaries have been included as examples of various trends. Ratings for many of the indicators described in this section give us an opportunity to look closely at how the core principles of the Practice Model and the In-Home and Out-of-Home Practice Guides are infused into everyday practice as well as the impact these principles, when applied, have on individual cases.[footnoteRef:7] We have highlighted excerpts from the QSR protocol throughout this section to demonstrate the relationship between the Agency’s’ overarching Practice Model tenets and the QSR indicators. [7:  All three documents can be found at http://cfsa.dc.gov/publications-list?keys=PRTGDE&type=77&sort_by=field_date_value&sort_order=ASC] 


Selected highly-rated indicators are described in more detail in the Strengths section; similarly, a sample of low-rated indicators is described in the Challenges section. Areas identified below as strengths are not necessarily those with the highest ratings or with the most ratings in the maintenance zone, nor were they rated as acceptable in 100 percent of the cases. Similarly, areas identified as challenges were not rated as unacceptable in every case, or even in a majority of cases. In fact, the areas described as challenges were overall rated “acceptable” in most cases, but the percentage of acceptable ratings was lower than other indicators. We have selected these issues for examination because the QSR identified them as illustrative of growth or success in particular practice areas or as specific areas in need of further examination and practice change.

This section provides an in-depth discussion of the following areas of strength: 

· Safety of the Child - Home
· Physical Health
· Living Arrangement
· Engagement of the Child/Youth
· Assessment and Understanding Child/Youth
· Supports and Services Child/Youth
· Engagement of Substitute Caregiver
· Assessment and Understanding Caregiver
· Team Formation

The following challenges are also explored: 
· Team Functioning and Coordination
· Pathway to Case Closure

[bookmark: _Toc390341321]Strengths

Safety of the Child: (Home)
	

	Acceptable

	96%


The Safety indicator measures the degree to which the child is free from injury caused by him/herself or by others in his/her daily living environment. It also measures whether the child is being protected against physical, social, spiritual, psychological, or educational factors that could be considered non-desirable or harmful. Safety also recognizes potential hazards that impact an acceptable level of risk. As well, safety is the condition of a steady and positive state. Safety is of utmost importance regarding the well-being of children and heavily contributes to their progress. 

QSRs measure safety in three areas: home, school and community.  Scores in these areas have remained consistently at or above 88 percent acceptable over the past 3 years. The results of this indicator are a reflection of quality practice. The Safety indicator for the child’s home increased slightly since 2013, from 93 to 96 percent. High ratings were seen in both private agency and CFSA-managed cases, inclusive of children in foster care as well as those living with parents. Safety was planned for in the majority of the cases reviewed. Caregivers implemented safety precautions and ensured that the children in their care were free from known manageable risks of harm.  

The following cases reflect high status ratings due to diligent and careful planning for services on the part of the family and the social worker in order to resolve or remove initial safety concerns: 

Early in the case the focus child reported seeing her deceased mother, and on one occasion threatened to kill herself. These behaviors were assessed by a psychiatrist and were determined to be indicative of mourning and loss, rather than suicidal ideation or mental illness. For a time the child participated in individual therapy for adoption, CBI services and grief and loss therapy through three different agencies. The focus child has not expressed any desire to harm herself, nor has she reported seeing her dead mother in more than 6 months. (Case #21)

The focus child currently lives with her maternal aunt in a kinship placement.... Initially there were some concerns regarding the caregiver’s ability to keep the child safe by adhering to the visitation orders and maintaining appropriate boundaries with the birth parents. Additionally, her home remained unlicensed although the Agency granted her a 90-day extension per her request. As of January 2014, the maternal aunt has been fully licensed and is now moving towards guardianship of the focus child…The aunt has demonstrated that she is willing and able to ensure the child’s safety and meet her daily needs. (Case #34)

Physical Health 

	Physical Status
	Receipt of Care

	Acceptable
	Acceptable

	95%
	94%


The Physical Health indicator measures the degree to which the child is sustaining his/her best attainable health status, has access to appropriate healthcare services, has health needs being met adequately on a daily basis, and has medication properly monitored for the benefit of health maintenance purposes. 

There are two specific areas measured under the Physical Health indicator: (1) physical status and receipt of physical care, and (2) preventative and primary health care. The latter includes periodic examinations, dental hygiene, immunizations, and screenings for possible developmental or physical problems. The child’s physical care needs include exercise, nutrition, sleep, and hygiene. In addition, children and youth need to have an established relationship with a primary care or specialty physician. 

The health status of children in care has been consistently high over the past years 3 years. This is a clear demonstration that children in care are receiving optimal health care and maintaining good health status. Receiving proper and consistent levels of health care appropriate to the child or youth’s age and personal needs is important. 

In situations where a child is dealing with a chronic health concern, consistent health care is necessary and paramount to the child’s overall well-being. In the case below, the focus child had chronic medical concerns that required specialty visits and surgical intervention.   

The focus child tested positive for PCP at birth and has severe medical and developmental challenges. He has multiple diagnoses and brain injury and requires continuous medical monitoring and treatment. He also has a G-tube for feeding… Considering the focus child’s extensive health concerns, he continues to gain weight and strives to meet milestones for his age and condition. (Case #107)

However, in other cases the child’s medical status was questionable despite efforts by the child’s team: 

She is also diagnosed with severe obstructive sleep apnea, based on a sleep study; however, she requires a second sleep study in order to determine the need for a continuous positive airway pressure (CPAP) machine… The youth has not followed through with the initial consultation or the full assessment for these specialty medical services. …She reports that she is sexually active but has not followed through or made herself available for GYN appointments for birth control. The focus youth has borderline glaucoma, which is being monitored regularly and she is prescribed and reportedly wears glasses. Reviewers noticed that she was not wearing glasses during the interview. Finally, she smokes despite her asthma diagnosis. (Case #76)


Living Arrangements 

	

	Acceptable

	87%


The Living Arrangement indicator looks at the appropriateness of the placement (or family home for in-home cases) given the child’s particular needs. In addition to providing appropriate levels of supervision, the living arrangements must be able to meet the child or youth’s developmental, medical, emotional, and behavioral needs. The child should be residing in the most appropriate and least restrictive living arrangement. The current placement should provide appropriate continuity in connection to his/her culture, community, faith, extended family, and social relationships. 

Of the cases not rated acceptable for this indicator, two children were in hospitals, three were or correctional facilities, and four were residing in the home of their parents or guardians. In one of these cases, the focus child was living in a stressful situation with both parents:

The birth parents have been married for 30 years and this union is reportedly unhealthy as the mother is the target of abuse by her husband. She appears to have little to no insight of how her situation impacts her health and well-being, and the safety of her children. While there is history of verbal abuse by the birth father over the years, there was only one incident of physical abuse. The signs of imminent danger for the family are still unclear. However, the fear that the birth father could strike out at any time has created an unhealthy environment for the family. (Case #8)

Nevertheless, in 45 of the cases reviewed (36 percent) the reviewers gave the child’s living arrangement a rating of 6, or optimal. Five of these were in-home cases. In case #27, the child was with an adoptive parent who understood from personal experience the importance of maintaining family ties: 

Her living arrangement is excellent. She is placed with her brother, who is her only sibling, she is well cared for and the pre-adoptive foster mother, who was herself adopted, strongly supports continuing connections to birth family. The foster mother plans to hyphenate the children’s names at adoption to reinforce the connection of the children to both families. The foster mother has a realistic but compassionate understanding of the birth mother and attempts to mentor her as much as possible. (Case #27)


There were also many instances where a foster parent received this rating. In one instance, the youth was at a residential treatment center.

Engagement, Assessment/Understanding, and Implementation of Supports and Services: Child 

	Assessment/Understanding 
	
	Implementation

	Acceptable
	
	Acceptable

	72%
	
	83%


	Engagement

	Acceptable

	87%








Engagement, Assessment and Understanding, and Implementation Services were rated highly for both the child and the substitute caregiver, when applicable. It was evident that team members had established a trust-based working relationship with most of the children and youth and there was meaningful engagement in all aspects of the service process. 

Social workers and other team members were using formal and informal assessments to identify needs and were implementing appropriate services or making appropriate adjustments to case plans. Many children and youth were connected to and receiving the appropriate services to address their individual needs to yield positive life outcomes as is illustrated in the two cases below:

The team not only acknowledged the focus child’s needs but incorporated the entire family’s needs in the case assessment. For example, the therapist informs the caregiver of therapeutic goals and the caregiver ensures that strategies are implemented in the home.  Additionally, the therapist noted the focus child was displaying signs of OCD and has utilized it as a therapeutic strategy. The focus child has been reportedly counting and excessively sweeping. The therapist incorporated counting as a technique to soothe and de-escalate any aggressive behavior. (Case #35)

The youth desires a family he can call his own and wishes to be adopted. The team experienced difficulties in identifying a pre-adoptive home for the youth who will soon be 20 years old. However, the team did not sway the youth to consider alternative living arrangements but demonstrated tireless efforts to identify caregivers who were willing to provide the youth with the family he desired. The team’s assessments were sensitive to the youth’s traumatic experiences…The youth was referred to individual therapy to help facilitate a better understanding of his current emotional status and issues in order to help him cope with life demands and to function at his best. (#39)

Working with older youth can be very challenging and can make the engagement process very difficult. In the case of a 19-year-old African American female, the social worker was able to link services and permanency planning to the youth’s interests.

