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Executive Summary 

The Family First Prevention Services Act (FFPSA) was adopted in February 2018 as part of the 

Bipartisan Budget Act (HR. 1892). FFPSA makes federal resources available through 

reimbursement for prevention services related to mental health services, substance abuse 

treatment and improved parenting skills for children who are at imminent risk of entering 

foster care or who are a candidate for foster care. FFPSA is designed to help the public child 

welfare system focus on improving family stability, scaling up prevention services, decreasing 

foster care entry and decreasing congregate care to only when clinically necessary. The Indiana 

Department of Child Services (DCS) has committed to use the tools in FFPSA to support the DCS 

vision. DCS is focusing on preserving Hoosier families in their home of origin when it is safe to 

do so, improving outcomes across the child welfare system, ensuring appropriate residential 

treatment use only when children demonstrate the clinical need for such care, and thriving 

financially in a post-Title IV-E Waiver environment.  
 

DCS VISION 

Children will live in safe, healthy, and supportive families and 

communities. 

FFPSA VISION 

DCS will use the tools in FFPSA to preserve families in their home of origin when it is safe to do so, 

focus on improving outcomes across the child welfare system, ensure appropriate residential 

treatment use only when children demonstrate the clinical need for such care, and thrive financially in 

a post-Title IV-E Waiver environment. 

As part of the DCS FFPSA vision of keeping families in their home of origin, DCS will use IV-E 

funding to expand home-visiting programs through Healthy Families America/Indiana (HFA/HFI) 

to serve more families with children who could be at risk of entering foster care. Indiana has 

invested   in these specific well-supported evidence-based home-visiting and skill-building 

programs so families can remain safely together. Investments in HFI further our prevention 

efforts by supporting high risk families pre-emptively rather than reactively. In order to 

strengthen internal prevention efforts, DCS has created Indiana Family Preservation Services 

(INFPS). This model supports a holistic family assessment and provides a framework of services 

and concrete supports for children and families so families can remain in the home together. 

This per-diem model allows providers to choose an evidence-based program that best  fits the 

needs of the family that addresses the family’s underlying needs, keeps children safe, and 

mitigates risks to child safety. For families receiving INFPS, the family will have both a Family 

Case Manager (who is an employee of DCS) as well as an INFPS provider (who works closely with 

the FCM in monitoring child safety and providing services).  
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A. Introduction 

FFPSA is a milestone in efforts to transform the child welfare system. Indiana will use           FFPSA as a 

tool to further transform the child welfare system in Indiana and make the prevention of child 

abuse and neglect a top priority for families who reside in Indiana. DCS conducted a gap 

analysis in order to            understand the current state of DCS operations. While conducting the gap 

analysis to determine the future state of DCS, DCS identified six ways we can better devote 

resources and improvement efforts so that families can thrive with the supports found in 

FFPSA. They are: 

 

• Prioritizing the use of evidenced-based programs (EBPs) and support primary 

and  secondary prevention services based on the needs of children, families and 

communities. 

 

• Establishing and implementing a more structured, consistent process for 

making                   placement decisions within residential facilities. 

 

• Properly assessing the availability and readiness of residential providers to 

become  Qualified Residential Treatment Program (QRTP) providers. 

 

• Jointly establishing outcomes and targets for the children and families DCS 

serves through collaboration with providers while considering best practices, 

child and  family service reviews and other federal measures. 
 

• Ensuring a continuous quality improvement environment within the Indiana 

child  welfare system. 
 

• Developing and enhancing financial processes that align with the needs of Indiana 

children and   families and ensure federal funds are maximized. 
 

 

FFPSA KEY PRINCIPLES FOR INDIANA 

Clear Communication: FFPSA implementation workgroups will promote reliable, accurate, 

transparent, consistent and timely communication among child welfare stakeholders. 

Data: FFPSA implementation will be done in a data-driven manner, ensuring services developed and 
provided are informed by outcomes and improved when necessary. 
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Child Welfare System Teamwork: Cross-level, cross-functional, cross-system staff will work together 

to identify strengths, gaps, root causes and major action areas to improve child welfare practice in 

Indiana. 

Continuous Monitoring: The FFPSA implementation plan will be continually monitored and adjusted 

to meet emerging or changing needs and updates to the plan will be communicated on a regular basis 

to stakeholders. 

 

In this prevention plan, we are seeking approval for our utilization of EBP’s in the context of our 

prevention program INFPS. INFPS itself will be submitted to the Title IV-E Clearinghouse, and we do not 

seek approval for INFPS under the prevention program. Descriptions of INFPS are meant for context and 

legibility of our prevention plan.  
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B. Agency Framework for Monitoring Child Safety  

Child Abuse and Neglect Prevention efforts are pre-emptive and not reactive by definition. A 

framework for pre-emption exists in the combined use of safety and risk assessment tools. While safety 

refers to the immediate conditions facing the child, risk refers to the possible future conditions facing the 

child. When the possible future conditions that the child faces cause concern, efforts to prevent those 

conditions are needed unless the immediate conditions faced by the child preclude the child’s ability to 

remain in the home. We know there are children in homes with true future risk for adverse conditions. 

The risk assessment is utilized during case planning to identify a family’s specific risks and the specific 

service interventions needed to address those risks. DCS’ Risk Assessment can be seen in Appendix X. 

While DCS services are designed to eliminate that future risk, we do not lose sight of the child’s safety 

conditions in the meantime. Below we have outlined the measures taken to ensure the safety of the 

child, when they are receiving prevention services from HFI outside of DCS purview, when they have an 

open DCS case, and when they have an open prevention case more specifically.  

 

a 

 

DCS Agency Framework for Monitoring Child Safety 

DCS Risk and Safety Assessments 
DCS assesses risk and safety for all families who have had a report of abuse or neglect screened in. It is 

important to note that this requirement applies to all families involved with DCS – those with out-of-

home cases and those with in-home cases including those receiving prevention services. As required by 

DCS Policy 4.18 in Appendix V, DCS will complete an initial safety assessment within 24 hours of the 

initiation of every assessment of child abuse and neglect received through the Indiana Child Abuse and 

Neglect Hotline. The purpose of the formal safety assessment is to help assess whether any child is likely 

to be in immediate danger of serious harm/maltreatment that requires a protecting intervention and 

determine what interventions (protective factors/safety responses) should be           initiated or maintained to 

provide appropriate protection. The content of the safety assessments  

 

A subsequent safety assessment (DCS policy 4.38 Assessment Initiation in Appendix VII ) will 

be completed  when there are: 

1. Changes in family circumstances. 
 

2. Changes in information known about the family. 
 

3. Changes in the family’s ability to utilize protective factors to mitigate safety threats. 
 

4. Changes at the point of a case juncture. 

(continued) 

 

https://www.in.gov/dcs/files/4.18%20Initial%20Safety%20Assessment.pdf
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i. Safety of children served outside of DCS by Healthy Families America/Healthy Families Indiana 

(HFI) 

 

An important aspect of Indiana’s prevention efforts is the work that happens outside of DCS. 

Healthy Families Indiana provides prevention supports to high-risk families in Indiana. Where 

DCS is inherently reactive to reports of suspected child abuse and neglect, HFI’s efforts, where 

successful, preclude the need for DCS involvement by getting families what they need when 

they need it. If safety concerns are present and the HFI site suspects child abuse or neglect, a 

report is made to                    the DCS hotline in accordance with Indiana statute and DCS contract with HFI. 

DCS then initiates contact with the family if the report is screened in for an assessment. It is 

important to note that failure to meet this contracted obligation can result in a corrective 

action plan, termination of the contract altogether, or restriction of the terms of the contract to 

exclude specific HFI employees out of compliance.  

 

DCS alone does not dictate HFI’s safety efforts—their own safety policies can be viewed in 

Appendix XV and XVI. HFI oversees multiple sites across the state, to which these policies apply. 

Each local site develops its own policies and practices within the parameters set by HFI 

statewide policies and HFA national policies. HFI requires orientation training for staff to 

include “Orientation to child abuse and neglect indicators and reporting requirements. (10-

2.D).” While local sites are able to determine their own procedures around child abuse and 

neglect, they must include: 

• “Any individual who has a reason to believe a child is a victim of abuse or neglect has 

the duty to make a report.” 

DCS will identify protective factors (e.g., nurturing and attachment to the child, knowledge of 

parenting and of child and youth development, parental resilience, social connections and 

concrete supports for parents) that mitigate safety concerns. DCS will work with the family 

and CFT to identify safety responses and write a comprehensive safety plan. In addition to the 

safety assessment tool, the Family Functional Assessment (FFA) tool should be utilized when 

working with self-identified lesbian, gay, bisexual, transgender and/or queer/questioning 

(LGBTQ) youth. Safety assessment questions helpful in determining the safety of LGBTQ youth 

can be found in the FFA tool. 

 

DCS will continually reassess a child’s safety based on the most current information available by   

completing subsequent safety assessments at the junctions previously specified. Adjustments to the safety 

plan will be completed as needed and reviewed/approved by the FCM, FCM supervisor and service 

provider during supervision. Additionally, DCS will identify and communicate safety concerns with the 

child and family team and work with the INFPS provider to mitigate safety issues (regardless of whether 

safety concerns are identified by the INFPS provider or DCS FCM).  

 

https://ingov.sharepoint.com/sites/DCSPublic/StaffDev/PracticeModel/Family%20Functional%20Assessment%20FFA%20Field%20Guide/Forms/AllItems.aspx?viewpath=%2Fsites%2FDCSPublic%2FStaffDev%2FPracticeModel%2FFamily%20Functional%20Assessment%20FFA%20Field%20Guide%2FForms%2FAllItems.aspx
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• “Without lapse of time (immediate) notification of the program manager and/or 

supervisor when abuse or neglect is suspected.” 

• “Sites are required to document the date and time of the call reporting child 

abuse or neglect was made, and date and time the supervisor/manager was notified.” 

• “Annual training on reporting child abuse and neglect must be provided to all staff.” 

The entirety of these requirements can be viewed in Appendix XVI.  

About Healthy Families Indiana and Safety 

 

Healthy Families Indiana (HFI) utilizes the FROG tool to assess factors 

associated with increased risk for child maltreatment or other adverse 

childhood experiences. HFI home-visiting staff members use the responses to 

create a service plan to organize the risks, concerns and needs identified by 

families with the activities, interventions and supports provided by the family 

support specialist to help ameliorate family risk. This service plan meets the 

requirements of a child specific prevention plan as defined in legislation.  In 

addition, HFI completes screening for maternal depression at various intervals 

during participation using the Edinburgh Postnatal Depression Scale (EPDS) or 

Center for Epidemiologic  Studies Depression Scale (CESD) and interpersonal 

violence (IPV) on all primary caregivers and makes referrals for resources when 

necessary. 

 

HFI policy requires home-visiting staff to educate families on the following 
safety topics: 

 

• Car seat installation: within 1 month of birth 

• SIDS/Back to sleep/safe sleep/co-sleeping: first visit 

• Shaken baby: first visit 

• Blunt-force trauma: first visit 

• Post-partum depression: within 4 weeks of birth 

• Fire: within 1 month of birth 

• Water temperature: within 2 months of birth 

• Poison: within 6 months of birth 

• Water safety (drowning): within 6 months of birth 

• Appropriate caregivers: within 1 month of consent 

 

(continued on next page) 
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HFI staff are trained on all tools prior to use. For the Family Resilience and Opportunity 

for Growth Scale (FROG) HFA certified trainers train the assessment workers on how to use the 

tool and how to document the assessment.  This occurs during what is called FRS/FAW Core 

Training.  HFA certified trainers also provide FSW/FSS Core, which has to be completed within 6 

months of employment. During this training the direct service staff receive additional training on 

all of the tools used, training on how to create/monitor the service plan/prevention plan. (This 

service plan meets the requirements of a child specific prevention plan as defined in legislation.) For 

home visiting staff that will be working with families prior to attending Core, each HFI site is 

required to offer what they call Stop Gap training that uses HFA training materials. HFI staff are 

also trained on child abuse and neglect and reporting during both Core trainings, it is also a 

required training for all DCS contracted providers. DCS also provides a training session on signs of 

CA/N and reporting at our Biannual Institute for Strengthening Families Conference.  

 

Staff members are required to make every effort to educate anyone who cares 

for the child (spouse, boyfriend/girlfriend, grandparents, other household 

members) on safety topics. These topics are covered again with subsequent 

pregnancies or when new caregivers or household members are identified. 
 

HFI home-visiting staff members observe parent child interaction during each home 

visit and document their observations (following the CHEERS memory aid: Cues, 

Holding, Expression, Empathy, Rhythm/reciprocity, and Smiles). They subsequently 

complete the CHEERS check-in tool, used to assess parent/child interaction, at 

multiple intervals throughout the duration of services. The CHEERS check-in tool 

must be completed at least once per year. 
 

If at the conclusion of the 12-month child-specific plan the child is still deemed to be a foster care 

candidate, Indiana will not automatically remove the child from the home unless there are safety 

risks that cannot be mitigated through service provision. Instead, Indiana will terminate the initial 

plan, re-evaluate the child and family’s needs, and create a new child-specific prevention plan in 

order to continue to provide prevention services with the goal of keeping the child safely in their 

home and preventing entry into foster care. 

 

A list of HFI’s tools and table displaying the timing of their utilization by HFI staff is presented in 

Appendix XXV. 
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ii. Safety of Children Receiving Prevention Services through a DCS Case (in home and 

out of home) 

 

In addition to DCS safety assessments, children receiving prevention services have a 

particularly robust framework for safety assessments. As part of the INFPS service-delivery 

model, DCS FCMs, in addition to INFPS providers, assess safety on a regular and continuing 

basis (through formal and informal assessments) and review caregiver protective factors when 

engaging with children and families. When a provider begins working with a family, they have 

7 days to create a safety plan in collaboration with both the family and the DCS FCM. Formal 

safety assessments are conducted by the FCM on a bi-annual basis at minimum and weekly by 

the provider. Please see Table 1 below for clarity. 

Table 1. Safety Assessment Responsibilities 

Safety Assessments DCS FCM INFPS Provider 

Informal Monthly at minimum Ongoing during contact 

with the family 

Formal Bi-annually at minimum Weekly at minimum 

 
 

As part of a comprehensive assessment of children and families and in collaboration with DCS 

FCMs and INFPS providers, DCS will ensure children who receive prevention services receive an 

initial    safety assessment, as well as formal and informal safety assessments throughout DCS’ 

involvement. If safety issues are identified, DCS will determine whether the children can 

remain safely at home with prevention services in place.  

 

 

 

 

 

Indiana defines Title IV-E Candidacy as any child that is actually removed or any child at imminent risk of 

removal. DCS Policy 15.10 can be read in Appendix XIII. In the context of prevention, in which the goal is 

to maintain the child in the home of origin, the relevant definition of Title IV-E Candidacy is children at 

imminent risk of removal, which DCS further defines in DCS Policy 7.1, which can also be read in its 

Indiana’s Definition of Title IV-E Prevention Candidacy 
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entirety in Appendix XIV. The specific clauses granting eligibility for the relevant prevention populations 

reads as follows:  

“The Indiana Department of Child Services (DCS) will make an initial determination as to whether 

an individual child is at imminent risk of removal and therefore a candidate for placement in out-

of-home care.” 

 

“The following are examples of criteria, based on federal guidance, for a child who is at imminent 

risk of removal and therefore a candidate for out-of-home placement: 

1. Substantiated assessment of abuse or neglect; 

2. Open IA or In-Home CHINS; and 

3. Child and/or family will receive or is currently receiving services to prevent the need for 

removal while the child is living in his or her home.” 

 

Families receiving HFI are incidentally considered eligible for Title IV-E services because by definition they are 

receiving services to prevent the need for removal. Their eligibility for those services is determined on an 

individual basis through HFI’s screening process. 

 

C. Target Populations and Eligibility for Prevention Services 

 

In Indiana, prevention services are delivered to  the following target populations: families 

served outside of DCS by HFI providers, families engaged with DCS via either an informal 

adjustment or child in need of services (CHINS) in-home services case, and pregnant and 

parenting youth in foster care. Eligibility and relevance are explained below by target 

population. 

 

Families served outside of DCS using HFI: This level of service is appropriate when there is low 

risk to the child and the family is not able to manage risk factors                             using its own strengths and 
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resources. HFI determines eligibility for its services using an eight-item screen, which can be 

seen in Appendix XVII.  

 

DCS involvement is limited to working with community partners and stakeholders who can link 

the family with those prevention services and community resources that effectively and safely 

address its needs. DCS will continue to be responsible for the final IV-E prevention eligibility 

determination for HFI-involved families. In terms of determining eligibility for HFA/HFI, DCS 

will require HFI providers to meet all requirements of IV-E prevention planning before 

determining that a child and family are eligible for IV-E prevention fund claiming. The eligibility 

determination date is the last date when each of the following has occurred:  

• the Service/Prevention Plan is completed with the family1,  

• on the date of birth of the child, and  

• any necessary safety and risk assessments have been completed.  

These dates are captured in the Comprehensive Child Welfare Information System (CCWIS) as  

data points and will be used as the start date for service eligibility and claiming. If the HFA/HFI 

service/prevention plan begins before the child is born, DCS will use the latter of the 

service/prevention plan start date or the date of birth as the start date for service eligibility 

and claiming.  

DCS will retain the determination of eligibility Title IV-E Prevention Plan candidacy. If the family 

remains engaged and in need of HFA/HFI services in order to reduce the risk of removal after 

12 months from the date the first service/prevention plan is completed (and after the child has 

been born), DCS will work with HFA/HFI providers to ensure that services, eligibility, and 

claiming continue as appropriate. Again, if at the conclusion of the 12-month child-specific plan 

the child is still deemed to be a foster care candidate, Indiana will not automatically remove 

the child from the home unless there are safety risks that cannot be mitigated through service 

provision. Instead, Indiana will terminate the initial plan, re-evaluate the child and family’s 

needs, and create a new child-specific prevention plan in order to continue to provide 

prevention services with the goal of keeping the child safely in their home and preventing entry 

into foster care. 

 

Families Served by DCS 

Table 2. Monthly Snapshot Case Counts by Case Type 

Date of Snapshot 
Informal Adjustment 
(IA) IA + In-Home CHINS In-Home CHINS 

7/1/2020 3,082 7,439 4,357 

 
1 HFA, as an evidence-based model that has received a well-supported rating on the Title IV-E Prevention Services Clearinghouse, can be 

provided to a family prior to the birth of a child. DCS recognizes that Title IV-E Prevention funds can be claimed only for children who 

have been born. DCS will claim only the costs of HFA for children who meet at Title IV-E prevention plan requirements and who have 

been born. 
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8/1/2020 3,000 7,293 4,293 

9/1/2020 2,874 7,175 4,301 

10/1/2020 2,916 7,179 4,263 

11/1/2020 2,923 7,160 4,237 

12/1/2020 2,919 7,050 4,131 

1/1/2021 2,896 6,980 4,084 

2/1/2021 2,951 6,924 3,973 

3/1/2021 2,847 6,741 3,894 

4/1/2021 2,771 6,649 3,878 

5/1/2021 2,705 6,453 3,748 

6/1/2021 2,426 6,108 3,682 

 

Families served through an informal adjustment (IA): Families with an IA have had an 

assessment of child abuse and neglect allegations and are formally involved with DCS. Families 

with an IA can have risk levels ranging from moderate to very high, but coercive intervention of 

the  court is not needed. DCS works with the family to develop the terms of the IA, monitor 

participation in services and regularly evaluate the child’s safety. The court must approve the 

IA and monitors the IA through DCS documentation rather than court hearings.  