The team has engaged the youth in treatment by appealing to her interest in art. Over the summer, some team members found the youth a summer internship where she worked with children in an art program.  Additionally, the team is now empowering her in decision-making.  She recently began attending court hearings and being more involved with team planning. (Case #93)


Responsiveness to Cultural Identity, Engagement, and Assessment & Understanding: Caregiver 

	Engagement
	
	Assessment/Understanding

	Acceptable
	
	Acceptable

	87%
	
	84%



	Cultural Identity

	Acceptable

	89%







The Cultural Identity indicator, while broadly defined, examines how the team has recognized, assessed, understood and accounted for the child or family’s culturally-specific identity or needs. In 95 percent of the cases, the cultural identity of caregivers (i.e., foster parents, birth parents, or kinship caregivers) was recognized and used to set the foundation for the work between the caregivers and the team. During the course of the year, there were a variety of examples for both positive and negative engagement and assessment of the caregivers. 

The Engagement indicator measures the diligence of outreach efforts demonstrated by the team to locate, build rapport, and engage the caregiver, as well as overcoming barriers to participation. Good quality engagement efforts have been reflected in close to 90 percent of the cases reviewed with team members, demonstrating strong and positive working relationships with caregivers and including them in the case planning process. Team members were as flexible as needed in order to be accommodating to caregivers and to maintain their active participation. 

In the following example, team members took extra steps to support a kinship caregiver in the military whose ability to care for the child was in danger:

The team identified the strengths and challenges of the family and recognized the need for services to be put in place to assist the focus child with her adjustment issues and assisted the caregiver by writing a letter on his behalf to defer his possible deployment. There have been consistent efforts by the team to engage the focus child and her caregivers. (Case #32)
The Assessment & Understanding indicator measures the team’s knowledge and understanding of the caregiver’s strengths and needs. In the majority (84 percent) of cases reviewed, it was evident that team members were assisting and supporting the caregivers as well as developing and maintaining a broad and comprehensive understanding of the child and caregiver’s situation. In this manner, they could support effective strategies for positive and healthy life changes. Data has shown that when team members have a good assessment and understanding of caregivers, it is inextricably linked to good supports and services. In some cases, this means making efforts to stay out of the family’s way:

The team is aware of the foster parents’ strong religious beliefs and has worked with them on the child being involved in church activities in an effort to increase positive interactions with peers in the community... The team understands that the focus child has a big team and works closely with the foster parents to ensure that they are not overwhelmed with all of the child’s services. (Case #50)

Team Formation 

	Acceptable

	77%


The Team Formation indicator looks at the group of people that support the child and includes the child/youth/family and any informal supporters or professionals who offer a supportive role. The team should be culturally competent, have knowledge of the child/youth/family, have the ability to fulfill commitments made, and have a working relationship with the child/youth/family. Team Formation is one of three indicators to assess teamwork. A larger percentage of cases were acceptable on this indicator than on the functioning and coordination of the team. It should be noted that while this indicator is still strong, it dropped noticeably from 2013 at 85 percent acceptable. 

The majority of cases reviewed had the right people involved with the child and family. These individuals had the appropriate skills and were knowledgeable about what needed to happen in order to achieve positive outcomes for the child and family. This included the different internal and external stakeholders who participated in, and contributed to, decision-making and case planning.

Team formation is comprehensive, and all needed team members are present, including day care staff, mental health therapists, and the mother’s advocate/caseworker through the Polaris Project which addresses issues concerning human trafficking and prostitution. The social worker is identified as the team leader, and has been effective in assuring service provision during the recent period of adjustment for the mother. (Case # 37)

[bookmark: _Toc390341322]Challenges

Team Functioning and Coordination
	
	
	

	Team Functioning
	
	Coordination

	Acceptable
	
	Acceptable

	47%
	
	49%



The Team Functioning indicator looks at how the team members collectively participate in planning and organizing. It also examines the team’s ability to problem-solve and work together with the child and the family. Working together, the team supports the child and family in identifying needs, setting goals, and planning intervention strategies and services that will enable the child and family to meet their needs. The team also defines conditions for case closure. 

The Team Coordination indicator measures the effectiveness of team leadership in facilitating teamwork activities, preparing team members for meetings, maintaining contact with and between service providers, and guiding the team with planning and intervention strategies.  Leadership and coordination are necessary to (1) engage the team in a life changing process for the child and family; (2) form a family-centered team and facilitate team work; (3) plan, implement, monitor and evaluate essential service functions; (4) alter strategies that do not work; and (5) determine progress toward readiness for transitions or case closure. 

The following example shows how robust team functioning and coordination can work to a family’s benefit:

The team’s assessment and understanding of the child and family is comprehensive. Current strengths, risks, and fundamental needs necessitating interventions or supports were fully acknowledged by the team. Those assisting the child and family maintained a profound understanding of their circumstances necessary to provide appropriate interventions. The service team recognized that the birth mother was overwhelmed with caring for seven children alone. Therefore, the team submitted a referral for in-home supportive services to include parenting education, home organization and family structure to improve household living conditions, motivation for change, and establishing daily routines. (Case #4)

Although Team Formation remains relatively strong,[footnoteRef:8] the ability of those teams to function and to fulfill their missions has actually declined in recent years. Over the past year, Team Functioning has not exhibited cohesive planning to meet families’ needs. Many teams have worked in isolation of one another, and reviews found many instances of duplication of services which overwhelmed and frustrated families and other team members.   [8:  Team Formation was rated acceptable in 82 percent of cases reviewed in 2011, 80 percent in 2012, and 85 percent in 2013. Team Functioning was rated at 73 percent in 2011 and 68 percent in 2012, and 2013’s rating is midway between the two.] 


Similarly, in cases where Team Coordination was scored as unacceptable, the team lacked a clear point of leadership. Many of the teams reviewed did not have direction to monitor or manage service functions, and there was a clear lack of accountability to ensure that plans were implemented. While coordination and function are evaluated separately during the reviews, the two concepts are closely linked. The following examples illustrate how poor coordination, and in particular poor communication between team members, can lead to adverse functioning.

Communication has been a barrier to case progress. Many team members know that the social worker should be the leader of the team, but several members reported other team members as being the leader. One team member reported that she would contact the AAG for information, not because she saw that team member as the leader but more so because that team member would respond and provide updates.  (Case # 75)

While team formation was rated as acceptable, team functioning was in need of improvement. Communication appears to be a major barrier for the team. There is no communication amongst the entire team in regards to planning for reunification with either parent. For example, the team has not shared with the birth mother that an ICPC request was submitted on behalf of the birth father and if approved the team is planning to reunite the children with their father. The parents are not aware of each other’s status and do not play an integral part in the teaming process as it relates to the decisions regarding their children.  (Case #97)

Pathway to Case Closure

	Acceptable

	      54%


One of the most watched indicators in the protocol is Pathway to Case Closure, due to its significance in practice and its use as a benchmark of Agency progress. As the name suggests, this indicator measures the degree to which the system has established a clear and achievable case goal. Further, it examines team members’ understanding and agreement of the established goal and the progress made toward achieving that goal. This indicator is rated on all cases regardless of permanency goal or placement.  

Just over half of the cases reviewed in 2014 were rated acceptable in this indicator. An examination of the cases that were rated as unacceptable shows three main trends in practice which led to the rating.

1. Failure to address or confront challenges
In many cases, reviewers came across evidence that the issues that had brought the case to the District’s attention had not been addressed or resolved, sometimes after a number of years:

The team does not appear to have a foundation as to how to empower the parents to participate in case planning for their daughter and the team lacks information to even understand the youth and family. The focus youth is closely connected to her father and wants to reunify with him but the team does not know what the father needs in the immediate future so that this process can begin… Key members are not even being engaged in case planning and reviewers learned that a goal of reunification at this time does not appear to be realistic. Some team members felt that the parents are never going to commit to reunification. (Case #84)

The FSW at the collaborative intends to close the mother’s case because of missed appointments. However, the mother is seven months pregnant, ambivalent about going into a homeless shelter, has no plan for the arrival of the new baby, and is marginally functioning. The CFSA social worker stated they were thinking about closing the case since the original concerns about medical neglect are gone. However, the current case plan goals to provide services and supports the mother in finding housing and employment remain unmet. (Case #5)
In other cases, new concerns for the safety or welfare of the children had arisen but  were not being addressed or planned for by the agencies involved. 