 

Families served through an IA are eligible for Title IV-E funding according to DCS Policies 15.10 

and 7.1. From DCS Policy 7.1: 

 “The Indiana Department of Child Services (DCS) will make an initial determination as to 

whether an individual child is at imminent risk of removal and therefore a candidate for 

placement in out-of-home care … A child is at imminent risk of removal when a substantiation 

of abuse or neglect is made by DCS, as documented by an approved substantiated Assessment 

of Alleged Child Abuse or Neglect (311) (SF113), an Informal Adjustment (IA), or In-Home Child 

in Need of Services (CHINS) case is opened, and reasonable efforts are made to prevent the 

child’s removal from his or her home.” 

 

Families served through child in need of services (CHINS) cases in which the child or children 

are not removed: DCS may file an in-home CHINS petition for children in families where the 

risk level is high or very high and coercive intervention of the court is needed to ensure the 

child’s safety and well-being. The court monitors the case, including the case plan and 

permanency goal. Families and  children engaged in an in-home CHINS will receive Indiana 

Family Preservation Services in addition to other services that are identified by the family case 



15 | P a g e 

 

 

manager and family team.  

  

DCS internal reports demonstrate that 3,297 families had an open In-Home CHINS as of Dec. 1, 2021. 

Monthly reports are summarized in Table 2, demonstrating a snapshot count of families with IA’s, In-

Home CHINS, and the total of both, demonstrating the population to be served through Indiana 

Family Preservation Services (INFPS). These monthly reports are accessible to the public at any time 

from the following link: https://www.in.gov/dcs/reports-and-statistics/practice-indicator-reports/. 

Reports can be selected by month first, then by report. The report demonstrating In-Home and Out-

of-Home cases is “Safely Home Families First by County.” 

Who are we serving? 

DCS utilizes Child and Adolescent Needs Assessments to identify the services of the family, but an important 

step in identifying the services needed is understanding the challenges the family faces. More than 17% of 

children with a prevention case have adjusted to trauma in a way that is causing problems for the child. An 

additional 60% are identified as “sub-threshold,” meaning that a child’s maladaptation to trauma does not 

currently but could eventually warrant intervention. This typically occurs when the child either has a history to 

which they may regress or the child displays maladaptive behaviors to be monitored. The CANS Assessment 

measures several emotional/behavioral aspects of the child. Adaptation to trauma is the most common 

challenge children with in home cases face, but certainly not the only challenge: 

• 8% of children with in home cases struggle to control their anger in ways that cause problems. 

• 10% struggle with anxiety and 11% struggle with depression. 

• Many others struggle with conduct (5%), delinquency (3%), intentional misbehavior (4%) and 

opposition (7%). 

• 7% struggle with impulsivity or hyperactivity. 

 

The CANS Assessment also includes items that relate to the child’s caregiver and family environment: 

• 60% of children with in home cases are experiencing family functioning issues in the household. 

• 58% are experiencing family stress. 

• 44% have parents needing parenting knowledge, 34% have parents struggling with organization, and 

36% with safety needs. 

• 43% have parents that need to be more involved in the care of their child. 

• 48% have parents that struggle to supervise appropriately and 16% have parents that struggle to access 

child care. 

• 37% have parents struggling with substance use. 

• 44% have parents lacking social resources, 25% lack residential stability. 

 

https://www.in.gov/dcs/reports-and-statistics/practice-indicator-reports/
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Children with In-Home cases (In-Home CHINS or IAs) both receive family preservation services and are 

the primary target population of this prevention plan. The feature below describes what else is 

known about this population.  

 

The CANS Assessment items in the feature above let us know not only the challenges that the child faces 

but also the challenges the child’s parents face that may be impacting the child directly. In-Home cases 

largely revolve around neglect related issues. 84% of children with substantiated allegations have a 

substantiated allegation of neglect. In a child welfare context, allegations of neglect are treated as a 

threat to the safety and well-being of the child. Inadequate attention has been applied to the child and 

the needs of the child, but it’s important to note that neglect does not assume voluntary inadequacy on 

the part of the caregiver. In many cases of neglect it is not the intention of the caregiver not to meet the 

needs of the child, but rather a natural consequence of a lack of knowledge or ability on the part of the 

caregiver. An example respectively of knowledge and ability challenges comes from the CANS: 44% of 

children with in-home cases have caregivers that lack the knowledge necessary to parent the child, and 

25% of children with in-home cases have caregivers struggling with residential stability. Services have 

been selected based on the needs of this population. Rationale for each service’s selection can be found 

in section F of this document. 
 

Pregnant/parenting youth in foster care: DCS has included pregnant and parenting youth in 

foster care within the population to be served by IV-E prevention services. Pregnant and 

parenting youth are eligible for Title IV-E dollars because they are in the custody of DCS. DCS 

has embraced a two-generation approach to case management for pregnant and parenting 

youth. DCS offers targeted and relevant prevention-based services to pregnant and parenting  

youth in foster care. Providing an array of prevention services further support our youth and 

their children and reduce generational entry of youth into foster care. Pregnant or parenting 

youth in care themselves are eligible for Title IV-E Prevention Services because by definition 

they are in state custody.  

 

Because youth can remain in care up to age 23, it’s important for child welfare agencies to 

strengthen their ability to prepare youth for living independently as adults and, sometimes, as 

parents (Fernandes-Alcantara, 2019). A study of foster youth in the Midwestern U.S. found that 

female foster youth are twice as likely to become parents as their peers who are not in foster 

care: 50.6% of young women in foster care had at least one child by age 19 compared to 20.1% 

of the general population (Dworsky and Courtney, 2010). In 2019, Indiana evaluated a change 

to its treatment of parenting youth in care. The population distribution of parenting youth in 

care by age of the parent at birth of the child demonstrated that the most common ages 

Indiana’s foster youth become parents are ages 15 through 17 (DCS Internal Reports, 2019). 

Parenting foster youth are particularly young parents and therefore are subject to higher risks. 

Children of young parents are at higher risk of experiencing child maltreatment including death 
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(Phipps et al., 2002). Yet youth who become parents while wards of the state must face the 

challenges of approaching independence, parenting and navigating the foster-care system from 

both the perspective of a child and a parent all at once. A study of Illinois’ child welfare data 

demonstrated that youth in care who had children struggled not only with parenting skills 

(reported for 38% of youth) but also with educational and job skills, especially if the mother 

had two or more children (Leathers and Testa, 2006). In 2019, Indiana’s data on parenting 

youth indicated that, since 2012, 85% of parenting youth in care had a child removed from 

them. For this reason, parenting youth in care are a target population for prevention services. 

 

DCS Target population: Who are we trying to serve and why?  

On June 1, 2021, DCS was serving 6108 children on prevention cases, and 9113 

children on out of home cases. Improvements are coming but we know that 

prevention is critical for reducing the number of children that need to be placed in 

out of home care. When it comes to prevention and preservation, DCS takes safety 

as the number one priority. We looked at data about which children are being 

removed, and why? How did they come to be in our system to begin with? We find 

that the younger the child, the more likely they are to have a report, assessment, 

case, and removal. Older children have knowledge and abilities that infants and 

toddlers do not have protect them from unsafe circumstances. Nearly 40% of all 

children removed in 2021 were 3 or under (DCS Internal Reports, 2021). Even more 

specifically than this, DCS removed more infants under 1 year of age last year than 

any other age—and more than twice the number removed between ages 1 and 2. 

Parenting newborns and infants is not easy, and infant safety is knowledge that not 

every parent has.  The most common substantiated allegation against children under 

4 is that the environment endangers the health or life of the child (DCS Internal 

Reports, 2021). Many parents do not have the resources or support to access what 

their child needs. In fact, the majority of substantiated allegations in our system are 

neglect allegations, many of which are not related to inappropriate behavior of a 

parent but rather to their lack of knowledge, first hand experience, or abilities. 

Ninety-seven percent of substantiated allegations for babies under 1 are neglect 

allegations. Substantiated allegations of neglect of babies under 1 account for about 

22% of all substantiated allegations.  
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D. Agency Framework for Prevention Services 

DCS has both external and internal components to our prevention plan. Allegations to the Indiana Child 

Abuse and Neglect Hotline begin the process of eligibility for internal components of our prevention 

plan. However, many families access prevention services without ever being involved with DCS, because 

of our long-standing partnership with Healthy Families America/Indiana. 

 

i. Healthy Families Indiana  

 

DCS has collaborated with Healthy Families America/Indiana (HFA/HFI) to expand home-visiting 

initiatives in Indiana. HFA has been designated a well-supported practice by the Title IV-E 

Prevention Services Clearinghouse. Indiana has invested in these evidence-based home-visiting 

and skill-building programs so families can remain safely together and parents can gain the 

skills needed to keep their children safe long after services have ended. HFI has a documented 

history of keeping children and families safe and improving outcomes. Utilization of HFI is an 

important prevention effort to reduce families with DCS involvement altogether. HFI’s support 

of Indiana families precludes the need for DCS involvement in some cases. Further investments 

in HFI, particularly when a DCS FCM is not involved in the case, are therefore an integral part of 

DCS’ Title IV-E prevention strategy of keeping children and families thriving in their own home.  

 

In accordance with the Child Welfare Policy Manual question 8.6C, DCS will contract with 

HFA/HFI providers to complete the “administrative activities necessary for the administration 

of the title IV-E prevention program … Examples of Title IV-E administrative activities that may 

be contracted out include developing and maintaining the child’s prevention plan, activities 

Each family’s service needs are identified by a qualified service provider, but what we know is 

that we are serving Indiana families in prevention cases because according to the CANS: 

• Caregivers are struggling to safely parent very small children because they do not know 

how or do not have the resources and support they need.  

• 60% of children with DCS Prevention cases experience challenges at home with family 

functioning. 16% have parents struggling to get child care, and 44% have parents who 

demonstrate inadequate parenting knowledge. 

• Caregivers are struggling to support their families adequately. 

• 25% of children with DCS Prevention cases live with a caregiver who struggles with 

residential stability.  
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associated with meeting the requirements in section 471©(5)(B)(ii) of the Social Security Act 

(the Act) to monitor and oversee the safety of children receiving prevention services, and other 

activities that comport with or are closely related to the examples provided in 45 CFR 

1356.60(c)(2).” (See the Child Welfare Policy Manual, question 8.6C). DCS will “supervise the 

activities performed by the contracted agency … and make the determination that a child is a 

candidate for foster care.” (CWPM, question 8.6C). HFI providers will engage, assess for risks 

and plan for safety and services with their HFI families on a regular basis. Additional 

information on how HFI assesses safety can be found in section B.i. of this document. 

 

ii. Indiana Family Preservation Services 

 

DCS has built a framework of services and outcome expectations for Indiana Family Preservation 

Services (INFPS). DCS has built a comprehensive service standard designed to properly identify, assess, 

engage and provide appropriate evidence-based programs to children  and families in an effort to keep 

families thriving together safely in their own home. It is important to note that DCS is not requesting 

approval of INFPS through this prevention plan. We are seeking approval for our utilization of EBPs in 

the context of our prevention program INFPS. INFPS itself will be submitted to the Title IV-E 

Clearinghouse, and we do not seek approval for INFPS under the prevention plan. Descriptions of INFPS 

are meant for context and legibility of our prevention plan.  
 

INFPS services are designed to work with families that have had an incident of abuse and/or 

neglect when DCS believes the child(ren) can safely remain in the home with their caregiver(s) 

with the introduction of appropriate services to the family. When such families are identified, 

the FCM caseworker refers the family to the INFPS provider. The INFPS referral must begin with 

a holistic assessment of the family resulting in an appropriate service and treatment plan that is 

based on  the assessed need as determined by the INFPS provider. The goal for these services is 

to preserve the family and avoid removal of the child(ren), provided it is safe for the child(ren) 

to remain with their identified caregivers. It is important to note that the primary distinctions 

between the previous and current approaches to serving families are: 

• The family is seen in most cases by one provider instead of several, which reduces 

confusion for families and ensures that the INFPS provider can focus on the delivery of 

the service as outlined in the model’s service standard (the program’s manual). This also 

allows the department to better identify each INFPS agency’s impact on families 

through provider-level outcome tracking that has been ongoing since the program’s 

launch. The only exception would be if an INFPS provider who was already working with 

a family determined that it did not have staff qualified to meet a newly identified 

service need of the family. For example, if a young family’s presenting needs upon 

assessment lead to an INFPS referral to a provider with expertise in parent-education 

models such as Healthy Families America, but, after beginning their work with the family 

https://www.in.gov/dcs/4102.htm
https://www.in.gov/dcs/4102.htm
https://www.in.gov/dcs/4102.htm
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and making progress, substance abuse is identified as a presenting issue. If the existing 

INFPS provider does not feel they have the expertise to treat the newly identified 

substance-abuse concern, but the child and family team involved with the family feels 

the INFPS provider is making progress with their parent-education-focused 

interventions, the team may decide to bring in an additional provider to work on the 

substance-abuse concerns. It should be noted, however, that INFPS providers have the 

ability to deliver comprehensive services to families, including services that address 

substance use disorder. However, since these families are most often new to DCS, 

concerns not previously identified can emerge over time, and child and family teams 

have the ability to address them by either changing the INFPS provider to ensure all of 

the family’s needs are met, or they can bring in an additional provider as DCS does 

continue to contract for all previously available services. The goal, however, is to serve 

families as often as possible with one provider who is well matched to the needs of the 

family and who is in place quickly. This helps ensure the benefits of INFPS, including the 

provision of evidence-based models and concrete supports, are available to families 

when they are needed, and that INFPS providers can focus on the program’s goals of 

keeping families together and children safe.  

• The responsibility of designing a treatment plan shifted from the DCS FCM to the INFPS 

Provider best acquainted with the family’s clinical needs, clinical options available and 

the fit between the two. 

• Both the FCM and the INFPS Provider are assessing safety both informally and formally. 

 

Services must be comprehensive and 

individualized to families’ unique needs. All 

services delivered under this standard must have 

as a foundation at least one evidence-based 

practice (EBP) that is classified at a minimum as 

a promising practice on the California Evidence- 

Based Clearinghouse (CEBC) 

(http://www.cebc4cw.org/). These services must 

be home-based and must monitor and address 

any safety concerns for the child(ren). 

 

As part of the Title IV-E Prevention Plan, DCS will                                     use Title IV-E prevention dollars to fund 

certain EBPs that are on the IV-E Prevention Services Clearinghouse and included in the case 

plan for the child and family. For children and families that have a DCS family case manager 

(FCM) along with an INFPS service provider, the date that the case/prevention plan is 

completed is the date of eligibility for IV-E prevention claiming purposes for the child and 

http://www.cebc4cw.org/
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family. The start date of the case/prevention plan is a date currently in the Comprehensive 

Child Welfare Information System. DCS will retain the determination of eligibility Title IV-E 

Prevention Plan candidacy. Additionally, safety and risk assessments (whether formal or 

informal) will continue to be monitored by DCS FCMs and INFPS service providers on a regular 

basis. Children and families receiving INFPS have an FCM and a service provider, both of whom 

jointly assess for risks and plan for safety with the family on a regular basis while the DCS case 

remains open. For clarity on the roles and responsibilities of the DCS FCM versus the INFPS 

Provider, please see Table 3 on the next page.  

 

Outcome Based Contracting in Indiana 

Prior to the development of Indiana Family Preservation Services (INFPS), DCS primarily reimbursed 

contracted service providers using a fee-for-service approach. Under the previous approach, providers 

could only provide the services for which they received a specific referral from a DCS Family Case Manager 

(FCM). Family Case Managers, who are not clinicians, juggled many responsibilities on each case, including 

being expected to understand the scores of individual service referrals that could be made for each family. 

This approach led to a lack of flexibility for service providers treating families as they could only deliver the 

specific service for which they were referred, and, often, there would be multiple provider agencies 

involved with each family delivering specific, non-comprehensive services at the same time. An example 

would be a family simultaneously receiving home-based therapy, home-based casework, substance use 

disorder outpatient treatment, and parent education services, each delivered by a different provider 

resulting in four different provider agencies working with them. This resulted in a lack of care coordination, 

increased confusion for the family, and challenges following the DCS practice model which calls for regular 

teaming of cases, and there was no ability for the department to really understand the impact of each 

agency’s work. In addition, with fee-for-service, if a family was unable to keep a scheduled appointment 

with a provider, the provider would not receive any reimbursement for that time resulting in providers 

canceling referrals for families who were not engaging well in their services. INFPS, with its shift to per-

diem-based reimbursement and one provider delivering comprehensive services to each family, allows 

providers to use their clinical expertise to identify each family’s presenting issues and develop treatment 

plans and evidence-based interventions to address them, as well as ensure they have resources to keep 

trying to engage initially-resistant families. INFPS providers know the clear goal for all of these cases is to 

safely preserve the family whenever possible, and they are able to focus on achieving these outcomes 

without having to be concerned with billable time. They are, however, still very focused on delivering 

quality interventions and supporting families as they know that provider-level outcomes related to repeat 

maltreatment and children who have experienced removals are tracked and updated often (daily, on a 

Tableau report that is available to all Family Case Managers), with these outcomes influencing to which 

agency INFPS referrals are sent. Providers are also given regular reports for their specific agency so that 

they can understand how they are impacting families and develop continuous quality improvement 

practices, which is a requirement that is included in every INFPS provider contract.    
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Table 3. Roles and Responsibilities, DCS FCM versus INFPS Provider 

 

 

a. EBP Effectiveness in INFPS 

It is not in the interest of DCS nor the children and families we serve to refer and pay for 

services that are not helpful to a family’s progress towards permanency. There are guardrails 

against DCS providing irrelevant or unhelpful services. In the case of prevention services, the 

progress of each family is closely monitored by the INFPS provider and by the DCS FCM. Both 

parties share responsibility in identifying the appropriateness and effectiveness of services 

received throughout the duration of the referral. If a service provided is not a good fit for the 

family or is not leading to the expected outcomes, it is the responsibility of the INFPS 

provider to identify and make adjustments to the family’s treatment plan. Notification of 

recommended changes to the family’s treatment plan are reported to the DCS FCM within 

the monthly report at the very least (please see the INFPS Service Standard in Appendix III). 