As a result of the team’s poor assessment of the youth, the pathway to case closure and long-term guiding view of the mental health team were marginal. For example, when the mental health team learned of the youth’s IQ, the treatment plan was not amended to reflect any treatment or transition planning for future vocational assessments or developmental disabilities. Because of the youth’s behavior history and the fact that the team has not been completely transparent with the caregiver, the failure to amend the treatment plan appears to be delaying permanency efforts. (Case #58)

While the team is dedicated to the permanence for the focus child, the team has not made efforts to remove barriers to achieving permanency and case closure. For example, the team has not planned or provided supports to assess the birth mother’s understanding and resistance to guardianship. The birth mother and current caregiver’s relationship has deteriorated during the course of the case. Although the team has demonstrated some tracking and adjustments such as modifying the IEP to allow more inclusion and not modifying visitations between the child and mother, the team has not done any adjustments or strategic planning to help improve relationships to ensure a positive outcome for the focus child. At the time of the review, the current caregiver did not have legal representation and therefore the guardianship motion had not been filed. The team had not identified any supports or services to assist the caregiver to obtain legal representation in order to pursue permanency. (Case #67)


2. Lack of communication of or buy-in to the permanency plan
In many cases, the reviewers found that members of the child’s team disagreed on the steps to achieve the permanency plan, and sometimes were not in agreement on the goal.  These disagreements set the stage for delays and struggles over power which are not in the interest of the children and youth:
Regarding permanency, the focus youth has a concurrent goal of reunification with the birth mother and guardianship with the paternal aunt. However, due to a lack of engagement, the team is not  having discussions regarding  the paternal great aunt’s and birth mother’s independent plans to leave the local area and therefore the plan for the focus youth is unclear. (Case #70)
In the following case involving an older youth, the key participant, the youth herself, was excluded from planning:
The key focus for the team is the focus youth’s placement. However, the current criteria to move the focus youth to independent living are not agreed upon by all, especially the focus youth. The current plan is that the focus youth will remain in her current foster home placement until she can show the professional team she can get along with the foster mother, obey rules, and be respectful … Given that the focus youth reportedly has trouble building trusting relationships with adults, it appears that the team’s lack of assessment of the focus youth has led to requirements for moving to an independent living placement that are unrealistic and do not consider the focus youth’s individual personality and history of trauma, abandonment, and broken trust. Also, the reviewers are unsure if the focus youth has a clear understanding of the requirements placed on her by these team members. Since the focus youth is not leading her team, and is sometimes not even included in its meetings and decisions in planning for her life during and after care, there are concerns about the direction of the planning and supports and services that have been identified for her and her children. (Case #80)

3. Lack of urgency or progress on the case goal
Even in cases where the plan is clear and is being communicated to all participants, reviewers found instances where progress was not being made due to a lack of urgency or interest.
Other team members felt that the agency has become too complacent with the current placement and is not permanency-focused because of the caregiver’s unrelenting commitment to care for the focus child. Some team members felt that the placement agency is dragging its feet and stalling efforts for permanency … For instance, some team members were unsure that there was even active adoption recruitment because there had not been an adoption referral. (Case #49)

The reviews showed that in several cases, team members did not agree on the permanency goal and this lack of consensus hindered the case from moving towards in a timely fashion for appropriate closure. Reviewers noted how such a discrepancy can impact cases. For example, a child’s permanency goal was adoption with either the foster mother or the competing adoption petitioners. This case was plagued with many factors that affected practice performance: lack of engagement, poor assessment and understanding, and adverse teamwork and coordination.  

…It was clear that there was no real strategy in place to ensure a long-term guardianship placement with kin. Reviewers learned that paternal relatives were being explored by the guardian ad litem but no clear plan was implemented to achieve permanency for the youth. The team demonstrated no planning interventions with regard to the youth’s well-being, transition/life adjustment, or academics. The team did not see the need for the youth to participate in therapy despite some concerning behaviors exhibited and no clear plan to address the youth’s academic functioning outside of a tutoring referral that was resubmitted during the QSR. (Case #59) 

Although the goal is reunification, there has not been any progress to achieving the goal. The reviewers learned that the reunification with the mother was imminent until team members were informed that the birth father paroled and was living with the birth mother. Although the team is now restarting the reunification process to include the birth father, they have not begun to plan effectively to outline reunification expectations so that the birth parents can have a clear understanding of what needs to be done. The caregiver reports that she is not aware of what will happen with the children because she has been approached about providing long-term care for them. … The birth mother has completed all requirements for reunification; however, team members stated that she needs to re-engage in therapy, but she has successfully completed individual therapy.  Furthermore, the team needs to ensure that the birth mother understands the need for continuing therapy and offer support to ensure that she re-engages in therapy. The team has not developed the strategies for the birth father in order for reunification to be achieved. Although some team members have reported some objectives, there is no clear consensus or direction regarding assisting the father in completing the requirements for case closure.  (Case #75)

…Reviewers learned that the birth mother had a vague understanding regarding the direction of this case and overall planning. Team members have not had a candid conversation with the birth mother to ensure she fully grasps the system and its purpose. (Case #12)

Planning

The Planning indicator is made up of five sub-indicators: Safety, Permanence, Well-Being, Function/Role, and Transitions.  At the time the Joint Protocol was developed, a sixth indicator (Other) was added for cases where addition planning areas were appropriate for rating. Early in 2014, the QSR unit decided to use the Other rating to cover education for all school-aged children in order to reflect the quality of planning in this area.  CFSA also identified a protocol for developing an aggregate rating for all the planning indicators.  Figure B shows the percentage of acceptable scores for each of these indicators.






[bookmark: _Toc390341323]Additional Analysis
This section focuses on the analysis of the following areas:  in-home case practice, preparing youth for independence, awareness and understanding of trauma, the implementation of RED team framework, working with mothers and fathers, and the implication for practice. 

[bookmark: _Toc390341324]In-Home Case Practice
Twenty-four in-home cases were reviewed in 2014. For each case, one focus child was chosen at random (if there was more than one child in the home) and ratings were assigned to the work that was done with that particular child. In some situations this meant that the ratings did not reflect the child most in need of interventions. Included in the sample were two cases where the child resided with a relative under a family-arranged plan rather than with either biological parent. 
Consistent with the findings for children as a whole, the majority of these children were rated acceptable in the safety status indicators: at home (92 percent), school (90 percent), and community (82 percent). They also rated high in terms of stability for home (82 percent) and school (80 percent) as well as for physical health (96 percent). Some cases showed evidence of positive engagement and casework:
Although the birth father is reluctant to work with the agency and no longer resides in the home with his family, the team did not exclude him from the case planning process. The team not only contacted the birth father upon a crisis, but demonstrated ongoing and productive engagement efforts. (Case #4)
Despite the positive status of the children, the reviews indicated deficiencies in the areas of planning, teaming, and engagement and involvement of family members. Supports and Services for the Child, although relatively high, was significantly lower for in-home than out-of-home cases (76 percent vs 82 percent). More than 10 percentage points separated the combined planning scores for the two groups (54 vs 67 percent).  The following is an indicator of the type of planning seen in some cases:
All service providers are working independently and are isolated from one another. They have not spoken to each other and therefore, none are even aware of the others or what services they may or may not be providing. (Case #17)
DBH and CFSA never met as a team to discuss the mother’s alcoholism and lack of treatment for her addiction. As a result, no one inquired into mother’s sobriety and it appears the focus child was in her care while she was inebriated. The risk level of the young focus child in this living situation is significant. (Case #18)
On a positive note, the last four in-home cases were reviewed in October, 10 months after the first 20 were reviewed and after the QSR unit had conducted a number of feedback sessions with the in-home staff. While the sample is small, it is worth reporting that the final four cases rated higher as a group than the earlier twenty in the areas of case planning and supports and services to the child (both at 100 percent), planning for well-being and functioning (75 percent each) and for assessment of the child (also 100 percent). Unfortunately it is too early to determine if these gains reflect an overall trend.

Preparation for Adulthood
Just over two-fifths (53) of the 125 children and youth who were reviewed in 2014 were age 15 or older at the time of the review. As a group, youth in this age range did not fare as well as the general population reviewed or the younger children in the same sample. Status ratings for older youth lagged behind younger children in terms of stability, living arrangement, academic status, and emotional functioning. Many of the systems indicators also showed a difference, including Pathway to Case Closure, Planning for Safety, and Managing Chronic Health Issues. 
Surprisingly, older youth were rated the same if not higher in some other areas, including the three divisions of teamwork. A selection of the comparative ratings are given in Figure C  below. 




All youth age 15 and older were rated on the status indicator 
Preparation for Adulthood, which measures how well youth are for independent living according to their age and developmental status. It assesses the degree to which the youth is gaining life skills, developing meaningful relationships and fostering lifelong connections, as well as building the capacities to live and function safely, independent of the child welfare system. Preparation for Adulthood also examines the youth’s capacity to take control over his/her needs and issues, and have a clear life plan for early adulthood. Because it is a status indicator, it does not directly measure the quality or robustness of the work done with these youth, but it does provide clues to the needs which these youth have.

Forty-five percent of these youth were rated acceptable for this indicator.  Further analysis indicated the following information:

· These 53 youth rated lower than the general QSR population on the indicator Academic Functioning (40 percent vs 61 percent).
· Ten of the youth were also parents. One additional youth was pregnant at the time of the review.
· All but four of the youth who were rated acceptable for this indicator also rated acceptable on the status indicator Planning for Functioning. Curiously, all four of these youth were being managed by the same private agency.

Although the percentage of youth in this age category whose cases were rated acceptable for supports and services to the child (77 percent) is less than the general population (83 percent), there are some notable exceptions. All of the youth whose cases were managed directly by CFSA through OYE were rated acceptable in this indicator. Additionally, the following three private agencies received acceptable ratings for this indicator, based on their entire representation in this same age group: Boys Town (2), Family Matters (2), and Latin American Youth Center (1).