The FCM utilizes this monthly report to understand the progress of the family in pursuit of 

DCS Family Case Manager (FCM) Roles and 

Responsibilities 

INFPS Provider 

The FCM is required to conduct initial assessments of 

safety and risk at the opening of any case. These 

assessments allow the FCM to identify an appropriate case 

plan for the family and to determine the eligibility of the 

family to receive INFPS. 

Responsibilities do not begin until a referral for INFPS has 

been processed.  

The FCM refers an eligible family to an INFPS Provider for 

INFPS Services.  

INFPS Services Begin 

The FCM has put together a case plan with the family that 

specify a set of treatment goals towards case closure. The 

FCM works with the family and provider on a safety plan. 

INFPS provider assesses the service needs of the family 

and determines treatment plan. INFPS provider is 

responsible for ongoing assessment of family’s progress 

and adjusting the treatment plan as needed. The provider 

creates a safety plan with the family and DCS FCM. 

The FCM continues to manage the progress of the DCS case 

including facilitating and communicating around 

permanency and progress. 

INFPS provider performs all services or supplements the 

family’s treatment plan with additional referrals billed to 

Medicaid through the INFPS provider. 

The FCM continues to manage the progress of the DCS case 

including monitoring the family’s progress in services and 

facilitating movement towards permanency. 

INFPS provider is required to submit monthly reports to 

the DCS FCM. Reporting requirements are covered in the 

EBP Fidelity section on page 21 of this document. 

The FCM continues to conduct monthly in person visits and 

safety assessments with each child on the INFPS referral for 

the duration of their DCS case. 

INFPS conducts ongoing safety assessment including one 

weekly formal safety assessment.  
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their case and treatment goals. A sustained lack of relevant outcomes has immediate and 

broader consequences for the provider. On the case level, an FCM who do not see relevant 

progression of the family would end the referral with the provider. At the highest level, 

ongoing failed referrals and poor outcomes would lead to DCS terminating the contract with 

that provider.  

 

Every INFPS provider has a contract with DCS which specifies that “All service plans must 

include goals that address issues of child safety and the family’s protective factors. Monthly 

reports … must outline progress towards goals identified in the service plans.” A Family 

Preservation Service contract can be read in its entirety in Appendix II. All DCS contracts are 

available to the public at 

https://fs.gmis.in.gov/psc/guest/SUPPLIER/ERP/c/SOI_CUSTOM_APPS.SOI_PUBLIC_CNTR_FL

.GBL?&. This contract obligates providers to create treatment goals that are relevant to the 

case goals set by DCS. Moreover, the progress of the family towards those treatment and 

case goals needs to be documented and tracked thoroughly by the provider and delivered to 

the FCM.  

 

b. EBP Fidelity in INFPS 

In order to ensure that Indiana children and families receive evidence-based programs that 

are served to fidelity, DCS has several processes in place for all services provided, including 

prevention services. INFPS Providers are subject to the content of their contracts with DCS, 

which itself requires compliance with EBP model holders and a number of attachments 

including the Family Preservation Services Standard (Appendix III) and relevant assurances 

(Appendix IV). 

 

The INFPS contracts obligate the provider to submit reports that “must contain all of the 

information requested by the State and must conform to the format and content of the 

reporting procedure specified by the State.” The INFPS Service Standard explains in detail 

the expectations of providers’ monthly reports: 

 

“Monthly reports are due by the 10th of each month following the month of service 

provision, unless requested earlier by DCS. Case documentation shall show when report is 

sent and include: a) Provider recommendations to modify the service/treatment plan b) 

Discuss overall progress related to treatment plan goals including specific examples to 

illustrate progress.” 

 

Details of these fidelity reports can be found below in the feature “INFPS Fidelity Checks.” 

 

Lastly, DCS monitors fidelity by conducting audits of every contracted service provider once 

https://fs.gmis.in.gov/psc/guest/SUPPLIER/ERP/c/SOI_CUSTOM_APPS.SOI_PUBLIC_CNTR_FL.GBL?&
https://fs.gmis.in.gov/psc/guest/SUPPLIER/ERP/c/SOI_CUSTOM_APPS.SOI_PUBLIC_CNTR_FL.GBL?&
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every four years. The case record documentation required for these audits is detailed in the INFPS 

Service Standard – the entirety of Section VIII in the INFPS Service Standard can be found in Appendix 

III of this document. A more concise description of these requirements can be found in the 

Assurances presented with the RFP for INFPS: “The provider agrees to maintain all case records 

indicating time spent with the clients, documents provided to the referring Department of Child 

Services and referral forms that authorize services.” These assurances can be reviewed in their 

entirety in Appendix IV of this document. 

 

Contractors of the EBP’s for which we seek approval are also subject to fidelity tracking from the 

model holder of the EBP. The only service that is not constantly monitored by a model holder is 

Motivational Interviewing. Details on how model holders determine fidelity for each service can be 

seen in each service’s fidelity section under F. Service Description and Oversight.  

INFPS Fidelity Checks 

To ensure that INFPS is used to fidelity, Indiana has worked with service providers to properly 

document EBPs being used with families receiving Family Preservation. This process involves three 

independent steps. First, by the 12th of each month, providers enter all EBP information into a SurveyMonkey 

link. The provider will enter each EBP used with a family in the monthly reporting period for each focus child 

on the Family Preservation referral. The provider will enter case IDs, referral IDs and child IDs for all cases that 

received services the prior month. Furthermore, providers will enter in the date that they first received the 

referral and the first date of contact with the family. When entering EBPs, the provider will be asked a series 

of fidelity questions tied to the specific model being used. Depending on the model, there are two or three 

fidelity components tied to the participants the model is being used with, the amount of time the model was 

used with a participant in a given period of time, and that the model was used by an individual with the proper 

education or training experience. The EBP fidelity components were taken directly from the California 

Evidence Based Clearinghouse (CEBC) website. 

The second step to ensure INFPS fidelity is to verify all information entered by the provider in the 

SurveyMonkey. From February 2021 to May 2021, survey responses were downloaded once each month; from 

June 2021 onwards, survey responses were downloaded every other month. The survey responses were then 

cross validated with monthly reports that that the providers upload into the DCS case management system. If 

a provider entered that they used Motivational Interviewing with two children in a given month, two things 

would be checked. First, the two children must be verified as focus child on the referral/case. Second, the 

monthly document must clearly document the usage of Motivation Interviewing. If the information was 

entered correctly, the provider would not have to take additional action on the specific case. However, if there 

were any errors identified, such as a missing child needing entry or an EBP that was used in a monthly period, 

but not entered into the survey, the provider would be asked to resubmit the missing information. Notes were 

kept and tracked by DCS research analysts to make sure that any information (continued on next page) 
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E. Prevention Services  

i. Selection Process 

DCS has consulted with internal and external stakeholders across the state. Specifically, DCS has 

collaborated with other state agencies including the Family and Social Services Administration 

(FSSA) and the Indiana Department of Health (IDOH). Each of these state agencies administers 

health programs including mental health and substance abuse prevention and treatment 

services in Indiana. DCS has collaborated with other public and private agencies (including 

community-based organizations) with experience administering child and family services to 

foster a continuum of care for children, parents and caregivers receiving prevention services. 

Select executive staff traveled the state in 2019 to discuss FFPSA vision and planning with 

stakeholders including community members, court personnel, service providers, court 

appointed special advocates, foster parents, community mental health providers, juvenile 

probation officers, Indiana legislators and youth/families with experience with the system. 
 

Prevention services provided for or on behalf of a child and the parents or kinship caregivers of 

the child will be coordinated with other child and family services provided to the family under 

the state title IV-B plan. DCS partners with Healthy Families Indiana, as well other prevention 

services providers, through Indiana Family Preservation Services. These services are part of a 

strategic plan to maximize resources supported by Title   IV-B and TANF funds, prevention 

services funding and public health funding. 

requested of providers could be followed up with. Every other month DCS would send providers individual status 

updates with cases/referrals that need to be corrected.  

 The final stage to ensure INFPS fidelity is to clean all data entered and track individual fidelity measures in 

R Studio. Due to providers entering data on a monthly basis, it is critical to make sure that all data entered for each 

case is entered uniformly. This process includes checking all ID numbers and dates entered in the SurveyMonkey 

and make sure they are uniform across all entries. If a date field or ID number was entered incorrectly, DCS 

research analysts would change the field to the correct value. After checking data for each case was entered 

correctly, the three fidelity measures could be tracked and monitored accurately. The three measures include: 1) 

Are providers with an INFPS referral only using evidence-based services ranked as promising practice or higher on 

the CEBC? 2) Are providers with an INFPS referral using evidence-based services according to the individual 

model’s service standard set by the CEBC?; and 3) Do families accepted for an INFPS referral receive a face-to-face 

contact within three days of the accepted referral date? 
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DCS created an FFPSA workgroup that met throughout 2020 and 2021. The following members 

discussed FFPSA implementation and identified gaps in FFPSA compliance throughout 2020 and 

2021. The workgroup was integral to tracking and adjusting needs and closing the identified 

gaps in Indiana’s child welfare system. 

 

Table 4. FFPSA Workgroup Participants 

FFPSA Workgroup 

FFPSA Workgroup Coordinator: Heather Kestian 

Name Representative Agency/background 

Angela Reid-Brown Indiana Office of Court Services Judiciary 

Baily Truelove-Cargal Parent Member with lived 

experience 

Cassondra Kinderman Home-visiting program manager Indiana Department of 

Health 

Christina Commons First Steps director Family and Social 
Services Administration 

Demetrice Hicks Lived expertise with foster care Member with lived 

expertise 

Elena De La Cruz Prevention services provider Bowen Center 

Elisabeth S. Wilson Evaluation planning DCS 

Gael Deppert Magistrate, Marion County (Indianapolis) Judiciary 

Hannah Robinson Prevention services manager DCS 

Harmony Gist Staff training and development staff DCS 

Jessica Deyoe Nurse-family partnership administrator Indiana Department of 
Health 

Karen Hayden-Sturgiss Kinship care/field operations staff DCS 

Karen Mikosz Pokagon Band Citizen Pokagon Band of the 

Potawatomi Tribe 

Kara Riley Office of Data Management DCS 

Kelly Broyles Field operations DCS 

Kim Spindler Legal DCS 
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In January 2021, a draft of the IV-E Prevention Plan was shared broadly with internal and 

external stakeholders. DCS gathered feedback through email and virtual meetings. DCS shared 

and discussed the IV-E Prevention Plan with the Pokagon Band of the Potawatomi leadership in 

February 2021. Through this meeting, DCS and the Pokagon Band of the Potawatomi Tribe will 

further discuss a Title IV-E Tribal Agreement so that children and families who are Pokagon 

citizens can access services through Indiana’s Title IV-E Prevention Plan. Changes were made to 

the IV-E Prevention Plan to address feedback and adapt the plan to better meet the needs of 

Hoosier families. Indiana is committed to continually reviewing feedback on the IV-E Prevention 

Plan to improve service delivery and outcomes for children and families. 

 

Rationale for service selection incorporated the Indiana families we want to target, the 

service needs of Indiana families, and the populations for which the service produces positive 

outcomes. Table 5 on the subsequent page demonstrates each of these per EBP for which 

Indiana seeks approval. 

 

 

Table 5. Target Population Alignment per EBP in Alignment with Indiana’s Evaluation Waiver Requests 

Evidence 

Based Program 

Indiana’s Target Population Populations for which the EBP has Demonstrated Effective and Relevant Outcomes 

HFA High Risk families with young 

children (0 to 5). 

- High risk families in Hawaii (Duggan, 2004) 
- High risk families in New York (Mitchell-Hertzfeld, 2005) 
- First time mothers (DuMont, 2008) 

FFT Families with disruptive 

youth ages 11 to 18.  

- Delinquent youth ages 10-18 (Humayun, 2017) 
- Delinquent youth mean age approx. 15 (Celinska, 2013) 
- Court involved youth (Celinska, 2018) 
- Runaway youth (Slesnick, 2009) 
- Delinquent youth (Baglivio, Jackowski, Greenwald, & Wolff, 2014) 

Kyle Horine Probation service consultant Juvenile Justice 

Liz Day Prevention services provider Lifeline Inc. 

Matt Gooding Residential licensing coordinator DCS 

Melissa Norman Prevention services provider Choices Coordinated 

Care Inc. 

Michelle Madley Gibault QRTP provider 

Rachel Fisher Community-based provider (service continuum) Community Mental 

Health Center 

Todd Fandrei Administrative services DCS 
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TF-CBT Children with trauma and 

their parents. 

- Sexually abused preschool children (Cohen, 1996) 
- Children age 8-14 years old with sex abuse related PTSD (Cohen, 2004) 
- Children age 7-17 years with trauma (Goldbeck, 2016) 
- Children age 10-18 with trauma (Jensen, 2017) 
- Children age 3-6 with trauma (Scheeringa, 2011) 
- Children with trauma (Smith, 2007) 

MI Families in which a caregiver 

has substance use disorder. 

- Heavy drinking students, mean age approx. 19 (Carey, 2006) 
- Adults with alcohol dependence (Freyer-Adam, 2008) 
- Adults with alcohol dependence (Gentilello, 1999) 
- Incoming college freshmen below age 19 (Marlatt, 1998) 
- Young adults ages 16 to 24 (Diaz Gomez et al., 2019) 
- Nonpregnant adult women, mean age approx. 29 (Rendall-Mkosi, 2013) 
- Adults with substance use disorder (Saitz, 2014) 

- Women age 18-24 with reported use of marijuana (Stein, 2011) 

PAT High Risk families with young 

children (0 to 5). 

- High risk families including CPS referred families at approx. 21% 
(Chaiyachati, 2018)  

- High risk families (Wagner, 2001) 

- Low-income parents and children (Wagner, 2002) 

 

 

Rationale for service selection also incorporated how the service needs of Indiana families align with 

the proven outcomes produced by the EBP. Table 6 below demonstrates each of these per EBP for 

which Indiana seeks approval. 

 

Table 6. Indiana Needs and EBP Outcome Alignment in Alignment with Indiana’s Evaluation Waiver Requests 

Evidence-Based Program Indiana’s Service Needs Met by the EBP Evidence that the Program Meets that 

Need 

HFA Indiana families demonstrate the need for 

basic parenting education and support. 

60% of families assessed for HFA set 

unrealistic expectations for their child. 

Indiana families demonstrate a need for 

this program at a volume over twice that 

of current capacity. 

A third party evaluation of HFI showed 

improvement in many relevant areas 

(Healthy Families Indiana 2020 Evaluation 

Report, 2020). Parents became more 

responsive to their children (95.7%), 

understood their child’s development more 

(95.1%), became more involved in their 

child’s life and care (90.3%), organized 

(88.3%), and created appropriate home 

environments for their children (76.5%). 

Parents also addressed poor behaviors on 

the part of the child and parent (65.6%), 

became more effective parents (58.3%), 

learned to mobilize resources (71.2%) and 

problem solve (62%), as well as 

strengthened their own social supports 

(58.5%). The evaluation can be viewed in 

its entirety in Appendix XXI. 
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FFT Indiana families demonstrate the need for 

help parenting children with unmet 

behavioral needs. CANS assessments of In 

Home children reveal that many of these 

children experience challenges with 

Adjustment to Trauma (92%), 

Anxiety(37%), Depression (36%), 

Oppositional [Behavior] (24%), Anger 

Control (23%), Conduct (20%), Impulsivity 

or Hyperactivity (20%), Intentional 

Misbehavior (13%) and Delinquency 

(10%). 

FFT has been shown to improve children’s 

behavioral health (Celinska, 2013; 

Humayun, 2017; Celinska, 2018). Studies of 

FFT’s impact on delinquent youth have 

found improvements in depression 

symptoms, substance use, delinquent 

behaviors and negative consequences and 

reconvictions for delinquent youth 

(Slesnick, 2009). FFT has also been shown 

to support the child’s environment through 

improving family conflict skills and reducing 

verbal aggression (Slesnick, 2009). 

TF-CBT Indiana families demonstrate the need for 

specialized services for children who have 

experienced trauma. In a child welfare 

context, trauma services are especially 

important due to the traumatic nature of 

experiencing child abuse and neglect.  In 

2021, 17% of children with In-Home cases 

had CANS assessments indicating 

confirmed maladaptation to trauma, and 

an additional 65% had CANS assessments 

indicating the child’s response to trauma 

needs to be monitored. 

TF-CBT has been shown to improve child 

functioning  for children who have 

experienced trauma in accordance with the 

intended and proven treatment 

effect(Cohen,1996; Cohen, 2004; Goldbeck, 

2016; Jensen, 2017; Jensen, 2018; 

Sheeringa, 2011, Smith, 2007). TF-CBT has 

also been found to improve caregiver 

empathy and understanding of their 

children who have experienced trauma to 

prevent repeat maltreatment  and allow for 

the child to remain in the home in 

accordance with the intended and proven 

treatment effect (Cohen, 2004). 

MI Indiana families demonstrate the need for 

substance use treatment. 25% of reports 

to DCS involve substance use disorder. 

64% of removals are at least in part due to 

caregiver substance use disorder. 

The Title IV-E clearinghouse lists the 

following studies demonstrating the 

effectiveness of MI in treating caregivers 

specifically for substance use: Carey, 2006; 

Freyer-Adam, 2008; Gentilello, 1999; 

Marlatt, 1998; Rendall-Mkosi, 2013; Saitz, 

2014; and Stein, 2011.   

PAT Indiana families demonstrate the need for 

basic parenting education and support. 

60% of children with DCS Prevention cases 

experience challenges at home with family 

functioning. 16% have parents struggling 

to get child care and 44% have parents 

who demonstrate inadequate parenting 

knowledge.  

In particular, families including non-latina 

mothers became more organized, 

responsive to their children, utilized more 

appropriate discipline, and were more 

accepting of their child’s behavior (Wagner, 

1999). A recent study found that families 

receiving PAT were 22% less likely to have 

substantiated allegations of maltreatment 

(Chaiyachati et. al 2018). PAT was 

particularly effective in reducing 

substantiated allegations of neglect. 
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F. Service Description and Oversight 

DCS, in partnership with service providers, will assess children and their parents or kin 

caregivers who live in Indiana to determine eligibility for the appropriate use of Title IV-E 

prevention services. DCS  will provide access to several evidence-based programs in a 

concerted effort to keep families together. In determining which evidence-based programs to 

offer as part of the Title IV-E Prevention Plan, DCS consulted with providers, stakeholders, 

court partners, DCS employees and families/youth with lived expertise as described in section 

E.i. of this document to determine a comprehensive service array that would meet the needs 

of children, families and kin in Indiana. Table 5 below presents each of those programs, the 

program category for which Indiana seeks the EBP’s approval, the EBP’s rating in the Title IV-E 

Clearinghouse, and expected outcomes in Indiana.   