Examples from the case stories showed that some older youth had very positive experiences with their social workers:

The focus youth spoke highly about his team, specifically his two previous social workers. The youth told reviewers, “they really cared about me”.  According to the youth, he came to this conclusion based on their diligence in checking in with him, always calling to see if he needed anything or just to talk. The focus youth still maintains contact with his first social worker whom he sees as a form of support. He also has a good relationship with his second social worker and she has remained involved to aid in the transition to now his third social worker. (Case # 56)
Even youth who were not receiving formal case management services from OYE benefited from OYE’s resources, in particular the specialists assigned to assist with educational and vocational pursuits. In the case below, the youth was in danger of losing his ability to remain in college but he was provided with options:

At the time of the review, the youth had a good team working with him to make progress on his goals. He had recently been linked with a Career Pathways specialist at the agency’s Office of Youth Empowerment (OYE) who had arranged for him to have an interview with the District’s Public Works department for an internship. The reviewers learned that he had been offered the internship, which would begin after his temporary summer employment ended. Additionally, another specialist from OYE was working with the youth on an appeal to the termination of his Pell Grant. (Case #77)
OYE staff was also instrumental in helping youth with special situations. The youth in case # 118 was a teen father working to get custody of his children:
The focus youth has expressed his desire to have custody of his children, even though he is planning to go to Job Corps. The team, specifically the OYE specialist, is working with the Job Corps recruiter to find locations that accept children. The team will work with him on identifying supports, services and resources that can assist him if he has custody of his daughters. (Case #118)  
The youth in the case below had been unsuccessful at two different colleges, but was able to be linked with an alternative course:
A transition meeting was held with the team that included OYE’s educational, vocational and independent living specialists to determine the direction for the youth. She completed a security training that was arranged by OYE and awaiting payment for the clearances so that she can complete the initial process and apply for a job as a security guard…The focus youth will continue working on housekeeping skills and complete the OYE MATCH Program to equip her with budget management skills.  (Case #73)
Community Support Workers were also cited with providing excellent support in many cases:

(The focus youth) has benefited from the love and stability offered by her foster mother and from a long term and very positive relationship with her unusually committed CSW… the youth and her CSW are actively using the evidence-supported TIP system (Transition to Independence Process) to develop skills. (Case #85)

She has been traumatized with the failure of her last adoption and the physical abuse she endured. She has been able to express those feelings and is beginning to receive assistance in addressing these issues. It was reported that the focus youth has been able to utilize some of the techniques learned from her former community support worker.  (Case #82)

Although the work of OYE is evident in many cases, the importance of less formal work with older youth by caregivers and foster parents was also identified: 

He is connected to OYE and is knowledgeable of the services available to him through emancipation and is taken advantage of those services.  The foster parent continues to work with the focus youth on preparing him for adulthood and providing him with necessary life skills. The youth has mastered taking care of his hygiene, grooming and cooking. The youth is working on mastering preparing grocery lists, saving, opening and managing a bank account, and paying his cell phone bill.  (Case #62)
Two-thirds of the older youth reviewed had involvement with mental health services, either through one of DBH’s agencies or another provider, such as a correctional institution. In some situations social workers found therapists outside of this network in order to meet a particular need of the youth:

The focus youth began individual therapy in February 2013. It should be noted that the youth’s therapist is a private contractor… The team searched for a therapist who was not only from [the youth’s country], but one who shared the same cultural background and spoke the same language. This was of great benefit for the focus youth, who struggles with English and finds it easier to express himself in his own language. (Case #56).

The emotional needs of this population should not be underestimated. One youth was hospitalized just prior to the QSR due to a suicide attempt.

Sixteen of the older youth, or 30 percent, were known to have a substance use problem.  Marijuana and alcohol were the two substances most frequently used by this group.  Additionally, 18 youth (one-third of the older youth and more than one in every 10 cases reviewed) had had involvement with juvenile justice or, in some cases, the adult correctional system within the last year. Five youth were in correctional placements, and a sixth was in a group home identified by the District’s Department of Youth Rehabilitative Services. Not surprisingly, the youth involved with justice systems fared poorly in terms of preparation for adulthood—only 4 of the 18 (22 percent) were rated acceptable.  Additionally, the assessment of these youth was also largely inadequate. Only 11 of the 18 (61 percent) were rated as acceptable for this indicator. This was not, however, true of many of the other indicators. Engagement, for example, was rated acceptable in 15 (83 percent) and cultural accommodation in 13 (72 percent).

Awareness and Understanding of Trauma

Since the rollout of the CFSA/DBH Joint Practice Protocol in 2013, QSR reviewers have been increasingly attentive to childhood trauma and the long-lasting effects it can have on children and youth. In many of the cases reviewed in 2014, it was clear that the mental health and social work teams shared that understanding and were actively implementing trauma-informed practice.   

In other cases, however, awareness of a child or youth’s trauma was severely lacking. At times this had significant repercussions.

While the team possessed a substantial cultural awareness of the focus youth and the caregivers, there was no clear formulation of a comprehensive assessment of his needs, and perceived risks. Team members were not aware of the imminent risk of suicide from the focus youth. They were not aware that the trauma he experienced in his adoptive home in Honduras was relived in his former foster care placement.  Some team members acknowledged that having an up-to-date assessment of the focus youth could have assisted them in understanding his level of functioning, and clinical formulation.  (Case #36)
While the focus child is not currently exhibiting any behaviors that indicate play therapy is an immediate need, the team recognizes the focus child’s trauma history and is working to resolve the referral issue and have therapy begin as soon as possible.  (Case #22)
While it was clear that the team was making sure that she receives the appropriate therapeutic services to stabilize her behavior and address past traumas (i.e., sexual abuse), no one was exploring the trauma related to her feelings regarding her birth family. Specifically, at age 14 she discovered that the person whom she believed to be her father was not her biological father and after several attempts to contact her parents via social media, they rejected her request. Reviewers are concerned that if her feelings around her parents are not addressed, the progress she is currently making could stall. (Case #23)

Reviewers did find evidence that providers were aware of the trauma experienced by families and were incorporating this information in their planning.
The team experienced difficulties in identifying a pre-adoptive home for the youth who will soon be 20 years old. However, the team did not sway the youth to consider alternative living arrangements but demonstrated tireless efforts to identify caregivers who were willing to provide the youth with the family he desired. The team’s assessments were sensitive to the youth’s traumatic experiences. The team not only acknowledged the focus youth’s needs but incorporated the entire family’s needs in the case assessment. The youth was referred to individual therapy to help facilitate a better understanding of his current emotional status and issues in order to help him cope with life’s demands and to function at his best.  (Case #39)

The youth experienced traumatic events by the step-father while he was in the birth mother’s care. Consequently, the focus youth and the sister were removed from the birth mother’s care and entered foster care. The team is aware of the trauma and they respect his decision to have limited contact with the birth mother.  (Case #54)

Implementation of the RED Team Framework
	
In 2014, CFSA began to expand the use of the RED team to ongoing units. As noted earlier, the RED (review, evaluate, direct) team is a staffing that makes use of a Consultation and Information Sharing Framework to collect and categorize relevant information about a family’s situation. The framework provides opportunity for in-depth critical decision-making on issues of case practice. Further RED team involvement was initiated in July 2014 with a supervisory training to help staff see the convergence between the RED team framework and the QSR protocol.
Although the QSR unit did not specifically track information on RED teams, there were several cases where the prior use of RED teams was mentioned. In at least 11 cases reviewed this year, the team specifically identified a RED team meeting as a next step to be accomplished within 30 days of the review. 
There were some instances where the RED team was clearly effective and where the social worker and the team were using the protocol to move cases forward:
Although the team demonstrated shared leadership between the previous foster mother and the social worker, it was clear that the social worker was seen by most as the go-to person….Team members are working together and utilizing the RED team process and meeting with the previous foster parents to develop and implement plans for permanency. (Case #79)
There were others where a RED team was being planned to resolve a specific issue or to bring team members together to come to a consensus:
…The current social worker is seen as the point of contact and leader of this team. The social worker is respected and complimented by her peers. The social worker is in the process of coordinating a RED team meeting to outline the current barriers, strengths, the direction of this case, and to improve team communication. The social worker does acknowledge the various complexities of this case (which have been challenging), the work that needs be done, and is putting forth respectable efforts to plan for the child and family. (Case #110)
The value of RED teams was recognized not just by social workers but by others involved in the process:
While several members of the team know that the assistant attorney general should not be coordinating services, she was instrumental in directing the team in the midst of social work staff turnover and reassignments. For example, the assistant attorney general was the one to initiate the July 2014 RED team. (Case #94)