 

Table 7. Indiana’s Prevention Services  

 

Prevention 
Program 

Categories 

Indiana Evidence-Based 
Programs 

Title IV-E Prevention 
Services 

Clearinghouse Rating 

Expected Improvement in 
Outcomes in Indiana 

 

 

 

 

 

 

 

 

 

 

Functional Family 

Therapy  (FFT) 

 

 

 

 

Well-supported 

Reduce risk of repeat child 

maltreatment through improved 

family functioning for families in 

which there is disruptive youth 

behavior. 

Improved parenting and family 

functioning so the youth can 

safely stay in the home. 

DCS Prevention Service Descriptions 
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Mental Health 
Treatment 

 

 

Trauma-Focused 

Cognitive Behavioral 

Therapy (TF- CBT) 

 

 

 

Promising 

Improved child functioning  for 
children who have experienced 
trauma. 

Improved caregiver empathy and 

understanding of their children 

who have experienced trauma to 

prevent repeat maltreatment  and 

allow for the child to remain in the 

home. 

 
Substance Abuse 

Treatment and 

Prevention 

 

 

Motivational Interviewing 

(MI) 

 

 
Well-supported 

Facilitate positive change with 

individuals and within  families to 

address problems that  present 

safety risks to children so the 

child can remain safely in the   

home and avoid repeat 

maltreatment.    

 

 

 

 

 

 

 

 

 

In-home, Skill-based 

Parenting Programs 

 

 

  Healthy Families America 

(HFA) 

 

 

 

  Well-supported 

Improve child safety through 

focusing on healthy attachment 

and bonding between parents 

and their young children.  

 

 

 

  Parents as Teachers (PAT) 

 

 

  Well-supported 

Prevent child abuse and neglect 

through increased parent 

knowledge of early childhood 

development and improved 

parenting practices. 

 

 

Many families receive important prevention services before ever reaching DCS in the form of a 

report or referral. Indiana seeks approval for HFI in Indiana as a Title IV-E Prevention program. Where 

involvement cannot be avoided due to safety concerns, DCS has an important family preservation 

program INFPS, which is designed to provide all that could be needed to support a family – concrete 

supports and any EBP the family could need in order to maintain the child or children safely in the home. 

Indiana does not request approval for INFPS or Concrete Supports as part of this prevention plan. Indiana 
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seeks approval for FFT, TF-CBT, MI and PAT as prevention services, all of which are EBP’s offered to 

families with in-home cases under the umbrella of INFPS.  

 

Healthy Families America (HFA)/Healthy Families Indiana (HFI) 

Indiana seeks approval for HFA/HFI in Indiana as a Title IV-E Prevention program for  

in-home, skill-based parenting programs.  

 

Service Description 

Healthy Families America (HFA) is rated as well-supported with the Title IV-E Prevention 

Services Clearinghouse. HFA is a home-visiting program for first-time parents and their children 

with services being provided from before birth up to age 5. HFA is designed to promote child 

and parent health as well as reduce risk by supporting positive parent-child 

relationships, healthy attachment and improved family functioning. This occurs through a 

variety of services including child development, access to health care and parent education. The 

program also advocates for positive, nurturing, non-violent discipline of children.  
 

The goals of Healthy Families Indiana are to: 

 

• Systematically engage families with multiple stressors in home-visiting services 

prenatally or at birth. 

• Sustain community partnerships. 

• Promote safe environments for children and families. 

• Cultivate and strengthen nurturing parent-child relationships. 

• Promote healthy childhood growth and development through parent engagement. 

• Enhance family functioning by reducing risk and building protective factors for optimal 

childhood outcomes. 

• Provide staff with the training and support needed for their professional well-being. 

 

Please see the Healthy Families Indiana web page for more information on HFI in Indiana, 

https://www.in.gov/dcs/2459.htm. 

 

 

Program Model 

Best practice shows that providing education and support services  to parents around the time 

of birth and continuing afterward significantly reduces the risk of child maltreatment. Indiana 

will use the following manual for HFA/HFI: Healthy Families America. (2018) Best practice 

standards. Prevent Child Abuse America; Healthy Families America. (2018). State/multi-site 

system central administration standards. Prevent Child Abuse America. 

https://www.in.gov/dcs/2459.htm
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Healthy Families America has supportive services that can begin prenatally2 and continue until 

the child is 5 years old. For the first six months after birth or enrollment (whichever is later), 

families are offered at least one in-home visit per week, approximately an hour in duration. 

After six months, families may move to less frequent visits (biweekly and then monthly). 

Movement to less frequent visits depends on the needs and  progress of the family, and in times 

of crisis, visit frequency can increase to properly address the needs of the family, ensure safety, 

and mitigate risks.  

 

Target Population 

Indiana’s target population for HFA is high-risk families with young children. Indiana trends 

with the United States generally in that young children and infants enter care at higher rates 

 
2 DCS is aware that Title IV-E prevention funding and claiming is available only to children who have been born or to current foster 

youth who are pregnant/parenting. As such, DCS will claim Title IV-E funding only for those children who have been born or for current 

foster youth who are pregnant/parenting and whose families have otherwise met all other Title IV-E prevention plan requirements. DCS 

will claim only when the child and family have been determined to be Title IV-E prevention plan program candidates. (See also the 

Service Description and Oversight section of the Indiana Title IV-E Prevention Plan above for more information.) 

The HFI Eligibility Process 

To be eligible for HFI, families must be referred either before or shortly after the 

birth of the target child. Families can refer themselves or can be referred by 

another entity, including DCS. Once referred to HFI, a family must be identified as 

at increased risk for child maltreatment as determined by the FROG (Family 

Resilience and Opportunities for Growth Scale) in order to receive services. 

Referred families are initially screened by HFI assessment staff using the eight-

item screen rating. A positive screen on the eight-item screen is one part of the 

determination for eligibility for services. If a family screens positive on the eight-

item screen, the FROG is offered to the family. The FROG includes an in-depth 

conversational interview by a HFI family resource specialist with expectant or 

new parents to learn about their individual experiences, competencies and 

strengths. HFI staff members are trained to engage the family conversationally, 

weaving in 14 areas of focus (The Family Environment, Perception of the Child, 

Infant and Child Development, Plans for Discipline, Child Protective Service, 

Positive and Stressful Childhood Experiences, Behavioral Health, Mental Health, 

Stress Level, Social Connections, Intimate Partner Support and Conflict 

Management, and Concrete Support Services). After the assessment interview, 

the HFI assessment staff and supervisor review the results. Those families 

determined to be high risk are offered HFI services. 
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than older children because of their vulnerability (DCS Internal Reports, 2021). Programs 

focusing on young children like HFA, with the goal of maintaining children safely in the 

home, are important to ensure safety and reduce the need for and precipitation of 

removals. Families of children with increased risk for maltreatment or other adverse childhood 

experiences are one of the target candidates for HFA. HFI provision to DCS involved families is 

addressed at the end of this section. Outside of DCS involvement, the target population is 

identified by HFI using an eligibility process that incorporates a combination of several 

assessments and can be read in detail in the below feature “The HFI Eligibility Process.”   

 

We know quite a bit about the population of parents receiving HFI. Below Table 6 displays the 

distribution of families served by the primary parent’s age. These numbers will not sum to 

100% because some parents’ ages are unknown. Nearly 60% of families served by HFI in 2020 

were in a single parent household. 

 

Table 8. Distribution of HFI Families by Parent Age 

AGE  Number of Families Percentage 

13-19 889 12.14% 

19-29 4,438 60.62% 

30-39 1,809 24.71% 

40+ 162 2.21% 

 

While about a quarter of families served by HFI are employed, only about 14.11% of families 

have a primary parent employed full time. Table 7 below demonstrates the most common 

employment status for primary parents is unemployment.  

 

Table 9. Employment Status of HFI Families 

Employment Status   Number Percentage 

Not Employed 1,674 22.87% 

Employed Full Time 1,033 14.11% 

Unemployed Not 

Seeking Work-Barriers 

891 12.17% 

Employed Part Time 728 9.94% 

Unemployed Seeking 

Work 

504 6.88% 

 

While the assessment of parents provides a great deal of context for what families receiving HFI 

are experiencing, referrals HFI makes for more specific services can help us better understand 
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the needs of these families. In 2020, 6,524 referrals were made to provide food to the family, 

another 2,796 for emergency assistance and 2,295 for financial support.  

 

61.69% of families receive services post-natally, meaning at least one child is in the home. 40% 

of families served by HFI are first-time parents and may lack the knowledge needed to parent 

appropriately. In fact, many of these parents have poor examples of parenting appropriately, 

themselves having a history of child abuse at a rate of 34.18%, 24.46% of which reportedly have 

a “history of being beaten as a child.” HFI’s assessments indicate that nearly 60% of parents 

have rigid, unreasonable expectations for their child (DCS Internal Reports, 2021). In 2020, HFI 

also found that 17.37% of families punished their child harshly. While 9.01% of families have 

had an incident of interpersonal violence in the year prior to assessment, most of the concerns 

identified by HFI regard knowledge of appropriate parenting. 

 

 

 

A Note on Enrolling Child Welfare Involved Families in HFI up to 24 Months 

HFA has allowed enrollment of children up to age 24 months since 2018 if the child is involved 
with child welfare. According to HFA’s website: 
 

Unmet Community Needs: Expanding HFI with Title IV-E Dollars 

• In 2020, nearly 36,000 Indiana families were referred to HFI. Of these, only 

15,507 were able to be contacted and screened. 

• In 2020, 96.2% of families screened had a “positive” screen, indicating that 

parents struggled one of the items on the 8 item screen.   

• However, only 7321 (less than half) of those were subsequently assessed, 

and 6,510 were offered services.  

 

HFI’s impact on Indiana families is limited by the funding available to the program. 

Currently the program is funded in part by TANF (for TANF-eligible families), 

MIECHV and Indiana’s state budget. Local sites are careful to serve the number of 

families that they can with the resources they have. Our intention is to reach and 

in the meantime approach meeting the total need of Indiana families for the HFI 

program. 
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“HFA sites that utilize the protocols for working with families referred from child welfare are 
able to extend enrollment for families with a child up to 24 months of age referred by the child 
welfare system. This is in keeping with the model’s original design to offer services up to the 
time the child is 5 years of age. Consistent with HFA requirements, voluntary services will be 
offered for a minimum of three years, regardless of the age of the child at intake, and support 
will be tailored to the unique needs of each family.” Additional information can be found here: 
Protocols for Working with Families referred from Child Welfare (healthyfamiliesamerica.org). 
 
Easterbrooks’ 2013 study of HFA found outcomes effective for a sample that at T2 (12 months 
post-enrollment) included children who were on average 12.05 months old with a standard 
deviation of 5.27 months, indicating enrollment after birth to be common and appropriate.   
Easterbrooks’ 2019 study of HFA included a sample with child welfare involved families. 
Children in the HFA group who received 1 CPS report were less likely to receive a second report 
compared to the control group, and when they did have a second report there was a longer 
period of time between the initial and second CPS report. This study was conducted on child 
welfare involved children after the implementation of the CW protocol, indicating the 
effectiveness of this program for children enrolled in HFA between ages three months and 
twenty-four months as allowed by the child welfare protocol. Lee’s 2018 evaluation of Healthy 
Families New York also found that a subgroup of families involved with CPS at HFA enrollment 
experienced significant reduction of maltreatment recurrence. 
 

 

Implementation Plan 

HFA has been delivered in Indiana for many years and is a critical aspect of prevention in 

Indiana. Healthy Families Indiana (HFI) celebrated 25 years of service in 2019. HFA is available 

in all 92 Indiana counties (see the Prevention Services Dashboard, which is available here) from 

31 local HFI providers to parents of children birth to 3 years old. HFI has a close relationship 

with HFA as an accredited Multi Site that is centrally administered.  HFI has an established, 

positive image among Indiana families. HFI served 6,510 Indiana families in 2020. 

 

Indiana will use adaptations to HFA when children and families are involved in the child 

welfare system. Therefore, when a family has been assigned an FCM and have an open DCS 

involvement, the HFA child welfare protocol (CWP) will be used. DCS has 11 HFI agencies that 

are contracted for Indiana Family Preservation Services and serve child welfare families using 

the HFA CWP. When using the HFA CWP, families can enroll in HFA with their children who are 

between birth and 2 years old at the time of initial enrollment. Infants and toddlers through 

age 24 months are the most vulnerable to abuse and neglect because of their level of need. 

In Indiana and the U.S. more generally, infants and toddlers younger than 2 are more likely to 

be confirmed victims of abuse or neglect, removed from the home, and experience a fatality or 

near fatality (“The AFCARS Report FY2019”, 2020, DCS Internal Reports, 2021). Indiana’s goal 

through HFA is to maintain a child safely in their home of origin, and our expansion to 24 

months is appropriate in this context because this age group is particularly vulnerable and 

https://www.healthyfamiliesamerica.org/protocols-child-welfare/
https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y
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more likely to enter foster care (DCS Internal Reports, 2021). It is also important to note that 

the CEBC lists HFA as a program for parents and caregivers of children up to age 5 (CEBC, 

2019). Indiana child welfare has followed the direction of HFA regarding its expansion to 

24 months in HFA’s official adaptation protocol for the field of child welfare. According to 

HFA, “Consistent with HFA requirements, support services will be offered for a minimum of 

three years, regardless of the age of the child at intake, and as a model originally designed to 

support families with children through age 5; this allows sites to enroll families referred by 

child welfare up to age 24 months.” (See https://www.healthyfamiliesamerica.org/protocols-

child-welfare/ ). The expansion of enrollment to 24 months also allows for a full dosage (three 

years) of HFA treatment to families involved in child welfare. This maximizes eligibility of 

Indiana families while remaining in compliance with the standards set by HFA.   

 

Fidelity 

HFI is accredited by Healthy Families America as a multi-site state-wide program and is 

overseen on an ongoing basis by HFA. The HFA Standards for Multi Site Central Administration 

such as in Indiana can be read in their entirety in Appendix XVIII. Indiana’s HFI sites are subject 

to two separate sets of standards (single site standards and multisite central administration 

standards), as well as HFI standards and individual site policies. HFI and HFA conduct annual 

site visits to each HFI site and provide a site summary report to show any standards in or out of 

adherence for the last year. HFI is contracted with a consulting group to conduct Quality 

Assurance with each individual site on the individual standards not met. A redacted sample of a 

site summary report can be read in Appendix XIX, and the QA plan for HFI can be read in 

Appendix XX. 

 

HFA accreditation occurs on a cycle. Indiana will be re-accredited in 2022. Changes resulting 

from the accreditation process and other upcoming improvements will require a resubmission of 

this document. We intend to resubmit if any changes are made to the QA plan or to any HFI 

policies. HFI’s intake tool is expected to change in April 2022 and we will resubmit at that time. 

 

Outcomes 

Recent evaluations of HFA have demonstrated its strengths in the child-welfare context. The 

most immediately relevant findings are that children of parents in the program have been 

found to receive fewer reports and after more time had passed (Easterbrooks et al., 2019), as 

well as fewer substantiated reports of physical abuse or neglect (Lee et al., 2018). Parents were 

found to parent less harshly (Rodriguez et al., 2010), and utilize less physical and psychological 

aggression (DuMont et al., 2008).   

 

HFI itself was evaluated in 2020, covering performance of HFI from 10/1/2019 to 9/30/2020.  

This evaluation demonstrated that: 

https://www.healthyfamiliesamerica.org/protocols-child-welfare/
https://www.healthyfamiliesamerica.org/protocols-child-welfare/
https://www.healthyfamiliesamerica.org/protocols-child-welfare/
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• Families’ HOME Organization subscale scores improved over time in the program 

(88.3% of families). 

• Families’ Home Environments improved beyond classification as an Area of Concern 

(76.5% of families). 

• Parent/Child Behavior improved beyond classification as an area of Concern (65.6% of 

families). 

• Parenting Efficacy improved beyond classification as an area of Concern (58.3% of 

families). 

• Responsivity of parents on the HOME scale improved (95.7% of families). 

• Learning Materials and Involvement subscales on the HOME improved (95.1% and 

90.3% respectively). 

• Social Support Subscale of HFPI improved beyond classification as an area of Concern 

(58.5% of families). 

• Mobilizing Resources improved beyond classification as an area of Concern (71.2%). 

• Problem Solving improved beyond classification as an area of Concern (62%). 

The evaluation can be read in Appendix XXI. HFA has proven outcomes in Indiana and an 

ongoing process for improving those outcomes as well as the processes to reach them.  

 

Indiana’s logic model for understanding the pathways leading to positive outcomes for HFI 

served families can be viewed below in Figure 2. 

 

Figure 1. HFA Logic Model  

Inputs

Outputs

Outcomes

 ealth   amilies 
America

 Family screenings 
and assessments

 Parent educa on on 
paren ng and child 

development.
 Home visits with 

hands on parent 
educator engaging 
the family in their 

environment.
 Familyservice plan

 Health focus

Increased parent 
knowledge about 

paren ng and child 
development.

Parents a tudes 
towards paren ng 

improve, and parents 
feel more capable and 

empowered to 
problem solve.

The parent s paren ng 
behaviors improve.

There will be no 
substan ated 
allega ons of 
maltreatment 

during the 
treatment period.

There will be no 
removals from 
home during 
the treatment 

period.

The child s interac ons 
with the parent 

improve, and the 
home environment is 
more appropriate for 

the child.
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Indiana Family Preservation Services (Not Yet Rated, Evaluation Pending) 

    Indiana is not requesting approval for claiming Title IV-E dollars in the provision of INFPS at this time.  

 

DCS has built a framework of services and outcome expectations for Indiana Family 

Preservation Services (INFPS). DCS has built a comprehensive service standard and per-diem 

model designed to properly identify, assess, engage and provide appropriate evidence-based 

programs to children and families in an effort to keep families thriving together safely. Indiana 

Family Preservation Services are services designed to work with families that have had an 

incident of abuse and/or neglect, where DCS believes the child(ren) can remain in the home 

with their caregiver(s) with the introduction of appropriate services to the family. The service 

shall include assessment of child/parent/family resulting in an appropriate service/treatment 

plan that is based on the assessed need. The goal for these services is to preserve the family 

and avoid removal of the child(ren), provided it is safe for the child(ren) to remain with their 

identified caregiver(s). Services must be comprehensive and individualized to families’ unique 

needs. All services delivered under this standard must have as a foundation at least one 

evidence-based practice that is classified at a minimum as a promising practice on the CEBC 

(http://www.cebc4cw.org/). These services must be home-based and must monitor and 

address any safety concerns for the child(ren). 

 

Concrete Supports (Bundled with INFPS) 

                  Indiana is not requesting approval for claiming Title IV-E dollars in the provision of Concrete Supports at this time.  

 

Concrete supports are a pivotal piece of INFPS and multiple evidence-based family preservation 

programs (Fraser et al., 1997). In 2019, DCS used Title IV-E funds to conduct an evaluation of 

concrete support services in Indiana             (as required by the IV-E Waiver Demonstration Grant). The 

evaluation found the use of concrete-support spending increases placement stability (Winters 

et al., 2020). This finding was used to support the addition of concrete supports as a part of 

INFPS as an evidence-based approach that has been shown to effectively stabilize Indiana 

families. 