Reviewers came across other cases where the use of the RED team was ineffective.  In most cases this was attributed to the social worker not following through with recommendations, as in the following example:
Although there were recommendations made by RED teams, as well as a safety plan in place, there has been no follow through with the case plan.  There have been no supports or services identified or provided and the actual needs of the family are unknown. (Case #17)
Cases such as this speak to the need for consistent follow-up on the recommendations of RED teams, and for agencies to consider the RED team as one step in the process towards implementing interventions.
In other cases, reviewers found that staff were either not using the RED teams as they were intended, or were not using them to their full potential. In some cases, the team meeting had a limited scope or did not have a clear goal:
The team has recently held a RED team meeting to address all of the children’s needs and to focus on reunification. The reviewers learned that the meeting primarily focused on visitation. A visitation plan was created, but reportedly, there are still issues with the birth father being able to visit the focus child and her sister. It did not seem as though the team considered the birth father’s needs in the development of the visitation plan in order to make any accommodation needed to ensure that he can spend time with his children. (Case #75)
These comments suggest that the potential for use of RED team must be maximized. CFSA management must ensure that implementation of the RED team process is accomplished with fidelity to the model and that the process does not become another requirement whose purpose is not clear.
[bookmark: _Toc390341326]Working with Birth Mothers and Birth Fathers
 The Agency continues to address declining scores for engagement, assessment, and services provided to birth parents. Reviewers noted, for example, that the work being done with mothers is often lacking in depth, as in the following examples:
The mother is not currently linked to any services to support her based on her cognitive functioning and does not appear to have received any support for her past trauma. The mother does not have any history of substance abuse. There is a suspicion that the mother may be involved in prostitution, especially in the summer… Although the CFSA social worker understands the mother has a long, significant history of sexual and physical abuse, no one on the team has worked to assess the impact of this trauma on her parenting and daily functioning. (Case #5)
There was very little work around addressing the birth mother’s issues regarding being separated from her children. As a single parent caring for six children, she was very close to her children and was very resistant to having other people, including family members, care for them.  The social worker was aware of the mother’s resistance, however, there was no specific plan on how to address this issue with the birth mother or work with her around her separation anxiety regarding her children. (Case #6)
The next case illustrates how an understanding of the parent’s trauma can help the child:

Furthermore, [the social worker] has developed a trusting relationship with the birth mother and understands her past trauma, which has strengthened her ability to engage the birth mother. The social worker has also developed a fair understanding of the birth mother, which has led to the social worker adjusting some of the planning mechanisms, including enrolling the focus child in Medicaid. The social worker, after attempting to provide the birth mother and maternal grandmother with a lesser level of intervention (providing them the paperwork to fill out and submit on their own) recognized that she needed to increase her role in this process and took the birth mother to fill out the paperwork at the appropriate Medicaid office to ensure the focus child obtained active Medicaid.
(Case #7)

Interestingly, there were 10 cases with an adoption permanency goal where the biological mother was rated for supports and services. This indicator was rated acceptable in 70 percent  of these cases, which is higher than the 52 percent for out-of-home cases in general and the 52 percent rating for cases with a reunification goal. 
Social workers have historically struggled with engagement of birth fathers, and 2014 has been no exception. The following example, although not common, provides evidence that the Agency needs to improve its efforts to recognize the value of fathers by including them in case planning and decision-making for their children:
The birth father stated that he does not feel that the team has tried to establish a rapport with him. He informed reviewers that the social worker mainly talks to the birth mother, even if he is in the home at the time of the visit. (Case #13)

Figure D below shows the results for birth fathers based on the 2014 QSRs.
















On a more positive note, the following examples highlight how working with fathers has benefited case progress. In case #11, a youth’s step-father was linked to needed supports and services, which included the Agency’s Connecting Dads initiative.[footnoteRef:9] By linking the step-father to a support service, the team was more readily able to guide the family toward obtaining positive outcomes beyond case closure. He was extremely active in the case planning process for the focus youth. [9:  The Connecting Dads project was initiated to increase support for fathers’ involvement in their children’s cases. As a result of this initiative, fathers are often referred to the FEED (Fatherhood Empowerment, Education, and Development) program through the Healthy Families/Thriving Communities Collaboratives. These services specifically assist fathers to improve their capacity for successful parenting.] 


Although the father on this case was the focus youth’s step-father, the team did an outstanding job in engaging him in the youth’s case and including him in the decision-making process. (Case #11) 


In another case, the focus youth’s goal was reunification with the birth mother but the case was not progressing. Once the birth father was located, the team immediately included him in the case planning process.   

Although the birth father was just notified in Jan. 2013 that the youth came into care, the team has [made] consistent efforts to maintain a positive working relationship with the birth father and is currently assessing the birth father’s needs if any so that he can be considered as a permanent placement  resource.  (Case #14)

The significance of engaging birth fathers is understood by most, but knowing the father’s identity and his whereabouts are dependent on information provided by mothers and extended family members. In one case the birth mother was uncooperative with providing information on the birth father; this did not prevent the team from attempting to locate him.  

The team has been unsuccessful in identifying and locating the birth father due to not having his date of birth, his known name is very common, and the birth mother is reluctant to share any information regarding his whereabouts. However, the team made enormous efforts to engage and find the birth father. The team not only conducted diligent searches; they also reached out to local detention facilities and followed through with updates and additional information provided in order to make contact with the birth father. (Case #56) 

It is known that most youth who exit the child welfare system return to their family of origin. Often times this is the birth mother or birth father. In the case of a 20-year-old female who did not have a good relationship with her father and was preparing to age out of foster care, the team was working with the father to develop the relationship such that he could become a life-long connection for the youth. The youth was in agreement with working on their relationship. 

[bookmark: _Toc390341327]Implications for Practice
Over the past 5 years, QSR data has indicated an increase in timely case closure, positive changes in youth behaviors, and an increase in family participation as a direct result of the Agency’s intensified efforts to engage fathers. Yet still, QSRs continue to reveal  ongoing challenges for social workers trying to locate birth fathers, despite diligent search efforts. In many cases, family members are reluctant to provide information or to assist social workers in locating birth fathers. As a result, the Agency continues to provide training and guidance on the importance of a father’s involvement with his children and the direct impact that involvement can have on children’s overall development and well-being. 

Although there are still improvements needed, the Agency’s efforts to comply with federal guidelines reveal measured success in engaging parents, particularly fathers and paternal relatives. For example, in case #71 a diligent search for the birth father produced positive life-long connections with multiple paternal relatives and the development of a relationship between father and son.    

[bookmark: _Toc390341328]Comparison with Other Jurisdictions
Many other jurisdictions in the United States use a version of the QSR to assess child welfare practice. This allows for some level of comparison between the performance of CFSA and other child welfare systems. However, these comparisons are only approximate and should not be considered to be fully reliable. This is true for the following reasons:
· Protocol variations – The District’s current QSR protocol was developed with input from local community members, service providers, and Agency management. At times these contributions took the form of changes to specific phrasing of indicators which may not correspond to protocols in other jurisdictions. For example, the District protocol rates children, mothers, fathers, and caregivers separately on many indicators, which is not the practice in Utah.
· Sample Size - The 101 out-of-home cases reviewed in CFSA this year are both a larger number of reviews than most other jurisdictions and a larger percentage of the population than in other jurisdictions. Almost 7 percent of the children in out-of-home care were reviewed in 2014; none of the other jurisdictions mentioned below can claim that percentage.
· Timeliness of Information - At the time of this writing (February 2015) few jurisdictions have published their data for 2014. For some of the jurisdictions cited, the most recent data available are from 2012.
To keep this information in context we have provided the year and sample size for each of the jurisdictions cited below. We note, however, that just as it is inappropriate to judge the entire performance of the CFSA on a single indicator or subset, the indicators cited here are for comparison only and should not be understood to be sufficient measurement of the quality of the work done by those systems.
Virginia (Statewide)[footnoteRef:10] [10:  http://www.dss.virginia.gov/files/about/reports/children/qsr/annual_reports/2014.pdf] 

This is the most recent of the reports we were able to access. It includes cases reviewed between July 1, 2013 and June 30, 2014. The reviews covered 56 children in seven counties.
	Indicator
	Percentage Acceptable

	Engagement - Child
	80

	Engagement – Mother
	67

	Engagement – Father
	38

	Engagement - Caregiver
	87

	Team Formation 
	48

	Team Functioning
	34

	Assessment and understanding - Child
	59

	Assessment and understanding - Mother
	44

	Assessment and understanding - Father
	26

	Assessment and understanding - Caregiver
	79

	Long-Term View
	57

	Pathway to Safe Case Closure
	50

	Transitions and Life Adjustments (Tracking & Adjustment)
	24


The Virginia protocol was one of those reviewed and studied by the participants in the 2011 creation of the District’s Shared Practice Protocol. This explains why many of the indicators are similar, at least in name, and are broken down by the same participants. One notable exception is in the case of Long-Term View and Pathway to Safe Case Closure: while the District’s protocol has both indicators, one is used to address closure in behavioral health cases, and the other for child welfare. The elements in the two Virginia indicators are combined in a single measure for CFSA.
Utah (Statewide)[footnoteRef:11] [11:  http://hsosr.utah.gov/pdf/2014_OSR_Annual_Report.pdf] 

Utah’s FY 2014 report covers 148 reviews conducted throughout the state between September, 2013 and May 2014. The state report compares performance on both status and system indicators since FY 2010, as does this report. The most recent report documents improvement, albeit at times slight, in all of the system indicators compared to FY 2013. This pattern was evident in Salt Lake City as well as in more rural regions reviewed.
	Indicator
	Percentage Acceptable

	Teaming (single indicator)
	76

	Assessment (single indicator)
	78

	Long-Term View (comparable to Pathway to Case Closure)
	72

	Engagement (single indicator)
	90

	Tracking and Adaptation (Comparable to Tracking and Adjustment)
	91


Los Angeles, California[footnoteRef:12] [12:  http://dcfs.co.la.ca.us/katieA/programs_resources/docs/Wrap%20QSR%20Final%20Report.pdf] 

The findings from the 210 cases reviewed in Los Angeles between 2010 and 2012 are included in a report contrasting those findings with a smaller review of youth involved in wraparound services from both the Department of Children and Family Services and the Department of Mental Health. Although both populations have some relevance to our study, we will focus here on the results of the larger sample. 
	Indicator
	Percentage Acceptable

	Assessment-Child
	60

	Assessment-Family (parents)
	32

	Long-Term View (comparable to Pathway to Case Closure)
	39

	Tracking and Adjustment 
	45

	Planning 
	41



Milwaukee, Wisconsin[footnoteRef:13]  [13:  http://dcf.wisconsin.gov/cqireview/cqiReports/Milwaukee12.pdf] 

Milwaukee’s reviews included 24 ongoing cases, eight post-TPR adoption cases and eight Indian Child Welfare Act cases. Unfortunately these three categories are reported separately so the joint findings may not be comparable to the range of cases reviewed at CFSA. These reviews were conducted in 2012.
	Indicator
	Percentage Acceptable

	Team Formation 
	88

	Team Coordination
	79

	Engagement: Father 
	48

	Long-Term View (comparable to Pathway to Case Closure)
	75

	Planning-Safety
	81

	Planning- Permanency
	81


Milwaukee’s protocol also has an indicator for Cultural Accommodation, similar to the one used at CFSA. However, that indicator was only applied in two cases in Milwaukee’s review, where it is applied in all cases reviewed at CFSA. Of the two Milwaukee cases where it was applied, one was rated acceptable.
Pennsylvania (statewide)[footnoteRef:14] [14:  http://www.pacwrc.pitt.edu/CQI/State-Supported%20QSRs_Round%203%20Final%20Report.pdf] 

Round Three of Pennsylvania’s statewide QSRs took place between December 2012 and November 2013. The cases were selected from 11 different counties and included 143 cases, the majority of which (83 or 58 percent) were in-home, giving these cases a more dominant role in the findings than is the case in the District.
	Indicator
	Percentage Acceptable

	Engagement Efforts - Child
	84

	Engagement Efforts – Mother
	74

	Engagement Efforts - Father
	44

	Engagement Efforts – Caregiver
	85

	Teaming- Formation
	59

	Teaming - Functioning
	57

	Assessment and Understanding - Child
	79

	Assessment and Understanding- Mother
	65

	Assessment and Understanding - Father
	41

	Long-Term View (comparable to Pathway to Case Closure)
	71

	Planning
	64

	Tracking and Adjustment
	73



Similar to CFSA, Pennsylvania’s system rated well for engagement and assessment of children and caregivers, less so for mothers, and still less for fathers. The ratings for fathers mimic those of the District in both indicators. Fathers, however, were rated in 106 of the 143 cases reviewed in this time frame, whereas only 78 were reviewed in CFSA.  
We also note that Pennsylvania’s QSR protocol has three separate system indicators that relate to permanency: Long-Term View and Efforts to Permanency, both of which were rated for all cases, and an indicator called Timeliness to Permanency, which is rated only for children in out of home care. This latter indicator was the lowest rated of the three at 67 percent acceptable.
One consistent finding for all of the systems which rated work with parents separately from work with children or with substitute caregivers is that all ratings involving parents were consistently lower than ratings involving children. For those where fathers were rated separately from the family, those ratings were lower than ratings for mothers. This does not in any way minimize the challenges facing CFSA in working with fathers, but it does suggest that it is a common issue facing a variety of systems across the country.
Reviews of Cases with CFSA and DBH Involvement
Although CFSA and DBH continued to work closely during 2014, DBH conducted very few child reviews during the year; the few that were done were in the context of a review of wraparound services, and only one CFSA youth was involved in that sample. However, just under half (58 or 46 percent) of CFSA’s sample included children who were actively involved with a mental health agency. 

Although teaming and lack of communication between team members has been a constant concern raised by the QSR process, and there have been instances where the two agencies have not communicated well or teamed well, the data from this year’s reviews suggest that cases with multi-agency involvement as a group fare no worse than other cases, and in some ways seemed to fare better.  Figure E below shows the comparison between these two groups of cases on indicators related to assessment and teamwork.

Figure E: Comparison of DBH and non-DBH Involved cases















The difference in the overall practice rating is particularly instructive. A ten percentage point difference in the ratings supports the contention that for those children linked to mental health services, the system or systems of care perform better than for those where this linkage is not made.
Figure F: Overall Ratings for CFSA-only Cases



Although the joint review looked at all the indicators for the Child and Family Status and the System Performance, only specific indicators are highlighted. These indicators are considered the foundation to quality practice and underlie the successful intervention strategies that are essential to achieving positive results. They include Responsiveness to Cultural Identity, Engagement, Assessment and Understanding, and Implementation of Supports and Services (for the child). These also provide the necessary information to coordinate appropriate interventions for addressing the underlying issues. Teamwork and Coordination (formation, functioning and coordination), Planning Interventions (safety, permanency, well-being, role fulfillment and transition planning), Pathway to Case Closure, and Long-Term View speak to the collaboration between the two agencies to ensure one common goal and outcome for the family.

Figure G: Performance Ratings













Responsiveness to Cultural Identity, Engagement, Assessment & Understanding, and Supports and Services: Child
The Responsiveness to Cultural Identity was rated 94 percent, Engagement of the Child was rated at 87 percent while Assessment & Understanding, and Implementation of Supports and Services were both 83 percent. These results were also similar to the overall QSR scores for 2013, which were at 97 percent, 91 percent, 86 percent, and 86 percent (respectively). There was evidence that the professionals were developing and maintaining quality and trust-based relationships with the children. Team members, including mental health providers, were cognizant of the fact that each child and each youth has their own unique identity and world views that shape their ambitions and life choices. Having this deeper level of assessment contributed positively to the engagement of the child and family as well as a more comprehensive assessment and understanding of the child and his or her family situation. Team members were able to make a positive difference in the child’s life, prevent harm, and work in collaboration with each other. As the examples below illustrate, most supports and services were of the right fit (i.e., clinically appropriate) and delivery of services was timely, competent, and consistent with needs identified. 

In case #6, the focus youth is an 18-year-old male diagnosed with depressive disorder, pervasive development disorder, r/o ADHD (attention deficit hyperactivity disorder), and mild mental retardation. His goal is independent living but due to his developmental delays, the plan is to transfer him to a facility that provides care to adults with disability. Both systems worked collaboratively to ensure that the services being provided to the youth were appropriate and were meeting his needs. 

The team demonstrated good efforts to assess and understand the youth and mother’s cultural identity and community supports. The team recognizes the youth’s cognitive delays and has engaged and connected the youth to supportive services based on his intellectual ability. The team has linked the youth with providers who understand developmentally-delayed youth. (Case #6)

In case #28, the supports and services provided to the 7-year-old child diagnosed with adjustment disorder with mixed anxiety and depressed mood were beneficial to her emotional stability and daily functioning.  

She is developing healthier coping skills and is able to self-manage her emotions and behaviors. Per reports, the child experienced extreme crying spells when first removed from her birth mother’s care. The emotional episodes have declined over the past 3 months. She utilizes writing poetry and spirituality as means to appropriately channel and express her feelings. (Case #28)

The data demonstrates a clear correlation between assessments that are individualized and identify specific needs, and providing the most appropriate supports and services for children receiving services from both systems. At least 80 percent of youth reviewed were receiving the most appropriate services. More than 50 percent were also maintaining good emotional functioning. It was evident that team members’ assessments of children receiving services were based on their responsiveness to the child or youth’s cultural identity which contributes to their overall well-being. 

Teamwork and Coordination, Planning Interventions, Pathway to Case Closure and Long- Term View
Teamwork is a vital element in the collaboration of services between agencies servicing the same family. Looking at the children who interface with both the child welfare and mental health systems allows for a closer examination of how the systems are functioning collectively, and how both are planning services and evaluating results individually. Based on the QSR findings, Teamwork and Coordination (formation, functioning and coordination) is an area in need of improvement. Team Formation was rated at 87 percent, Team Functioning was rated at 62 percent and Team Coordination was rated at 57 percent. 

In most cases, there was a team of motivated and qualified individuals with the right skills and knowledge appropriate to the needs of the child (team formation). However, the individuals on the team in most cases were not working effectively and cohesively to problem solve (team coordination). In many cases, no one was identified as the team leader to ensure a unified process with a shared decision-making approach. This had a negative effect on Planning Interventions which was at the lower scale of the acceptable rating at 60 percent. Pathway to Case Closure and Long-term View were rated at 62 and 70 percent respectively. Long-term View and Pathway to Case Closure are very similar in terms of practice. While Long-term View is rated only on cases with mental health involvement and Pathway to Case Closure is rated on all cases, the expectation is that team members, including mental health providers, have a strategic vision/plan that is used to set the purpose and path to achieve closure. The protocol measures the extent to which mental health providers have a guiding view for service planning that includes strategic goals for the child. Those goals should lead to the child functioning successfully in their daily life. This was not present on all the cases where children were receiving mental health services. 

Common trends that were observed in the joint cases included lack of a long-term plan for the child or youth. Services were implemented to address immediate needs and there was no consistent demonstration of team members looking beyond the end of the intervention. Additionally, the mental health agency’s treatment plan did not always accurately reflect the child’s needs. This was demonstrated in case #31 where the focus child was dealing with grief and loss as the result of her birth father murdering her birth mother.