 

Providers of this service will be expected to address any concrete supports the family has if 

failing to address these needs would result in the child(ren) having to be removed from the 

home in coordination with the child and family team as dictated by the INFPS Service Standard. 
 

Examples of concrete assistance are: 

• Solving housing issues such as overdue rent when the family is facing an eviction. 

https://www.in.gov/dcs/4102.htm
https://www.in.gov/dcs/4102.htm
http://www.cebc4cw.org/
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• Resolving past-due utilities that could result in electricity and/or gas to the 

home being suspended, creating an unsafe or unsuitable living condition for 

the child(ren) (e.g., lack of heat during winter months, or water service being 

shut off). 

• Providing access to essentials such as food and clothing. 

• Connecting with other concrete supports as needed to keep the family intact 

(e.g., transportation assistance). 

 

Concrete supports will be evaluated under the INFPS evaluation through two key outcome 

questions: how does the use of concrete supports on an INFPS referral impact the number of 

children removed and how does the use of concrete supports on an INFPS referral impact the 

number of children with a subsequent substantiated allegation of abuse or neglect? While the 

evaluation relies on administrative data, this administrative data is the most likely to be 

accurate. The tracking of families who receive concrete supports is completed by providers who 

are asked to complete a form each month. These forms are sent monthly to 

ChildWelfarePlan@dcs.in.gov. The Regional Services Consultants are available to help clarify 

when the usage of concrete assistance is required and assist with recording it on the form to 

ensure accuracy. DCS has the ability to measure the specific amount of concrete assistance that 

specific families receive during the course of their involvement with INFPS. 

 

Indiana seeks approval for the remaining services in this section under the Title IV-E Prevention 

plan. Please see the table below for a summary of DCS EBP target populations, client needs 

addressed by the EBP, proximal outcomes and distal outcomes expected from the EBP. 

 

 Table 10. Alignment Table for Program Populations and Outcomes  

Model Target 

Populations; 

Age Ranges 

Client 

Need 

Proximal 

Outcomes 

Distal 

Outcomes* 

A Logic Model has been included for each of the following EBP’s. These logic models can be found on the pages 

accompanying the model name in this table.  

FFT, 

p45 

Families 

with 

disruptive 

youth; 

Youth ages 

11 to 18 

Youth 

needs 

behavioral 

health 

services. 

Youth’s 

behavior 

improves. 

Parent 

skills 

improve 

Children in 

the home do 

not 

experience a 

removal or 

mailto:ChildWelfarePlan@dcs.in.gov
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Parent 

needs 

parenting 

skills 

training. 

managing 

youth 

behaviors. 

repeat 

maltreatment. 

TF-

CBT, 

p49 

Children 

with trauma 

and their 

parents; 

3 to 18 

Child needs 

mental 

health 

treatment. 

Parent 

needs 

trauma-

informed 

parenting 

skills 

training. 

Child skills 

improve 

managing 

trauma 

responses. 

Parent 

skills 

improve 

managing 

trauma 

responses. 

Children in 

the home do 

not 

experience a 

removal or 

repeat 

maltreatment. 

MI, 

p52 

Families in 

which a 

caregiver 

has 

substance 

use disorder 

Parent 

needs 

support 

addressing 

substance 

use. 

Parent 

substance 

use is no 

longer a 

relevant 

safety 

concern. 

Children in 

the home do 

not 

experience a 

removal or 

repeat 

maltreatment. 

HFA, 

p38 

High risk 

families; 

0 to 5 

Parent 

needs 

support 

reducing 

risks and 

increasing 

protective 

factors in 

the home. 

Risks to 

the child 

are 

eliminated 

or the 

parent has 

the skills 

to manage 

the risk. 

Children in 

the home do 

not 

experience a 

removal or 
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the home. 

the skills 

to manage 

the risk. 

repeat 

maltreatment. 

*Distal Outcomes are our measured outcomes. 

 

b. Child Welfare Services to Support Mental Health in Indiana 

 

Functional Family Therapy 

Indiana seeks approval for FFT in Indiana as a Title IV-E Prevention program for mental health treatment. 

 

Service Description 

Functional Family Therapy (FFT) is rated as well-supported by the Title IV-E Prevention Services 

Clearinghouse. Functional Family Therapy (FFT) is a family intervention program for youth experiencing 

dysfunction with disruptive, externalizing problems.  

 

Program Model 

In addition to its well-supported rating by the Title IV-E Clearinghouse, the California Evidence 

Based Clearinghouse has also rated the program as well supported as a disruptive behavior 

treatment, as well as supported as a treatment for substance abuse, as a behavioral 

management program for adolescents, and as an alternative to Long-Term Residential 

Care Programs (“FFT”, 2020). Research on FFT signals a robust comprehensive treatment for 

older children and their families.   

 

Families receiving FFT meet with a therapist face to face for 60 to 90 minutes each week, plus 

over the phone as needed up to 30 minutes weekly. Families tend to complete treatment 

within three to six months, receiving an average of eight to 14 sessions in that time. One 

continuous feature of FFT delivery is the ongoing attention to risk and protective factors, 

making it a model that works well within the existing child safety framework in DCS. There are 

five phases of FFT delivery: Engagement, Motivation, Relational Assets, Behavior Change and 

Generalization. The Engagement, Motivation and Relational Assets phases preceding, as well as 

the Generalization phase following, each support the over-arching goals set in the Behavior 

Change phase. This phase addresses the behavioral health of the child, resets the mindset of 

the parents with regard to the child and their behaviors, and introduces skills for both parties 

moving forward. Risk and Protective Factors addressed in the Behavior Change phase include 

for example: 

• Youth temperament. 

• Parental pathology. 

• Conflict resolution/negotiation skills. 
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• Peer refusal skills. 

 

In this way, the needs of the child and parent are addressed together in the context of their 

relationship and family environment.  

 

Target Population 

The target population for FFT is 11- to 18-year-olds with concerns such as conduct disorder, violent 

acting out and substance use disorder. As stated previously, Indiana supports 1,253 children (DCS 

Internal Reports, 2021) of 11- to 18-year-old children with in-home cases where FFT could potentially be 

utilized. To drill down further to the needs of this population, we have displayed below relevant CANS 

items and the percentage of Indiana’s In-home population that has been identified as currently causing 

problems or has the potential to start problems. 

 

  Table 11. Percent of In-Home Children to which FFT Relevant CANS items Apply 

CANS Item Causing Problems or Needing 

Monitoring for the Child/Family 

Percent of In-Home Children to which the CANS 

item Applies  

Adjustment to Trauma 92% 

Anger Control 23% 

Anxiety 37% 

Depression 36% 

Conduct 20% 

Impulsivity/Hyperactivity 20% 

Oppositional 24% 

Intentional Misbehavior 13% 

Delinquency 10% 

 

 

Implementation Plan 

DCS will utilize the FFT manual, Family Therapy for Adolescent Behavioral Problems and will not use any 

adaptations to the FFT model (Alexander, Waldron, Robbins, & Need, 2013). FFT has been in use in 

Indiana prior to implementation of INFPS in 2020. FFT is available in 38 of Indiana’s 92 counties. FFT 

providers are concentrated in the southern half of the state. The specific counties served can be found 

on Indiana’s Title IV-E Services Availability Dashboard, shown in Figure 2 below or at this link: Workbook: 

Title IV-E Services Availability in Indiana. FFT has been offered to families under the INFPS umbrella since  

INFPS was implemented in June 2020.  

 

 

 

https://www.fftllc.com/about-fft-training/clinical-model.html
https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y
https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y
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Figure 2. Title IV-E Services Availability in Indiana: Family Functional Therapy 

 

 
 

Fidelity 

FFT providers are subject to fidelity monitoring by both DCS and by the model holder of FFT. DCS fidelity 

measures are covered fully in section D.ii.b. of this document on page 21. FFT providers must have a 

contract with DCS to provide FFT. A sample contract is attached in Appendix II. These contracts bind the 

service provider to: 

• Ensure that FFT is provided to families only by employees qualified to provide FFT  

• On the case level, provide monthly reports to the FCM which include: 

o Provider recommendations to modify the service/treatment plan 

o Overall progress related to treatment plan goals including specific examples to illustrate 

progress 

Providers are also subject to audits every four years, which are described in depth in section D.ii.b on 

page 21.  

 

In addition to the measures taken by DCS to ensure the model is executed to fidelity, the model holder 

of FFT intensively monitors the quality of providers’ implementation of FFT.  At the conclusion of an FFT 

site receiving certification, each site is assigned an FFT National Consultant. This consultant supports the 

site in delivering FFT to fidelity.  Weekly supervision checklists are utilized by clinical supervisors at the 

case level to ensure fidelity. Three times a year, clinical supervisors report the fidelity of their therapists 

to FFT. These are also used as a way to provide feedback and set goals with therapists providing FFT. The 

FFT Certification Map details the support and accountability of FFT sites in depth and can be found in 

Appendix XI.  
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Outcomes 

FFT aims to treat children with high- need behavior disorders.  FFT has been shown to improve 

children’s behavioral health (Celinska, 2013; Humayun, 2017; Celinska, 2018). Studies of FFT’s 

impact on delinquent youth have found improvements in depression symptoms, substance 

use, delinquent behaviors and negative consequences, and reconvictions for delinquent youth 

(Slesnick, 2009). FFT has also been shown to support the child’s environment through 

improving family conflict skills and reducing verbal aggression (Slesnick, 2009). The 

effectiveness of FFT is also lasting –it has been shown to decrease recidivism 

(Baglivio, Jackowski, Greenwald, & Wolff, 2014). 

 

FFT is expected to reduce disruptions associated with the high need behavior disorders FFT is 

designed and proven to treat. FFT is also expected to improve parenting and family functioning 

so the youth can safely stay in the home. FFT is therefore expected to reduce risk of repeat 

child  maltreatment through improved family functioning for families in which there is 

disruptive youth behavior. 

 

Figure 3. FFT Logic Model 
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Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 

Indiana seeks approval for TF-CBT in Indiana as a Title IV-E Prevention program for mental health 

treatment. 

 

Service Description 

TF-CBT is a conjoint child and parent psychotherapy model for children experiencing significant 

emotional and behavioral difficulties related to traumatic life events. TF-CBT is rated as well-

supported and high for child-welfare relevance per the CEBC. 

 

Program Model 

TF-CBT is a components-based hybrid treatment model               that incorporates trauma-sensitive 

interventions with cognitive behavioral, family and humanistic principles. TF-CBT is usually 

administered in 12 to 16 sessions but can be delivered in as few as eight. Indiana will use the 

following manual for TF-CBT: Cohen, J. A., Mannarino, A. P., & Deblinger, E. (2006). Treating 

trauma and traumatic grief in children and adolescents. Guilford Press. DCS will not use any 

adaptations to TF-CBT. TF-CBT’s PRACTICE Components and goals can be seen below in  

Figure 4. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4. TF-CBT PRACTICE Components and Goals 
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      (Penn State University, n.d.) 

Target Population 

The target population for TF-CBT is families with children ages 3 to 18 who are experiencing 

significant challenges due to trauma, whether or not they meet full diagnostic criteria. This 

target population is appropriate in a child welfare context due to the trauma resulting from 

incidence of child abuse and neglect. Every child with a prevention case may or may not have 

substantiated allegations of abuse.  In 2021, 17% of children on prevention cases were 

identified as either actively struggling with adjustment to trauma according to their CANS 

(Child and Adolescent Needs and Strengths Assessment) (Internal DCS Reports, 2021).  

Implementation Plan 

TF-CBT is already being utilized on prevention cases in Indiana. Below, Figure 5 demonstrates the 35 
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 Indiana counties that house TF-CBT providers. Families in counties with no TF-CBT providers will be able 

 to access the service from the provider most closely located to them.  

 

Figure 5. Title IV-E Services Availability in Indiana: Trauma-Focused Cognitive Behavioral Therapy 

 
 

Fidelity 

TF-CBT providers are subject to fidelity monitoring by both DCS and by the model holder of TF-CBT. DCS 

fidelity measures are covered fully in section D.ii.b. of this document on page 21. TF-CBT providers must 

have a contract with DCS to provide TF-CBT under the umbrella of INFPS. A sample contract is attached 

in Appendix II.  These contracts bind the service provider to: 

• Ensure that TF-CBT is provided to families only by employees qualified to provide TF-CBT 

• On the case level, provide monthly reports to the FCM which include: 

o Provider recommendations to modify the service/treatment plan 

o Overall progress related to treatment plan goals including specific examples to illustrate 

progress 

 

Providers are also subject to audits every four years, which are described in depth in section D.ii.b on 

page 21. 

  

In addition to the measures taken by DCS to ensure the model is executed to fidelity, the model 

holder of TF-CBT intensively monitors the quality of providers’ implementation of TF-CBT. 

According to the Title IV-E Clearinghouse, “In order to receive certification for TF-CBT, 

individuals must attend two consecutive days of training, complete three treatment cases, 

score at least 80% on a certification exam, and participate in follow-up supervisory consultation 

with trainers for 6-12 months.” TF-CBT’s model holders provide a fidelity tool for clinicians to 

use on their own or with supervisors called the TF-CBT Brief Practice Checklist. This checklist 

can be viewed in its entirety in Appendix XII at the end of this document, but what’s important 
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to note is its basis on Figure 4’s Practice Components and Goals.  

 

Outcomes 

TF-CBT has been shown to improve child functioning  for children who have experienced trauma 

in accordance with the intended and proven treatment effect(Cohen,1996; Cohen, 2004; 

Goldbeck, 2016; Jensen, 2017; Jensen, 2018; Sheeringa, 2011, Smith, 2007). TF-CBT has also 

been found to improve caregiver empathy and understanding of their children who have 

experienced trauma to prevent repeat maltreatment  and allow for the child to remain in the 

home in accordance with the intended and proven treatment effect (Cohen, 2004).Treatment 

focus on both child and parent allows for fewer trauma-related disruptions on the side of the 

child and more skills to manage such disruptions on the side of the parent. The logic model for 

our TF-CBT evaluation is pictured below in Figure 6 as an aid to understanding how TF-CBT 

facilitates positive change for children and families in Indiana.  

 

Figure 6.TF-CBT Logic Model 

 

 
Indiana will be conducting a full evaluation of TF-CBT’s performance in Indiana under the 

umbrella of INFPS. Indiana currently seeks approval for TF-CBT in Indiana as a Title IV-E 

Prevention program for mental health treatment.  
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Indiana 

 

Motivational Interviewing (MI) 

Indiana seeks approval for MI in Indiana as a Title IV-E Prevention program for substance use treatment 

and prevention. 

 

Service Description 

Motivational interviewing is a method of counseling clients designed to promote  behavior 

change and improve physiological, psychological and lifestyle outcomes. Motivational 

Interviewing (MI) is rated as well-supported with the Title IV-E Prevention Services 

Clearinghouse and the CEBC. MI is specifically effective treating parents or caregivers with 

substance-use disorders. The goals of the program include increasing internal motivation to 

change, reinforcement of that motivation and development of a plan to follow through with the 

change. 

 

Program Model 

MI aims to identify ambivalence for change and increase motivation by helping clients progress 

through five stages of change: pre-contemplation, contemplation, preparation, action and 

maintenance.  It aims to do this by encouraging clients to consider their personal goals and how 

their current behaviors might conflict with attainment of those goals. MI uses clinical strategies 

to help clients identify reasons to change their behavior and reinforce that behavior change is 

possible.   These clinical strategies include the use of open-ended questions and reflective 

listening. MI can be used to promote behavior change with a range of target populations and 

for a variety of        problem areas. MI is typically delivered over one to three sessions with each 

session lasting about 30 to 50 minutes.  

 

Target Population 

MI focuses on illicit substance and alcohol use/abuse among youth and adults and 

nicotine/tobacco use among youth under 18. MI was last reviewed in November 2019 by the 

Title IV-E Clearinghouse. Because favorable outcomes were consistently found when MI was 

applied to parent or caregiver substance use, this is the use for which Indiana seeks approval. 

 

MI is an important treatment for Indiana children and families to have access to. Indiana 

families have a significant service need for MI because of the prevalence of substance use 

disorder. About 25% of all reports to DCS involve substance use disorder (DCS Internal Reports, 

2021). Moreover, 64% of removals are at least in part due to caregiver substance use disorder 

(DCS Internal Reports, 2021). Indiana parents’ needs clearly align with the strengths of this 

model. The utilization of MI to address substance use disorder among caregivers is critical for 
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enabling change and reducing the number of child welfare involved families across Indiana.  

 

Because sessions are often used prior to or in conjunction with other therapies or programs, 

INFPS is a particularly useful prevention framework for providing this service.  

 

Implementation Plan 

Fortunately, MI is already in use in Indiana and has been for many years. MI is used by INFPS 

providers located in 68 of 92 Indiana counties (see the Prevention Services Dashboard below in 

Figure 6). On the ground, this means that 71 DCS counties are able to refer to a provider within 

their county, and another 25 counties are able to refer to a provider most closely located to the 

home county of the family.  

 

MI was provided prior to FFPSA, and it has been provided through Indiana’s program INFPS 

implementation in June 2020. During the INFPS evaluation period, 1,236 children on 614 cases 

were served MI through INFPS referrals to providers. Implementing MI as a prevention 

treatment was not burdensome on the existing system and providers and presents no current 

challenges. 

 

Figure 7. Title IV-E Services Availability in Indiana: Motivational Interviewing 

 

 
 

 

 

Fidelity 

MI providers must have a contract with DCS to provide MI under the umbrella of INFPS. A sample 
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contract is attached in Appendix II. These contracts bind the service provider to: 

• Ensure that MI is provided to families only by employees qualified to provide MI 

• On the case level, provide monthly reports to the FCM which include: 

o Provider recommendations to modify the service/treatment plan. 

o Overall progress related to treatment plan goals including specific examples to illustrate 

progress. 

Providers are also subject to audits every four years, which are described in depth in section D.ii.b on 

page 21. Indiana will use the following manual for MI: Miller, W. R., & Rollnick, S. (2012). Motivational 

Interviewing: Helping people change (3rd ed.). Guilford Press. DCS will not use any adaptations to MI. 

 

Unlike the other evidence-based models for which DCS seeks approval, MI does not have a 

model holder that tracks fidelity to the model. MI has no minimum qualifications and no 

recommended trainings. DCS’s outcome-based contracting is essential in this context because it 

allows DCS to ensure effective service delivery. Contracted providers of MI manage fidelity to 

MI through resources they select. An example can be seen on page 51. 

 

Figure 8. MI Logic Model 
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MI Provider Fidelity 

 A MINT-certified practitioner at one Indiana provider directs the training and 

development of staff providing the service. The provider is a certified member of MINT 

(Motivational Interviewing Network of Trainers) and only utilizes training exercises that 

have been approved by MINT. Practitioners begin training by attending one full day 

training on MI basics. Afterwards, they begin honing their skills in the field and return a 

month later for a second full day training on advanced skills in MI such as identifying 

opportunities to practice change talk in the moment. Following this second training, 

clinicians have a 12-week continuation of teaching and follow-up with both their trainer 

and supervisor who is already trained in MI. This 12-week curriculum is the same for all 

trainees, and when training is complete the 12-week rotation begins again and 

continues as long as the clinician is providing MI. Each 12-week cycle is guided by the 

areas the clinician may need support on or growth in that are identified in ongoing 

supervision. One year into a clinician’s MI delivery, they are observed and given formal 

feedback.  

 

Clinicians providing MI must speak to and provide evidence of their adherence to MINT 

standards as described below. These clinicians create this evidence in their case notes, 

which their supervisor uses during supervision to ensure fidelity. Staff notes must name 

specific Key Techniques listed below that they have used and give examples in their 

case notes. Supervisors review these notes to ensure that if a clinician notes use of MI, 

there are detailed descriptions of what Key Techniques the clinician utilized in their 

delivery of MI to the family. Staff must also be able to name the specific Major Concept 

that the clinician is working on with each family at any given time. This is also reviewed 

by and discussed with the supervisor as each case progresses.  

MINT Major Concepts include enhancing confidence, importance of change, 

maintaining new status quo, resolving ambivalence, solidifying commitment, and 

working through a change plan. MINT Key techniques include: 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Amplify ambivalence 

• Change talk 

• Collaboration 

• Decisional matrix 

• Develop discrepancy between goals      
and values 

• Envisioning/miracle question 

• Evocative questions for change 

• Exploring and resolving ambivalence 

• Exploring values 

• Information sharing 

 

• OARS (Open-Ended Questions, 
Affirmations, Reflections, 
Summary) 

• Offering concerns 

• Readiness ruler 

• Roll with resistance and sustain talk 

• Scaling questions 

• Selectively reinforcing elements 
focused on change 

• Support autonomy 

• Support self-efficacy 
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Outcomes 

MI seeks to increase the importance of change from a client’s perspective (Burke et al. 2003). 

MI focuses on a client’s readiness for change through the importance and confidence the client 

has that change will occur (Burke et al 2003). The utilization of MI has shown to have lasting 

effects on individuals with both substance and alcohol use-related problems (D’Amico et al. 

2018). Specifically, in the context of caregiver substance use, the goal of MI would be for the 

caregiver to be invested in treatment and sobriety. The Title IV-E clearinghouse lists the 

following studies demonstrating the effectiveness of MI in treating caregivers specifically for 

substance use: Carey, 2006; Freyer-Adam, 2008; Gentilello, 1999; Marlatt, 1998; Rendall-

Mkosi, 2013; Saitz, 2014; and Stein, 2011.   

 

Families receiving MI as part of their prevention case would be receiving it because a 

caregiver’s substance use has presented as a safety concern to the children. A caregiver’s 

commitment to their sobriety, then, eliminates a safety concern facing children in the 

household. Successful treatment in this context leads to the proximal outcomes of caregiver 

sobriety and child safety, as well as the distal outcomes that are implicated by the ongoing 

safety of the child in the absence of substance use as a risk factor. These distal outcomes 

include our expectation that families receiving this treatment will experience fewer removals 

(meaning that children will be assessed to be safe in the immediate future) and fewer re-

entries (meaning that children will not re-enter the system due to another reported incident). 

For clarity, please see our logic model for MI in Figure 8 on the previous page.  

 

Given the intended and proven strategies of MI, MI is expected to facilitate positive change 

with individuals and within  families to address caregiver substance use that  presents safety 

risks to children so the child can remain safely in the   home and avoid repeat maltreatment.    
 

Parents as Teachers (PAT) 

Indiana seeks approval for PAT in Indiana as a Title IV-E Prevention program for in-home, skill-based 

parenting programs. 

 

Service Description 

PAT is a home-visiting model designed to educate parents on child development and improve 

parenting practices for new parents of kids ages 0 to 5. PAT focuses on reducing risk by 

building protective factors. PAT builds protective factors by educating parents on child 

development and on positive parenting practices, focusing particularly on activities parent 

and child can do together and activities that support the child in being ready for school.   
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Program Model 

Parents as Teachers (PAT) is rated as well-supported with the Title IV-E Prevention Services 

Clearinghouse. (Parents as Teachers National Center, Inc. (2016). The PAT Model centers 

around home visits, but also includes screenings and a group connection component. Home 

visits occur at least monthly depending on the needs of the family. New and expectant parents, 

starting before the birth and continuing until their child reaches kindergarten, may participate in 

PAT. DCS will utilize the PAT manual foundational curriculum. Parents as Teachers National 

Center, Inc. (2014). Foundational 2 curriculum: 3 years through kindergarten. DCS will not use 

any adaptations to PAT. 

 

Target Population 

Indiana trends demonstrate that young children and infants enter care at higher rates than 

older children due to their vulnerability. Programs focusing on young children, with the 

particular goal of maintaining children safely in the home, are important to ensure safety and 

prevent and reduce the need for removals of children from their home of origin. Please see 

Section C for more information on the Target population for this prevention plan. 

 

Implementation Plan 

PAT is currently available in six Indiana counties, as shown in the figure below from the 

Prevention Services Dashboard, which is available here. 

 

Figure 9. Title IV-E Services Availability in Indiana: Parents As Teachers 

 

 
 

 

https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y
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Fidelity 

PAT providers must have a contract with DCS to provide PAT under the umbrella of INFPS. A sample 

contract is attached in Appendix II. These contracts bind the service provider to: 

• Ensure that PAT is provided to families only by employees qualified to provide PAT.  

• On the case level, provide monthly reports to the FCM which include: 

o Provider recommendations to modify the service/treatment plan/ 

o Overall progress related to treatment plan goals including specific examples to illustrate 

progress. 

 

Providers are also subject to audits every four years, which are described in depth in section D.ii.b on 

page 21. Indiana will use the following manual for PAT: foundational curriculum. Parents as Teachers 

National Center, Inc. (2014). Foundational 2 curriculum: 3 years through kindergarten DCS will not use 

any adaptations to PAT. 

 

In order to deliver PAT to fidelity as an evidence-based model, a site can elect to be a PAT affiliate, 

through which PAT monitors the fidelity and quality of services provided by the affiliate. The affiliation 

process for organizations and the certification for individuals are distinct. Individuals with certification 

are not subject to the same support or oversight as those operating within a PAT affiliate.  

Parent educators must attend a three-day foundational training incorporating over 40 hours of training. 

They must also attend a two-day model implementation training that covers strategies used to 

implement PAT. Quality standards for PAT can be viewed in Appendix XXII. Affiliates are expected to 

deliver PAT to fidelity, and PAT utilizes an annual Affiliate Performance Report to oversee 

implementation at Affiliate sites. The PAT Affiliate Performance Report can be viewed in Appendix XXIII.  

 

Outcomes 

PAT has been an established home visiting program for many years. The Title IV-E 

Clearinghouse website includes findings from an RCT conducted in 1999 which demonstrates 

the particular improvements of interest in our context. In particular, this study found that 

families became more organized, responsive to their children, utilized more appropriate 

discipline, and were more accepting of their child’s behavior (Wagner, 1999). A recent study 

found that families receiving PAT were 22% less likely to have substantiated allegations of 

maltreatment (Chaiyachati et. al 2018). The same study found that the program 

reduced PAT families’ risk scores as well, accompanied by a nonsignificant downward trend in 

out-of-home placements for families receiving PAT.   

 

PAT’s model holders have a publicly available logic model which can be accessed from the Title 

IV-E Website. This framework is more broad than specifically relevant to child welfare. Indiana 

has also developed its own logic model for how PAT works to create the desired outcomes. This 
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logic model can be viewed below in Figure 10. The relevant aspects of PAT’s framework to the 

child welfare context begin with the identification of child needs. PAT provides the knowledge 

and framework for parents to understand what is developmentally normal for children and 

what signs may point to unmet needs of their child. PAT supports parents in completing various 

screens on the child to ensure identification of child needs. In the household visits, PAT 

clinicians are able to redirect problematic parenting, reinforce positive parenting skills, and 

promote positive parent-child interactions and relationship. Families with these skills and a 

strong positive relational foundation have what DCS would define as important protective 

factors in preserving the child in the home, including more appropriate parenting behaviors in 

the caregiver but also generally a more appropriate home environment for the child at their 

developmental level. These protective factors either eliminate or qualify risks that previously 

existed in the household, ultimately empowering the family to function safely and without 

oversight. 

 

Figure 10. PAT Logic Model 

G. Evaluation Strategy 

FFPSA changes how Title IV-E funds can be used in child welfare. In order to draw funding, a 

program must be rated as at least “promising” by the Title IV-E FFPSA Clearinghouse. As part of 

supporting and building the evidence base of interventions and programs within child welfare, 

each jurisdiction must include a well-designed and rigorous evaluation strategy for each service 

if the state intends to draw IV-E prevention funds to cover some of the costs of providing the 

prevention service. Indiana’s IV-E Prevention Plan describes an evaluation of Indiana’s  
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Parents a tudes
towards paren ng 

improve, and parents 
feel more capable and 

empowered to 
problem solve.

The parent s paren ng 
behaviors improve.

There will be no 
substan ated 
allega ons of 
maltreatment 

during the 
treatment period.

There will be no 
removals from 
home during 
the treatment 

period.

The child s interac ons 
with the parent 

improve, and the 
home environment is 
more appropriate for 

the child.
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Trauma- Focused Cognitive Behavior Therapy (TF-CBT) and Indiana Family Preservation 

Services (INFPS) along with concrete supports and services provided under INFPS. 
 

a. Trauma Focused-Cognitive Behavioral Therapy (TF-CBT) 

 

Trauma-focused cognitive behavioral therapy (TF-CBT) is an intervention for children and 

adolescents ranging in age from 3 to 18 years who have been exposed to an identified trauma 

and exhibit trauma-related emotional or behavioral health symptoms (Deblinger et al., 

2006). Initially designed to treat trauma related to sexual abuse, TF-CBT has been applied for 

trauma related to physical abuse and neglect (Deblinger et al, 2011). The intervention aims to 

reduce the child’s maladaptive emotional and behavioral health symptoms and seeks to 

strengthen parenting skills and the parent-child relationship (Deblinger et al, 2011). TF-CBT 

blends social-learning theory and cognitive-behavioral principles into a comprehensive 

intervention administered to both the affected child and a non-offending parent or caregiver 

(Deblinger et al., 2006). 
 

Designated as a promising practice by the Title IV-E Prevention Clearinghouse and well-

supported by the CEBC, this evaluation seeks to add to the  evidence base to support or 

improve TF-CBT’s current designation of promising. The evaluation will compare a group of 

children who receive TF-CBT to a similar group of children receiving other therapeutic 

modalities. DCS will evaluate TF-CBT’s impact on the following three outcomes for children 

and families served in Indiana: 
 

• Behavioral health CANS scores. 

• Rate of repeat maltreatment. 

• Rate of child removals from their home. 

 

DCS will use a quasi-experimental design (propensity score-matching to evaluate the 

intervention’s impact on the treatment group and control group children). The evaluation’s 

findings will inform DCS’ internal operations and will serve as a basis for DCS to draw Title 

IV-E funds. A full copy of the evaluation of TF-CBT that satisfies the necessary evaluation 

requirements is attached as Attachment 10. 

 

b. Indiana Family Preservation Services (INFPS) 

 

FFPSA prioritizes prevention over foster care entry and the use of evidence-based programs to 

assist in child abuse and neglect prevention. As such, Indiana intends to support Indiana Family 

Preservation Services (INFPS) and use intensive home-based services by working with both 
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children and parents through increasing education and keeping children from entering foster 

care (Schweitzer et al., 2015). Intensive family preservation services (IFPS) are a service 

category in child welfare that became prominent in 1980 to decrease the number of children 

entering foster care (Schweitzer et al., 2015). IFPS as a category of services hinges on 

relationships between child welfare professionals and the families they serve, as families must 

be receptive to the support they receive from child welfare to effectively build life-long skills 

(Duppong Hurley et al., 2019). Multiple states have implemented their own programs based on 

the service provisions defined by IFPS (Schweitzer et al., 2015). 

 

DCS has created its own service model called Indiana Family Preservation Service Standard 

(INFPS). The description of the service standard is described in the policy manual under the 

section titled “Service Standard Indiana Department of Child Services Family Preservation 

Services (Per Diem Model)” (Service Standard Indiana Department of Child Services Family 

Preservation Services Per Diem Model, 2020). The INFPS manual dictates that INFP services “are 

designed to work with families that have had a substantiated incident of child abuse/or neglect, 

where DCS believes they can remain in the home with their caregiver(s) with appropriate 

services” (Service Standard Indiana Department of Child Services Family Preservation Services 

Per Diem Model, 2020). The manual further dictates that evidence-based services ranked by 

the CEBC of promising or higher be used by providers  to support these families (Service 

Standard Indiana Department of Child Services Family Preservation Services Per Diem Model, 

2020). The following evaluation aims to build existing literature around INFPS and provide 

evidence that the INFPS model decreases entry into foster care and has the same positive or 

better outcomes previously found of IFPS services.  

 

The results of the evaluation’s findings will be used to improve DCS practice. A full copy of the 

evaluation of INFPS that satisfies the necessary evaluation requirements is attached as 

attachment 11. Figure 11 below contains the logic model for INFPS. It also addresses the 

confounds of the evaluation by identifying risks and their associated mitigations.   

https://www.in.gov/dcs/files/Family-Preservation-UPDATE.pdf
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Figure 11. INFPS Logic Model 

 

 

 

c. Concrete Supports and Services 

 

Concrete Supports are bundled with INFPS as a per diem service for DCS used Title IV-E Waiver 

evaluation dollars to evaluate whether concrete supports keep families and children stable in 

their home. In our previous evaluations, DCS found that concrete services are effective in 

preventing removals (Hall et al., 2017) and when children were removed, concrete supports 

decreased the number of placements (Winters et al., 2020). As such, DCS has requested that 

concrete supports and services be rated as a promising practice by the IV-E Prevention Services 

Clearinghouse considering the evidence that concrete supports aid Indiana families. 
 

This evaluation will analyze outcomes associated with the provision of concrete services to 

families receiving in-home services through DCS. The Indiana Family Preservation Service 

Standard directs service providers to offer concrete services to families when children would 

otherwise be removed from the home because of unmet basic needs under the INFPS service 

standard. The INFPS Service Standard has been approved as a modification of the Chapter 16 

Section 3 Policy Manual by the owners. Considering the successful outcomes experienced by 



61 | P a g e 

 

 

Indiana Families under the Winters et al., 2020, and Pierce et al., 2017 studies, Indiana has 

used this research to inform the standards of the Indiana Family Preservation Program. This 

addition of concrete supports and family preservation is very common among evidence-based 

in-home family preservation programs and identified as a common characteristic among family 

preservation programs (Fraser et al., 1997), which argues the combination of INFPS with 

concrete supports will be the most supportive program for Indiana families.  

 

Concrete assistance may include direct payments for rent, utilities, etc.; connecting families to 

community support such as local food banks; or assisting families with applications for federal 

assistance including Medicaid or the Supplemental Nutrition Assistance Program (SNAP). 
 

Previous research demonstrates that concrete services are effective in preventing removals 

(Hall et al., 2017), increasing parent skills (Berry, 1992) and engagement in services (Littell & 

Tajima, 2000; Rostad et al., 2017) and lowering the odds of future child maltreatment (Chaffin 

et al., 2001; Pelton, 2008; Rostad et al., 2017; Ryan & Schuerman, 2004). DCS will use this study 

to build on the existing body of literature by evaluating the effectiveness of concrete services 

using the following two outcomes under the INFPS Service Standard: 

 

• Child removals. 

• Repeat maltreatment. 

 

Concrete services will be evaluated using a quasi-experimental design with four treatment 

groups. The control groups will compare children under the previous in-home CHINS and IA 

referral system who received concrete supports to those who did not receive concrete 

supports under the previous referral system. These groups will then be compared to the 

treatment group of children who received concrete supports under the new INFPS program 

compared to children who did not receive concrete supports under the new INFPS program. 

Through using four treatment groups, we will be able to understand how the use of concrete 

supports impacts children and families separate from the referral system the families 

experienced. The use of concrete supports is monitored through both the billing department 

and DCS service consultants. The results of the study will inform DCS’ efforts to provide 

evidence-based prevention services to children and families. A copy of the evaluation of 

concrete services that satisfies the necessary evaluation requirements can be found in 

attachment 11 (included within the INFPS evaluation). 
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H. Indiana’s Request to Waive the Rigorous and Well-Designed Evaluation 

Requirement for Well-Supported Programs 

DCS is requesting a waiver for those evidence-based programs rated as well-supported by the 

Title IV-E Clearinghouse. This  request is consistent with section 471(e)(5)(C)(ii) of the act 

because the Clearinghouse itself has determined that the evidence of the effectiveness of 

each program is compelling. DCS has included a separate evaluation waiver request for each 

evidence-based program that is rated as well-supported using attachment II (See attachments 

two through six). 

 

Table 12. Prevention Programs and Ratings for which Indiana seeks an Evaluation Waiver 

Prevention Program 
Categories 

 

Evidence-Based Programs 

Title IV-E Prevention Services 
Clearinghouse Rating 

Mental Health Treatment Functional Family Therapy (FFT) Well-supported 

Substance Abuse Treatment 
and Prevention 

Motivational Interviewing (MI) Well-supported 

In-home, Skill-based 
Parenting Programs 

Healthy Families America (HFA) Well-supported 

Parents as Teachers (PAT) Well-supported 

 

Please see Tables 5 and 6 under section  

a. Continuous Quality Improvement Framework for Well-Supported Programs 

 

Again, families receive prevention services both inside and outside of DCS involvement. First 

we will explain the CQI process for HFI, indicating the CQI process for families served by HFI 

with no open DCS involvement. The subsequent section will address CQI for all services 

provided under INFPS to families with open DCS cases. 

  

Healthy Families Indiana Continuous Quality Improvement 

 

A monthly report matches children removed to children served by HFI. DCS will review the 

report that matches children against monthly DCS data and tracks the percentage of children 

who are free of substantiated abuse and/or neglect. The match population includes HFI children 

in families “fully engaged” with at least 12 home visits since program enrollment. 

 

The Healthy Families data is obtained from the home-visiting information and tracking system. 

The HFI data is stored in Enlite, which is accessible to DCS to support ongoing monitoring of 

HFI model fidelity requirements as well as contract compliance and claiming/eligibility 

determination for funding sources. The Child Protective Services (CPS) data is obtained from 
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the DCS case management system. 
 