While the team has been dedicated to permanence for the focus child, the mental health and child welfare teams worked in isolation. The reviewers learned that there were duplicate interventions between the mental health therapist and the grief and loss therapist. Additionally, there was no cohesive treatment meeting, no consistent contact, and no information sharing among the team. One team member stated that she received updates on case progress from the focus child and her sister. (Case #31) 

Similarly, in case #26, a 13-year-old was receiving community support services and individual therapy. 

Although the Individualized Recovery Plan is current, the plan was created without the presence of the focus youth or his family. The plan was renewed from the previous plan, and the paramour had already complained that the previous plan was inaccurate and did not reflect the youth’s needs or his perception of his needs. (Case #26)

Based on the data reviewed, there was no evidence from the sample that indicated a correlation between cases with DBH involvement and the rating for safe case closure. Cases with DBH involvement were rated at 62 percent while those without DBH involvement were rated at 64 percent. Ratings were based on team members’ actions and decisions that did not reveal a pattern of consistent and effective problem-solving and communication. 

[bookmark: _Toc390341331]Trends in Practice: Joint Cases
· In most cases the “big picture” situation and dynamic factors that impact the child were understood by the professionals. 
· Diligence by team members to engage with the child increased the child’s participation in case planning, specifically for older youth.
· Supports and services were being coordinated across agencies.
· CFSA and DBH team members responded positively to the cultural identity of children and families.
· The long-term guiding view for mental health providers was often absent or not clear.
· Although team members were identified, oftentimes roles were not clear and many did not serve a significant role in the case planning process.
· Communication was often driven by crisis versus assessment, planning, or the effort to create common goals at the onset of the partnership.
· Team members were often working in silos and did not consistently collaborate on the development of treatment or case plans to identify common goals and objectives for achieving measurable outcomes.

[bookmark: _Toc390341332]Improving Practice: Joint Cases
The practice models of both CFSA and DBH emphasize teamwork, collaboration, respect for families, and a common desire for the agencies to provide interventions that strengthen rather than marginalize families and children. Building on this common ground, the purpose of the joint review is to identify key areas of strength and areas in need of improvement. The goal is to provide quality practices and a high performing service delivery system across child welfare and mental health. Both systems seek to design their interventions based on thorough assessments and solid clinical judgment. The mutual hope is for the interventions to be as unobtrusive and as brief as possible while also being consistent with the goals outlined for protecting the child. Although these goals are shared and findings to-date show evidence of positive practice, there remains work to be done in terms of stronger and more informed collaboration between the child welfare and mental health systems. 
Teaming between CFSA and DBH was identified as an area in need of improvement, including the need for initiating consistent collaboration on joint cases. While it is evident that the right people are forming teams for children and families, as indicated by the ratings, the teams’ functioning and coordination is lacking. The overall ratings for the 2013 joint child welfare and mental health cases demonstrate that team members were performing at an acceptable standard, but at a rate that needs improvement. Moving forward, it will be important for both agencies to reach out to their staff, service providers, and contractors to impress upon them the significance and the benefits of cross-system collaboration. Technical assistance may also be required to change people’s perception of what the collaborative team should look like, as well as the roles and responsibility of its members. 

[bookmark: _Toc390341333]Moving Forward
The QSR process derives its strength from two sources: its consistency, which comes from years of development and practice, and its ability to grow and develop in response to new demands and requirements.  Many modifications have been made to the QSR tool over the years, and in 2014 there were additional adjustments made to training, inter-rater reliability, and the diversity of the pool of reviewers.  
In 2015, more enhancements to the process are in the works or have already begun implementation.  The most important and promising of these is the pairing of the QSR instrument with tool used by the federal Administration for Children and Families (ACF) in conducting their Child and Family Service Reviews (CFSR).  Although the tool used for the CFSR differs in a number of ways from the QSR, there are significant areas of overlap.  Sixty-five CFSA cases will be reviewed using the CFSR in 2016, and the agency is exploring the option of using the same case for both review opportunities.
Additionally, in 2015 there is an increased focus on providing feedback and coaching to line workers and to supervisors and to providing agency leadership with immediate feedback and analysis of the trends and findings of the reviews.  These efforts all have the goal of improving the practice of social workers in District, of providing support to workers, supervisors, and the agencies they work for, and in facilitating the provision of quality social work service to the citizens of the District of Columbia.




[bookmark: _Toc390341334]Appendices
· Appendix 1 - The QSR Process
· Appendix 2 - QSR Protocol
· Appendix 3 - Sample
· Appendix 4 – Reviewers
· Appendix 5 – QSR Communication
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Appendix 1 - The QSR Process
To enhance case practice and system performance, CFSA has instituted the QSR process to gather data and provide feedback about individual child welfare cases and the system as a whole.   In partnership with the Center for the Study of Social Policy (CSSP), CFSA began using this best practice in October 2003, particularly to supplement the ongoing collection and assessment of quantitative data. In addition, CFSA partners with the District’s Department of Behavioral Health (DBH) on shared child welfare - mental health cases to promote District-wide consistency for assessing the quality of mental health services and measurements of improvement. 

The QSR process examines case practice, system performance, and outcomes for individual children and families in order to identify strengths and areas that need improvement. Findings from the QSRs are shared with a broad audience of internal and external stakeholders. Together, quantitative and qualitative data provide a deeper understanding of family dynamics, needs, and service delivery system performance, helping to inform practice and system improvements.    

The QSR process is an essential component of CFSA’s commitment to providing quality care to our clients, in addition to the Agency’s Continuous Quality Improvement (CQI) approach to sustaining best practices and a high-performing service delivery system. Further, in alignment with the foundational tenets of the Agency’s Practice Model, QSR indicators have been purposefully incorporated into the development of CFSA’s In-Home and Out-of-Home Practice Guides. Both models were developed in collaboration with community partners to outline values and guiding principles for effective practice and service delivery. 



[bookmark: _Toc390341336]Appendix 2 - QSR Protocol
CFSA’s original QSR protocol was developed in 2004 by national experts from Human Systems and Outcomes, Inc. (HSO), a management consulting and performance measurement organization. The HSO consultants facilitated meetings to tailor a QSR protocol specifically for the District’s child welfare system. Representatives from CFSA’s community partners participated in the development process, including the Healthy Families/Thriving Communities Collaboratives, the Consortium for Child Welfare, the Foster and Adoptive Parent Advocacy Center, and the Children’s National Medical Center. Since then, CFSA has further refined the protocol to conduct population-focused QSRs, e.g., cases involving teens, or in-home cases where the children are living with their family of origin and receiving services. As noted earlier in the document, the Shared Practice Protocol was implemented in January 2013.

Structure of the Shared Practice Protocol
The revised protocol has two sections: Child and Family Status and System Status. The table below lists indicators for each section. For Child and Family Status, reviewers examine the situation of the child and their family within the past 30 days, using up to 12 indicators, as shown. These areas are rated to help identify the baseline from which the child and family are operating and to indicate the level of service needs.  
	QSR Indicators by Section

	
	

	Child/Family Status Indicators

	· Safety
· Behavioral Risk
	· Emotional Functioning

	· Stability
	· Academic status

	· Permanency
	· Preparation for Adulthood

	· Living Arrangement
· Physical Health
	· Caregiver Functioning
· Family Functioning & Resourcefulness
· Voice and Choice

	System Status Indicators

	Practice Performance Indicators
	

	· Cultural Identity
	· Planning Interventions

	· Engagement
	· Implementing Supports and Services

	· Teamwork & Coordination
	· Medication Management


	· Assessment and understanding
	· Managing Chronic Health Concerns

	· Pathway to Case Closure
	· Tracking & Adjustment

	· Long-Term Guiding View
	




The indicators of the System Status assess not only the child welfare system’s overall performance within the past 90 days, but also the practice between child welfare and mental health. The system’s performance is based on the framework of a specific practice that is the basis for CFSA’s In-Home and Out-of Home Practice Guides. The system includes all people working with the child and family, such as child welfare staff, school staff, service providers, and legal personnel.

Collectively, these two sets of indicators allow reviewers to thoroughly assess functioning of the child welfare system (as represented by the cases reviewed) and to identify what areas are working well, and what areas are in need of improvement for serving children and their parents and caregivers.

Scoring Protocol
Reviewers score indicators based on a 6-point scale. The QSR Interpretive Guide on the following page presents an example for Child Status with a scale that runs from 1 - adverse status to 6 - optimal status. After scoring, the protocol provides either of two options for viewing findings: 

· By zones—Improvement, Refinement, or Maintenance 
· By status—Acceptable or Unacceptable

While we used “status” as the basis for analyzing data from QSRs in 2013, the guide provides charts for each indicator according to zones and to status.

Score Reliability
In addition to requiring that all reviewers undergo training and are paired with another reviewer, CFSA has taken additional steps to guarantee the reliability of the scores and findings from the QSRs. In the spring of 2012, a case presentation process was implemented whereby cases are presented to the QSR management team and to a mentor reviewer. Prior to the finalization of the ratings given, reviewers present their case and provide justification for ratings given. Beginning in January 2013, this process was bolstered to include a panel review of representatives from CFSA, DBH, and CSSP. This diversity in the panel allows for greater reliability based on the expertise of the panel reviewers. 