A fully engaged family in the HFI program is defined as an enrolled family who has received a 

minimum of 12 visits postpartum. For example, a family with four visits a month for the first 

three months of a child’s life meets the definition of fully engaged. Visits would continue at the 

level appropriate for the family. Within the fully engaged family, DCS will track the child of 

focus defined as the baby or child for whom the family is receiving HFI services. 

 

Each month, additional children who have reached the milestone of 12 visits and therefore are 

fully engaged will be tracked. No other children in the HFI family will be tracked. 

 

All the unique fully engaged children of focus identified for tracking will be matched to the 

latest month of CPS records starting with July data. A match is defined as the HFI child of focus 

being the victim of substantiated abuse or neglect in the CPS report. Children who are matched 

are counted only once. 
 

Logic Model on Matching 

 

• Once the family of a child of focus has had 12 visits (or more), they have been fully engaged. 

• The match will be reported in the first month the abuse/neglect is substantiated. 

• Once a match involving a child of focus is found, no further matching occurs for that 

child (to avoid distorting the count). The child will continue to be counted in the 

cumulative cycle-to-date total. 
 

Denominator 

 

• Total number of unique HFI children of focus who are fully engaged (12 or more visits) in 

the system as of the most current report month. 

• This number will increase each month as more children of focus meet the milestone of 

the 12th visit and are deemed fully engaged in the program. 

 

Numerator 

 

• Total number of HFI children of focus who are the victim of substantiated abuse. 

• Total number of HFI children of focus who are the victim of substantiated neglect. 

• Total number of HFI children of focus who are the victim of both substantiated abuse 

and neglect. 
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Once abuse and/or neglect are observed for a child of focus, no further  matching is done. That 

child will not be included in subsequent monthly calculations (numerator, denominator). 

DCS is the governing body for the HFI program, which is accredited as a multi-site statewide 

system. A multi-site statewide system must have a central administration entity that provides 

support to the individual HFI sites, delivers policy, training, quality assurance, technical 

assistance and evaluation of the system to ensure standards for model fidelity are met. HFI 

Central Administration is also granted the authority by HFA to affiliate and disaffiliate sites 

within the system. HFI’s Central Administration has regular direct contact with the HFA 

National Office. The HFI Central Administration consists of the DCS prevention team, HFI 

quality assurance/technical assistance/training contractor, HFI database contractor and the 

chairs of the leadership committee. Additional committees with the HFI statewide system 

include the HFI advisory committee, think tank, policy committee, QA/TA committee, 

evaluation workgroup, database committee, forms workgroup and training committee. The 

leadership committee consists of the chairs of the other individual committees. All committees 

meet at least quarterly and have representation from the QA/TA/training contractor as well as 

DCS prevention staff. The committee chairs report updates to the leadership committee and 

make recommendations that are voted on by leadership. DCS is not a voting member of the 

leadership committee since DCS has to review and give final approval to all policy, training, 

plans, and forms approved by leadership before implementation or use.  

 

The QA/TA committee develops a quality-assurance plan each year that identifies what HFA 

best practice standards (BPS) will be reviewed by the QA/TA contractor during the annual site 

visit. This plan must be reviewed and approved by DCS prior to site visits occurring. This 

ensures that HFI sites are meeting model fidelity. DCS reviews the quality assurance plan and 

supports this review of HFI as part of CQI and fidelity monitoring efforts. Sites visits are used to 

monitor adherence to HFA best practice and prepare the sites for accreditation. Technical 

assistance is provided to sites to address any standards found to be out of adherence during 

the site visit. If needed, the QA/TA contractor works with the site to develop a plan to address 

the item(s) out of adherence. Any significant concerns identified during a site visit are brought 

to the DCS prevention manager’s attention immediately. DCS and the QA/TA committee review 

the visit summary report quarterly to look for trends. If there are standards that multiple sites 

are struggling to meet, DCS or the QA/TA committee will recommend training for the multi- 

site system. This training will be provided during a program managers’ meeting or during the 

bi-annual Institute for Strengthening Families Conference.  
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Continuous Quality Improvement for All Services Provided within a DCS Prevention Case 

 

DCS submits additional continuous quality-improvement requirements included in section 

471(e)(5)(B)(iii)(II) of the act regarding each evidence-based program. DCS will implement a 

continuous quality improvement (CQI) process including outcomes measured by both DCS and 

providers to monitor activities provided under the Title IV-E Prevention Plan. This CQI process 

will ensure participants are provided quality services that continually promote the safety and 

health of every child and family. The process will also determine the impact of those services 

on child- and family-level outcomes and functioning. DCS will coordinate and monitor the CQI 

framework with each provider approved to provide services under the Title IV-E Prevention 

Plan.  

 

Since INFPS service delivery began in June 2020, DCS has met with INFPS providers on a regular 

and continuing basis. DCS engaged with INFPS providers via virtual platforms to discuss 

expectations, provider questions or concerns, data and outcomes, and remove barriers to 

implementation of INFPS. All meeting agendas and minutes are posted to the DCS FFPSA 

website for providers to be able to review on an as-needed basis. As part of regular meetings 

with providers, DCS has shared data and outcomes with providers in an attempt to understand 

and improve practice and outcomes in real time.  
 

Per the INFPS contract and service standard, INFPS providers are required to follow the fidelity 

practices of the evidence-based practice interventions they have chosen. As services are 

delivered, providers must implement fidelity-monitoring procedures for each program as part 

of their service contract. Providers must submit a written report noting the model that was 

used for each child and family. The written reports are due monthly on the 10th of the month to 

report information from the previous month. DCS reviews these reports and monitors service 

delivery.  

 

Fidelity review documentation will be assessed by DCS through random sampling. For children 

involved with DCS who have an open case, the random sampling process will include a sample 

of 5% of open cases of INFPS providers each month. As cases are sampled, the provider will 

receive a survey to complete that reviews fidelity to the EBP chosen for the family for the 

sampled month. If there are error rates in the random sample greater than 25%, then an 

additional 5% of cases will be randomly pulled for additional DCS review. If fidelity issues are 

found, DCS will utilize the clinical consultants in the child welfare services division who will 

review the treatment modalities and EBP fidelity measures and create a plan for improvement 
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for the provider to address fidelity issues or concerns. The review cycle will continue until 

fidelity issues at the provider level improve and sustained fidelity to the use of EBPs is 

sufficiently demonstrated. In addition to this fidelity review, fidelity is also incorporated into 

DCS quality-assurance processes including but not limited to practice-model reviews (PMR) and 

safe-system reviews (SSR).  

 

PMR reviews also track service delivery and outcomes, which are tied very closely to the child 

and family service review (CFSR) requirements. The specific items for Indiana’s PMR include but 

are not limited to the following: 

1. Item 7: Services to the Family to Protect Child(ren) in the Home and Prevent Removal or 

Return into Foster Care: To determine whether, during the period under review, the 

department made concerted efforts to provide services to the family to prevent child(ren)’s 

entry into foster care or return after reunification. 

2. Item 8: Risk and Safety Assessment and Management: To determine whether, during the 

PUR, the department made concerted efforts to assess and address the risk and safety 

concerns relating to child(ren) in their own homes or while in foster care. 

3. Item 10: Assessing the Needs and Services of Child(ren): To determine whether, during the 

period under review, the department (1) made concerted efforts to assess the needs of 

child(ren) (both initially, if the child(ren) entered foster care or the case was opened during 

the period under review, and on an ongoing basis) and identify the services necessary to 

achieve case goals and adequately address the issues relevant to the department’s 

involvement with the family, and (2) provide the appropriate services. 

4. Item 11: Assessing the Needs and Services of Parents: To determine whether, during the 

period under review, the department (1) made concerted efforts to comprehensively assess 

the needs of parents (both initially, if the child(ren) entered foster care or the case was 

opened during the period under review, and on an ongoing basis) and identify the services 

necessary to achieve case goals and adequately address the issues relevant to the 

department’s involvement with the family, and (2) identified underlying needs of the 

parents. 

5. Item 12: Assessing the Needs and Services of Resource Parents: To determine whether, 

during the period under review, the department (1) made concerted efforts to assess the 

needs of resource parents (both initially, if the child(ren) entered foster care or the case 

was opened during the period under review, and on an ongoing basis) and identify the 

services necessary in order for resource parents to provide appropriate care and 

supervision to ensure the safety and well-being of the children in their care, and (2) 

provided the appropriate services 

6. Item 16: Intervention Adequacy: To determine whether, during the period under review, 

concerted efforts were made to provide change-related interventions that (1) were timely 

and of sufficient frequency, duration, and intensity to produce intended results, (2) utilized 
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information obtained from comprehensive formal and/or informal assessments, and (3) led 

to progress necessary to meet safe, sustainable case closure. 

7. Item 19: Resource Availability: To determine whether, during the period under review, 

identified services for child(ren), parents, and resource parents were available locally, 

timely, and available for the identified needs. 

8. Item 20: Provider Quality: To determine whether, during the period under review, service 

providers accurately and appropriately developed a service array to meet the individual 

needs of the family with the correct duration, frequency and intensity, tracked and adjusted 

services based on case progression, and had frequent communication with the department 

regarding family participation and progress. 

 

Additionally, SSRs are completed on any family or child with DCS involvement in the 12 months 

prior to a critical incident occurring (e.g. fatality or near fatality) or for families who were 

involved in HFA/HFI even if DCS had no prior involvement. These reviews are done in a 

psychologically safe manner and completed in an effort to understand system-level issues that 

impact repeat maltreatment. The SSR team aggregates the trends and focuses on improvement 

opportunities as part of a continuous quality improvement cycle. 

 

INFPS providers must also collect and report on the goals/outcomes defined below: 

 

Goal #1: Preservation of the referred family while ensuring the safety of the child(ren). 

 

Objective: Providers will have clearly developed treatment plans that target any apparent safety 

concerns including supervision and appropriate discipline. 
 

Goal #2: Family will have protective factors in place that keep children safe. 

 

Objective: To ensure providers discuss and target the development of these protective factors, 

providers must complete the Protective Factors Survey, 2nd Edition (PFS-2) within 30 days of 

receiving the Family Preservation Services referral, and every three months thereafter, for as 

long as the provider is working with the family under the Family Preservation Services referral. 
 

Goal #3: The concrete needs of families will be met, preventing the need to remove the 

child(ren) from the home because of lack of housing, food, transportation, clothing, etc. 
 

Objective: Families will learn to meet their own concrete needs with the help of the contracted 

provider. 
 

Objective: Before removing a child(ren) related to the concrete needs of a family, the child and 

https://friendsnrc.org/protectivefactors-survey/pfs-2/
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family team will discuss the best course of action for that family given the presenting 

circumstance. 

Goal #4: Children will be safe during and after the provision of Family Preservation Services. 

 

Objective: 91.33% of families that actively engage in treatment for at least three months will 

not be the subject of a new substantiated report of abuse or neglect during service provision 

(while their DCS case is open). 

 

Objective: 91.5% of families that actively participated in and successfully completed services 

will not be named in a new substantiated report of abuse or neglect 12 months post discharge. 

 

Healthy Families Indiana within a Family Preservation (INFPS) Case 

 

HFA is provided to child welfare involved families through use of HFA’s Child Welfare Protocol 

(CWP). There are 11 HFI agencies contracted to provide HFA CWP through INFPS. All HFI sites 

conduct two family outcomes measures. The Healthy Families Parent Inventory (HFPI) and the 

Home Observation for the Measurement of the Environment (HOME) Inventory, are 

completed on all enrolled families. The HFPI is a 63-item inventory with nine subscales 

designed to assess parent change related to the overarching goals of Healthy Families—the 

development of healthy parenting skills and behaviors that will in turn reduce child abuse and 

neglect. The HOME Inventory is designed to measure the quality and extent of stimulation 

available to a child in the home environment. Additionally, DCS will monitor removal episodes 

for HFI target children by reviewing the HFI Removal Episode Matching Reports on a regular 

and continuing basis. 

 

Ongoing Monitoring by DCS 

 

DCS will monitor and review outcomes submitted by providers. If outcome measures are not 

achieved as expected, the provider could be required to submit an action plan that will be 

reviewed and monitored by DCS. As part of the CQI process and ongoing monitoring, DCS will 

develop a review of programs and services to help identify the impact the services have on 

child/family outcomes/functioning to determine the effectiveness of current processes and 

systems. This information is used to identify strengths and needs in implementation within and 

across providers to support improved outcomes for children and families. DCS will meet 

regularly to review and evaluate CQI outcomes and will communicate with stakeholders and 

decision makers to improve practices and policies. 

 

DCS utilizes Lean methodologies and principles to identify and eliminate waste and support 
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efficiencies. Lean thinking and the application of lean principles are a team approach to culture 

change and problem solving.  

 

Lean principles include: 

• Allowing customers to define value. 

• Delivering value to the customer on demand. 

• Standardizing to solve and improve. 

• Fostering transformational learning. 

• Enabling mutual respect and shared responsibility, resulting in 

higher performance. 

 

Through the use of Lean principles, DCS will demonstrate respect for people, embrace 

continuous-improvement opportunities, and relentlessly identify and eliminate waste. DCS has 

embarked on a Lean journey and has built a framework including vision and strategy, 

supportive infrastructure, value-stream improvement, and management for daily improvement 

as core requirements of a Lean system that supports continuous improvement of services to 

children and families. 
 

I. Child welfare workforce support 

DCS is at the forefront of child welfare workforce support and training. The Indiana Partnership 

for Child Welfare Education and Training between DCS and the Indiana University School of 

Social Work (Indiana Partnership) provides high-quality, competency-based training for DCS 

staff throughout Indiana. Program activities include assessment of training needs, development 
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of curricula, development of trainers and other resources, training of trainers, delivery of 

training, evaluation of training programs and consultation to local offices as                  well as external 

stakeholders. 

As part of FFPSA workforce training and support, providers and DCS employees received the 

same computer-assisted training developed with the Indiana Partnership. DCS also hosted DCS 

staff and provider roundtables to ensure clear communication, support and training for the 

entire workforce. The training is available here, along with the full question-and-answer list 

from the roundtables. Additionally, DCS has hosted trainings for public defenders, CASAs, 

judges and legal staff.  

Provider meetings have been held to discuss implementation of INFPS. Provider meetings 

started before the launch of INFPS and occur every two weeks. Meetings with providers 

continue with the minutes and a Q&A list from each meeting posted following each meeting. 

These meetings address service issues and model fidelity monitoring, as well as review needs 

and questions of providers with the DCS child welfare services and research and evaluation 

team members. DCS is fully invested in supporting a well-trained and well-supported 

workforce, which includes providers as well as FCMs.  

 

a. Staff training overview 

 

DCS supports and designs curricula to enhance a competent, skilled, and professional child 

welfare workforce to deliver trauma-informed and evidence-based services. All training 

incorporates the practice of cultural humility. Courses related to the Indiana DCS Practice 

Model include the principles of teaming, engaging, assessing, planning and intervening (TEAPI) 

and have been incorporated into new worker training. All curricula have been updated to 

reflect the Indiana DCS Practice Model. Continuous feedback from the qualitative service 

review process, the training evaluation process and legislative or policy changes is reflected in 

curriculum revisions. 
 

Prior to pre-service training, family case managers are assigned a peer coach within their 

region to train them to facilitate child and family team meetings. Following a prescribed 

shadowing, observation and mentoring program, peer coaches support these family case 

managers so they can lead child and family team meetings independently. Debrief feedback 

forms are completed and supervisors quarterly complete observation forms to maintain 

fidelity to the model. Twenty-one regional peer coach consultants monitor progress and 

provide additional information and trainings as necessary including fidelity monitoring. 
 

During pre-service, all family case managers are assigned a field mentor. Following a one-day 

https://childwelfare.iu.edu/training/computer-assisted-training/dcs-other/DCS09095.html
https://youtu.be/TrsSo7prjgc
https://www.in.gov/dcs/files/Family_Pres_Roundtable_Discussion.pdf)
https://www.in.gov/dcs/4103.htm
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training for field mentors, the field mentor and the trainee work side by side during the transfer 

of learning days and the last two weeks of the on-the-job training period. Required and optional 

activities that align with the classroom coursework have been developed for the transfer-of-

learning days. 
 

The field mentor also completes skill assessment scales at the time of graduation. These are 

behaviorally anchored scales to assess the trainees’ skills in 52 areas. Supervisors receive a copy 

of this assessment and can use it to strengthen their staff’s skills. Three months after 

graduation, the new employee’s supervisor also completes the skill assessment scales 

evaluation to assist the staff development division with determining additional training needs 

during the pre-service period. 
 

This feedback provides the necessary link between classroom training and transfer of learning 

to job performance and provides specific knowledge about the strengths and challenges of 

training provided. When challenges are noted, training can be adjusted to better facilitate the 

transfer of learning from classroom to practice. This project is on the cutting edge of national 

best practice in the training and supervision of frontline child welfare workers and has been 

presented at the annual National Staff Training and Development Association’s workshop. 

Feedback from this process is also used to modify new worker curriculum. 
 

The pre-service training for newly hired FCMs comprises classroom time, computer-assisted 

trainings (CATs), transfer-of-learning (TOL) activities in the FCM’s base county, and graduation 

from the institute. The pre-service training is designed as learner-based facilitation and focuses 

on the development of critical-thinking skills needed for FCMs. Pre-service training activities are 

enhanced by small and large group discussions using real-life examples. Transfer of learning 

(TOL) includes working with the assigned supervisor, assigned mentor, and peer coach to 

review CATs, observe/shadow in the office, make court/field visits and more. Historically, FCMs 

completed all classroom training before beginning transfer-of-learning activities. Now, each day 

is split equally between the two to maximize the opportunity for hands-on experience. 
 

Prior to graduation from the pre-service training, new cohort members are certified as child 

and family team meetings (CFTM) facilitators. Twenty-one peer coach consultants located 

throughout the state monitor the regional peer coaches as they train new cohort members to 

facilitate CFTMs. 
 

All new field staff must complete pre-service training, including pre-tests and post-tests, prior 

to receiving a caseload. This is monitored through the statewide case management database. 

The Training Year-end Report of 2019 indicates the partnership collected 36 cohorts’ pre-tests 

and post-tests. Participants improved 10.1% on average from pre-test to post-test, with 96.1% 
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of trainees showing improvement (n=742, 96.1%). Trainees improved by at least 20% on skills 

and knowledge related to getting to know DCS, case planning and intervening. Skills and 

knowledge related to the following areas improved by at least 10%: legal overview, child 

maltreatment assessments, laptop use, effects of abuse and neglect and worker safety. 

 

DCS mandates all staff complete annual training hours (see 

https://www.in.gov/dcs/files/GA-10-Internal-Training.pdf). For example, FCMs are required 

to complete 24 annual hours (12 of which may be online). Family case manager supervisors 

(FCMS) and other field management staff must complete at least 32 hours (16 of which 

may be online). 