In addition to the case presentation process, each case story is reviewed by a minimum of two management staff. This is done to provide feedback on the readability of the story, to ensure that the narrative covers all important aspects of the case, and to ensure that the numerical ratings are consistent with the information in the story. This process works well with the time structure of the QSRs and allows the ratings to be reconciled with a standardized written document.  
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Each year CFSA randomly selects a carefully calculated number of cases for the QSR. This number takes into account both time and staff resources available for a dedicated, thorough, and detailed review process. The table below provides specific aspects of the 2014 foster care sample (101 children), showing the percentage of cases reviewed by gender, age, permanency goal, and placement type. Reviewers completed over 382 interviews, with a median of eight interviews per case. 

	2014 QSR Sample Compared to Foster Care Population

	Gender
	% in QSR sample population 
	%  in CFSA foster care population(as of 12/1/13)

	Male
	50
	50

	Female
	50
	40

	Age Group
	
	

	0-5
	26
	25

	6-12
	25
	24

	13-17
	26
	25

	18-20
	23
	27

	Placement Type
	
	

	Kinship/Foster Home
	52
	53

	Therapeutic Foster
	24
	23

	Group home/RTC
	4
	5

	Independent Living Program/ college
	3
	3

	Pre-adoptive home
	9
	5

	Corrections/Jail
	5
	2

	Other (hospital, abscondence, etc.)
	3
	4

	Permanency Goal
	
	

	Reunification
	31
	28

	Guardianship
	26
	32

	Adoption
	27
	22

	APPLA
	16
	17

	Case Management
	
	

	CFSA
	39
	45

	Private Agency
	62
	55



Also noted earlier in the document, the QSR draws from a stratified random sample that covers a diverse population of cases from across the Agency. The sample size is designed to be large enough to provide a snapshot of what is working well and where improvement is needed on individual cases and to indicate what is occurring in the system as a whole. Because the review deals with qualitative data, however, there is no firm formula for determining statistical validity. Nevertheless, the sample is large enough to be representative of CFSA’s client population, as well as CFSA’s general case practice. In 2013, reviews were done on almost 6 percent of the children in out-of-home care. To facilitate the process, CFSA has a unit of trained QSR reviewers to coordinate, conduct, and report on QSRs. In addition, CFSA trains and maintains a pool of internal staff and external stakeholders who serve as reviewers.

Once the sample is selected, the QSR unit meets with social workers to identify the essential participants in the child’s case. Pairs of reviewers go through each case record for background, which allows them to assess how social workers use written assessments and evaluative information in case planning and decision-making. Reviewers then interview as many stakeholders as possible, beginning with the social worker and including the age-appropriate child, birth parents, resource parents, guardian ad litem, family members and their legal representatives, school staff, service providers, and others. Reviewers then rate a series of indicators that assess the status of the child, parent or caregiver, and the system. Next, reviewers conduct a debriefing with the ongoing social worker and supervisor to share strengths, challenges, and recommended next steps regarding the case. For each case in the sample, reviewers write a narrative or “case summary” that highlights effective case practices and areas in need of improvement. For purposes of tracking, these summaries are stored in a special QSR database. The findings from all of these case stories, which are the primary source for identifying areas of strength and challenges, offer concrete insights into ways to improve practice.
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QSR review teams consist of a pair of reviewers, one of whom serves as the lead or mentor reviewer and one who is the partner or shadow reviewer. CFSA first began certifying lead reviewers in 2010, based on successful participation in a 2-day certification training process and at least four reviews that reflect reviewers’ skills and knowledge of QSRs. 

Prior to participating in a QSR, all reviewers must complete 2 days of rigorous training on the QSR protocol, focusing on critical thinking, interviewing, and impartial assessment skills. The reviewers also learn to conduct independent and objective assessments, based on information they gain from the case review and practice giving feedback to the program staff involved.
CFSA draws these qualified and trained reviewers from CFSA’s unit of QSR specialists, as well as various program areas, e.g., Child Protective Services; Permanency Administration; Office of Youth Empowerment, the Office of Policy, Planning and Program Support (OPPPS); and contracted private agencies. In addition, the 2014 reviews included trained reviewers from other disciplines, such as behavioral health and education, and contracted community members who had gone through the QSR training to conduct reviews. 

After completing classroom training, reviewers have the opportunity to “shadow” or pair with an experienced lead/mentor reviewer to conduct a QSR. The lead/mentor reviewer guides the case review while the first-time reviewer observes. A shadow reviewer has the opportunity to become a lead reviewer after successfully reviewing four or more cases. Mentors evaluate the shadow reviewers’ skills in interviewing, assessing, and analyzing information. For example, engaging individuals is an important component of a reviewer’s interviewing skills while exercising discernment is necessary during assessment and analysis.  

To gather as much qualitative data as possible, QSR reviewers employ their interviewing skills to ensure the interviewees are comfortable and at ease. As a result, new information may often come to light, some of which may not have been shared previously among all the team members. While reviewers are responsible for protecting confidentiality, they are also required to inform all interviewees of their responsibilities as mandated reporters.

The lead/mentor reviewer conducts the interviews and takes the lead in a debriefing session with the social worker and supervisor. During the debriefing, the lead/coach reviewer outlines the strengths and challenges within the case and provides detailed feedback to social workers and supervisors. The lead/mentor reviewer also ensures that next steps for case and system improvement are developed in collaboration with the social worker and supervisor. During the collaborative process, it is imperative that the reviewers provide social workers and supervisors with strength-based feedback to establish a trusting work relationship and for the social workers to genuinely commit to the process of developing next steps. Lastly, in concert with the partner/shadow reviewer, the lead reviewer prepares a comprehensive and concise written case summary that documents findings and recommendations for each case.
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Figure A: Summary of Overall Child and Family Status 2014

Acceptable	
System (n=100)	Child and Family (n=100)	0.62	0.74	Unacceptable	
System (n=100)	Child and Family (n=100)	0.38	0.26	



Figure B Acceptable Ratings for Planning 2014 
% Acceptable	Safety	Permanency	Well-being	Function/ Role	Transitions	Other (Education)	Planning combined	0.85483870967741937	0.60747663551401865	0.68799999999999994	0.64754098360655743	0.54098360655737709	0.69148936170212771	0.64800000000000002	Figure C Acceptable Ratings: 
Older Youth  vs Younger Children
Youth 15 and older	Risk: Self	Risk: Others	Stability: Home	Stability: School	Living Arrangement	Emotion functioning	Learning 	&	 Dev/Academic 	Overall Status Rating	Engagement: Child	Tmwork: formation	Tmwork: functioning	Tmwork: coordination	Assessment: Child	Support and Services Child	Overall Practice Rating	0.57692307692307687	0.70588235294117652	0.55769230769230771	0.62790697674418605	0.76923076923076927	0.68627450980392157	0.42857142857142855	0.55769230769230771	0.82	0.76923076923076927	0.47058823529411764	0.5	0.59615384615384615	0.76470588235294112	0.57692307692307687	Children Under  15 	Risk: Self	Risk: Others	Stability: Home	Stability: School	Living Arrangement	Emotion functioning	Learning 	&	 Dev/Academic 	Overall Status Rating	Engagement: Child	Tmwork: formation	Tmwork: functioning	Tmwork: coordination	Assessment: Child	Support and Services Child	Overall Practice Rating	0.88709677419354838	0.87096774193548387	0.84507042253521125	0.83050847457627119	0.94366197183098588	0.88524590163934425	0.73529411764705888	0.87323943661971826	0.89830508474576276	0.74647887323943662	0.45070422535211269	0.47887323943661969	0.78873239436619713	0.8571428571428571	0.63380281690140849	Figure D: 2014 Results for Birth Fathers
Acceptable	
Supports and Services	Assessment and Understanding	Engagement of Fathers	Cultural Identity	0.33	0.34	0.45	0.53	Unacceptable	
Supports and Services	Assessment and Understanding	Engagement of Fathers	Cultural Identity	0.67	0.66	0.55000000000000004	0.47	



CFSA Overall Practice Ratings
Acceptable	Child and Family Status CFSA Only	System Status CFSA only	0.85	0.79	Unacceptable	Child and Family Status CFSA Only	System Status CFSA only	0.15	0.21	image2.emf
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Case Comparison on Select Indicators

% Acceptable - non-DBH Involved	Teamwork: Functioning	Teamwork: Coordination	Assessment: Child	Supports and Services: Child	Planning: Combined	Overall Practice	0.46	0.49	0.69	0.81	0.61	0.56999999999999995	% Acceptable - DBH Involved	Teamwork: Functioning	Teamwork: Coordination	Assessment: Child	Supports and Services: Child	Planning: Combined	Overall Practice	0.48	0.49	0.76	0.86	0.69	0.68	
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Select System Performance Ratings

Acceptable	Implementing Supports and Services	Planning Interventions	Long Term View	Pathway to Case Closure	Assessment and Understanding	Team Coordination	Team Functioning	Team Formation	Engagement 	Responsiveness to Cultural Identity	0.83	0.6	0.7	0.62	0.83	0.56999999999999995	0.62	0.87	0.87	0.94	Unacceptable	Implementing Supports and Services	Planning Interventions	Long Term View	Pathway to Case Closure	Assessment and Understanding	Team Coordination	Team Functioning	Team Formation	Engagement 	Responsiveness to Cultural Identity	0.17	0.4	0.3	0.38	0.17	0.43	0.38	0.13	0.13	0.06	
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CFSA Overall Practice Ratings
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