 

b. Ensuring development of appropriate prevention case plans and conducting risk 

assessments for children receiving prevention services 

FCMs receive training on the creation of case plans, including prevention strategies, as well as 

conducting risk and safety assessments. DCS Case Planning and Intervening for Permanence is a 

three-day course on planning and implementing case plans that promote safety, stability, 

permanency, and well-being. It teaches new workers to engage families in the service-planning 

and delivery process, identify necessary services and revise judgments in the best interest of 

the child throughout a case. 

 

FCMs also receive training on safety planning and safety/crisis planning to help families identify 

and mitigate safety risks. Safety Planning is a training that helps FCMs understand safety 

planning in the field. Trainees analyze scenes from the movie “The Glass Castle” and complete 

a mock safety assessment, risk assessment, and safety plan, applying their learning to 

situations they might encounter in the field. 

 

During safety/crisis planning training, FCMs learn how social service workers and mental health 

clinicians can create effective family safety/crisis plans with high-risk families. High-risk 

adolescents and their families face obstacles that might seem impossible to manage. FCMs 

receive a sample crisis/safety plan to support improved safety planning with children and 

families. This ensures staff are qualified to provide services consistent with evidence- based 

programs. 
 

Healthy Families Indiana oversight and employee qualifications: HFI providers are required to 

review staff background checks and ensure training requirements are met at each annual site 

visit. There is required training for contracted providers in addition to HFA/HFI training 

requirements. 
 

https://www.in.gov/dcs/files/GA-10-Internal-Training.pdf
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Indiana Family Preservation Services oversight and employee qualifications: DCS requires 

providers to adhere to the evidence-based programs they are using and demonstrate that staff: 

• Are properly trained in the model being utilized. 

• Possess any certification or credentials required by the model, state and/or federal law.  

• Carry appropriate caseloads (no member of the treatment team may carry a caseload 

greater than what is allowed by the model being delivered, provided the caseload is no 

greater than 12. 
 

Providers must document fidelity to the model.  

 

Supervisors engaged in INFPS caseload oversight must possess a current license issued by the 

Indiana Behavioral Health and Human Services Licensing Board (or be consistent with model 

expectations for supervision). Additionally, they must possess a master’s or doctoral degree in at 

least one of the following: 
 

• Social work. 

• Psychology. 

• Marriage and family. 

• Related human service field. 

 

Supervision shall occur at least semi-monthly for at least one hour. At least one supervision 

session must be one on one between worker and supervisor. The remainder may occur in a 

group. If the EBP in use requires a different frequency or format of supervision, fidelity to the 

model must be demonstrated. 
 

J. Child welfare workforce training 

DCS trains and supports caseworkers to help them assess what children and their families 

need, build engagement skills, access and deliver trauma-informed and evidence-based 

services, and oversee/evaluate the continuing appropriateness of the services. DCS offers the 

following trainings for caseworkers: 
 

i. Child and Family Team Facilitation: The FCM learns to use child and family team 

meetings (CFTMs) to oversee and evaluate services to determine if services need to be 

adjusted to address the underlying needs of the family. Tracking and adjusting services 

is a part of the Indiana DCS Practice Model and should be completed by the child and 

family team on a regular and continuing basis. 
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ii. Peer coaching: A peer coach receives additional training on CFTM facilitation and 

demonstrates enhanced engagement skills when working with children and families. As 

part of the Indiana Program Improvement Plan (PIP), DCS committed to training every 

FCM supervisor to be a peer coach. In 2019, the Indiana DCS Practice Model was 

relaunched across the agency. All divisions utilize the Indiana DCS Practice Model in 

their daily work. In 2019, family case manager supervisors began being trained as peer 

coaches. By the end of 2019, there were 234 supervisors successfully trained as peer 

coaches. In 2020, the practice consultant and peer coach consultant expectations were 

updated to reflect additional support to field and sustainability of the practice model. 

All FCM supervisors are trained to be a peer coach. The 21 peer coach consultants, 

practice model supervisors and the practice model manager respond to the practice 

needs identified by the practice model review (PMR), permanency roundtable process 

and/or the executive team. This is the practice model unit for the state that helps field 

operations staff apply our practice model to each case and with one another in the 

agency. Each peer coach consultant is assigned to a region to support the trained peer 

coaches and help local management identify training needs and practice advancement. 
 

iii. Evidence-Based Programs and Services: This is a three-hour classroom training on the 

following topics: 
 

i. The importance of evidenced-based programs and services. 

ii. How to access evidenced-based programs and services.  

iii. How evidenced-based programs and services improve outcomes and 

how this applies to DCS cases. 

iv. Model fidelity. 

v. Case manager oversight and continued assessment of the appropriateness 

of the evidence-based services that are in place. 
 

iv. Motivational Interviewing: This four-hour course teaches strategies for client 

counseling. 
 

v. Trauma-Informed Treatment for Children with Challenging Behaviors: Staff learn to help 

severely traumatized children regulate emotions and manage behaviors. 

 

vi. DCS Practice Model rollout (including prevention services updates): As part of the 

Indiana Program Improvement Plan (PIP), DCS provided practice model training to all 

DCS employees. DCS also provided practice model training to service providers, foster 

parents, CMHC staff members, licensed child-placing agency (LCPA) employees, 



75 | P a g e 

 

 

members of the judiciary and other external stakeholders. 
 

vii. Indiana Family Preservation Computer-Assisted Training: DCS has reimagined service 

delivery for children receiving in-home services. DCS developed Indiana Family 

Preservation services, which are designed to align with the expectations of FFPSA while 

serving children and families in their home of origin. This training covers the service 

standards for this service. In addition, information is disseminated by the DCS 

communications division. 

 

viii. FFPSA Joint Training: This 2.5-hour virtual training is a joint training partnership 

between DCS and the Indiana Office of Court Services. The FFPSA Joint Training was 

created to share information on FFPSA implementation and vision for DCS employees, 

Court Appointed Special Advocates (CASAs), juvenile probation officers, service 

providers, judicial and court partners among other child-welfare system stakeholders. 

The event focused on all aspects of FFPSA implementation in Indiana from prevention 

planning to Qualified Residential Treatment Programs (QRTPs). A recorded version of 

this training is available here. 
 

ix. FFPSA Computer-Assisted Training: This computer-assisted training gives internal and 

external stakeholders a foundational understanding of FFPSA. It includes a high-level 

overview of systemic changes to DCS processes resulting from this legislation. 
 

K. Prevention caseloads 

The prevention caseload standard is determined by the particular evidence-based program 

model. DCS and DCS service providers adhere to those standards. 
 

Families served by Healthy Families America/Healthy Families Indiana: The caseload size for 

HFI is calculated on a point system determined by the number of families being served on each 

level. 

 

Families served by DCS: The Indiana Legislature recently changed the statute that codified 

caseload sizes and types. As of July 1, 2019, FCMs may serve no more than 12 families whose 

children remain in the home. Each of the 18 regional managers and their local office directors 

are responsible for managing FCM caseloads. 
 

 

 

 

https://youtu.be/u_yxobE30WU
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L. Assurance on Prevention Program Reporting and Trauma-Informed 

Service Delivery 

DCS reports to the secretary of the U.S. Department of Health and Human Services any 

information the secretary requires with respect to the Title IV-E Prevention Plan, including 

information and data necessary to determine performance measures. DCS is adding the 

necessary data points as part of the Indiana Comprehensive Child Welfare Information System 

(CCWIS). DCS provides this signed assurance as Attachment 1. 
 

DCS will provide services or programs to or on behalf of a child under an organizational 

structure and treatment framework that involves understanding, recognizing, and responding 

to the effects of trauma using a trauma-informed approach and trauma-specific interventions 

to facilitate healing. DCS provides this signed assurance as Attachment 8. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



77 | P a g e 

 

 

Citations 

Alexander, H. B. Waldron, M. S. Robbins and A. A. Neeb: Functional Family Therapy for Adolescent  

  Behavior Problems. Contemp Fam Ther 35, 806–807 (2013). https://doi.org/10.1007/s10591-013-

  9281-3. 

Baglivio, M. T., Jackowski, K., Greenwald, M. A., & Wolff, K. T. (2014). Comparison of multisystemic  

  therapy and functional family therapy effectiveness: A multiyear statewide propensity score  

  matching analysis of juvenile offenders. Criminal Justice and Behavior, 41(9), 1033–  

  1056. https://doi.org/10.1177/0093854814543272 

Berry, Marianne. (1992). An Evaluation of Family Preservation Services: Fitting Agency Services to Family 

  Needs. Social Work, 37(4), 314-321. National Association of Social Workers, Inc.  

Carey, K. B., Carey, M. P., Maisto, S. A., & Henson, J. M. (2006). Brief motivational interventions for  

  heavy college drinkers: A randomized control trial. Journal of Consulting and Clinical Psychology, 

  74(5), 943-954. doi: 10.1037/0022-006X.74.5.943 

Celinska, K., Furrer, S., & Cheng, C.-C. (2013). An outcome-based evaluation of Functional Family  

  Therapy for youth with behavioral problems. OJJDP Journal of Juvenile Justice, 2(2), 23-36. 

Celinska, K., Sung, H. E., Kim, C., & Valdimarsdottir, M. (2018). An outcome evaluation of Functional  

  Family Therapy for court?involved youth. Journal of Family Therapy. (Online Advance)   

  doi:http://dx.doi.org/10.1111/1467-6427.12224  

Chaffin M, Bonner BL, Hill RF. Family preservation and family support programs: child maltreatment 

   outcomes across client risk levels and program types. Child Abuse Negl. 2001 Oct;25(10):1269- 

  89. doi: 10.1016/s0145-2134(01)00275-7. PMID: 11720379. 

https://doi.org/10.1007/s10591-013-
https://doi.org/10.1007/s10591-013-
https://psycnet.apa.org/doi/10.1177/0093854814543272


78 | P a g e 

 

 

Chaiyachati, B. H., Gaither, J. R., Hughes, M., Foley-Schain, K., & Leventhal, J. M. (2018). Preventing child 

  maltreatment: Examination of an established statewide home-visiting program. Child Abuse &  

  Neglect, 79, 476-484. 

Cohen, J. A., & Mannarino, A. P. (1996). A treatment outcome study for sexually abused preschool  

  children: Initial findings. Journal of the American Academy of Child and Adolescent Psychiatry,  

  35(1), 42-50. 

Cohen, J. A., Deblinger, E., Mannarino, A. P., & Steer, R. A. (2004). A multisite, randomized controlled  

  trial for children with sexual abuserelated ptsd symptoms. Journal of the American Academy of  

  Child and Adolescent Psychiatry, 43(4), 393-402. doi:10.1097/01.chi.0000111364.94169.f9 

Deblinger, E., Mannarino, A. P., Cohen, J. A., & Steer, R. A. (2006). A follow-up study of a multisite,  

  randomized, controlled trial for children with sexual abuse-related PTSD symptoms. Journal of  

  the American Academy of Child and Adolescent Psychiatry, 45(12), 1474-1484.    

  doi:10.1097/01.chi.0000240839.56114.bb 

Deblinger, E., Mannarino, A. P., Cohen, J. A., Runyon, M. K., & Steer, R. A. (2011). Trauma-Focused  

  Cognitive Behavioral Therapy for children: Impact of the trauma narrative and treatment length. 

  Depression and Anxiety, 28(1), 67-75. doi:10.1002/da.20744 

 

Diaz Gomez, C., Ngantcha, M., Le Garjean, N., Brouard, N., Lasbleiz, M., Perennes, M., . . . Bellou, A.  

  (2019). Effect of a brief motivational intervention in reducing alcohol consumption in the  

  emergency department: A randomized controlled trial. European Journal Of Emergency  Medicine, 

  26(1), 59-64. doi:10.1097/MEJ.0000000000000488 



79 | P a g e 

 

 

Duggan, A., Fuddy, L., Burrell, L., Higman, S. M., McFarlane, E., Windham, A., & Sia, C. (2004).   

  Randomized trial of a statewide home visiting program to prevent child abuse: Impact in  

  reducing parental risk factors. Child Abuse & Neglect, 28(6), 623-643.     

  doi:http://dx.doi.org/10.1016/j.chiabu.2003.08.008 

Duggan, A., McFarlane, E., Fuddy, L., Burrell, L., Higman, S. M., Windham, A., & Sia, C. (2004).   

  Randomized trial of a statewide home visiting program to prevent child abuse: Impact in  

  preventing child abuse and neglect. Child Abuse & Neglect, 28(6), 597-622.    

  doi:10.1016/j.chiabu.2003.08.007 

DuMont, K., Mitchell-Herzfeld, S., Greene, R., Lee, E., Lowenfels, A., Rodriguez, M., & Dorabawila, V.  

  (2008). Healthy Families New York (HFNY) randomized trial: Effects on early child abuse and  

  neglect. Child Abuse & Neglect, 32(3), 295-3 doi:http://dx.doi.org/10.1016/j.chiabu.2007.07.007 

Duppong Hurley KL, Lambert MC, Huscroft D’Angelo JN. Comparing a Framework for Conceptualizing  

  Parental Involvement in Education Between Students at Risk of Emotional and Behavioral Issues 

  and Students Without Disabilities. Journal of Emotional and Behavioral Disorders.   

  2019;27(2):67-75. doi:10.1177/1063426618763112 

  Dworsky, A., & Courtney, M. E. (2010). The risk of teenage pregnancy among transitioning foster youth: 

  Implications for extending state care beyond age 18. Children and Youth Services Review, 32(10), 

  1351–1356. https://doi.org/10.1016/j.childyouth.2010.06.002 

Easterbrooks, M. A., Bartlett, J. D., Raskin, M., Goldberg, J., Contreras, M. M., Kotake, C., . . . Jacobs, F. H. 

  (2013). Limiting home visiting effects: Maternal depression as a moderator of child   

  maltreatment. Pediatrics, S126-133. doi:10.1542/peds.2013-1021K 

https://psycnet.apa.org/doi/10.1016/j.childyouth.2010.06.002


80 | P a g e 

 

 

Easterbrooks, M. A., Kotake, C., & Fauth, R. (2019). Recurrence of maltreatment after newborn home  

  visiting: A randomized control trial. American Journal of Public Health. (Online Advance).  

  doi:10.2105/AJPH.2019.304957 

Fernandes-Alcantara, Adrienne L. (2019). Youth Transitioning from Foster Care: Background and Federal 

  Programs. Congressional Research Service. https://crsreports.congress.gov/RL34499.  

Fraser, Mark, Kristine E. Nelson,  Jeanne C. Rivard,  Effectiveness of family preservation services, Social  

  Work Research, Volume 21, Issue 3, September 1997, Pages 138 -     

  153, https://doi.org/10.1093/swr/21.3.138 

Freyer-Adam, J., Coder, B., Baumeister, S. E., Bischof, G., Riedel, J., Paatsch, K., . . . Hapke, U. (2008).  

  Brief alcohol intervention for general hospital inpatients: A randomized controlled trial. Drug  

  and Alcohol Dependence, 93(3), 233-243. doi:http://dx.doi.org/10.1016/j.drugalcdep.2007.09.016 

Gentilello, L. M., Rivara, F. P., Donovan, D. M., Jurkovich, G. J., Daranciang, E., Dunn, C. W., . . . Ries, R. R. 

  (1999). Alcohol interventions in a trauma center as a means of reducing the risk of injury  

  recurrence. Annals Of Surgery, 230(4), 473-480. 

Goldbeck, L., Muche, R., Sachser, C., Tutus, D., & Rosner, R. (2016). Effectiveness of Trauma-Focused  

  Cognitive Behavioral Therapy for children and adolescents: A randomized controlled trial in  

  eight German mental health clinics. Psychotherapy and Psychosomatics, 85(3), 159-170.   

  doi:10.1159/000442824 

Hall, J. A., Imburgia, T. M., Bloomquist, K. R., Kim, J., Pierce, B. J., Jaggers, J. W., Armstrong-Richardson,  E., 

  Danh, M., & Hensel, D. J. (2017). Partnership for Multimethod Evaluation in Child Welfare:  

Title IV-E Waiver Demonstration Program. Child Welfare, 95(5), 59–78. 

 https://www.jstor.org/stable/48625515 

https://crsreports.congress.gov/RL34499
https://doi.org/10.1093/swr/21.3.138


81 | P a g e 

 

 

Healthy Families America. (2018) Best practice standards. Prevent Child Abuse America; Healthy Families 

  America. (2018). State/multi-site system central administration standards. Prevent Child Abuse  

  America. 

“Healthy Families Indiana 2020 Evaluation Report.” (2020). Diehl Consulting Group. 

Humayun, S., Herlitz, L., Chesnokov, M., Doolan, M., Landau, S., & Scott, S. (2017). Randomized   

  controlled trial of Functional Family Therapy for offending and antisocial behavior in UK youth.  

  Journal of Child Psychology and Psychiatry, 58(9), 1023-1032. doi:10.1111/jcpp.12743 

Jensen, T. K., Holt, T., & Ormhaug, S. M. (2017). A follow-up study from a multisite, randomized   

  controlled trial for traumatized children receiving TF-CBT. Journal of Abnormal Child Psychology, 

  45(8), 1587-1597. doi:10.1007/s10802-017-0270-0 

Leathers, Sonya J. and Mark F. Testa. “Foster Youth Emancipating from Care: Caseworkers’ Reports on  

  Needs and Services.” Child Welfare. 85(3), 463-498. 

Lee, E., Kirkland, K., Miranda-Julian, C., & Greene, R. (2018). Reducing maltreatment recurrence through 

  home visitation: A promising intervention for child welfare involved families. Child Abuse &  

  Neglect, 86, 55-66. doi:http://dx.doi.org/10.1016/j.chiabu.2018.09.004 

Littell, Julia H., and Emiko A. Tajima. "A Multilevel Model of Client Participation in Intensive Family  

  Preservation Services." Social Service Review 74 (2000): 405-435. 

Marlatt, G. A., Baer, J. S., Kivlahan, D. R., Dimeff, L. A., Larimer, M. E., Quigley, L. A., . . . Williams, E.  

  (1998). Screening and brief intervention for high-risk college student drinkers: Results from a 2- 

  year follow-up assessment. Journal of Consulting and Clinical Psychology, 66(4), 604-615.  

  doi:10.1037/0022-006X.66.4.604 



82 | P a g e 

 

 

Mitchell-Herzfeld, S., Izzo, C., Greene, R., Lee, E., & Lowenfels, A. (2005). Evaluation of Healthy Families 

   New York (HFNY): First year program impacts. Albany, NY: University at Albany, Center for  

  Human Services Research. 

Parents as Teachers National Center, Inc. (2014). Foundational 2 curriculum: 3 years through   

  kindergarten. 

Pelton, L. H. (2008). An examination of the reasons for child removal in Clark County, Nevada. Children 

   and Youth Services Review, 30(7), 787–799. https://doi.org/10.1016/j.childyouth.2007.12.007  

Phipps, Maureen G., Maryfran Sowers, and Sonya Demonner. (2002). “The Risk for Infant Mortality  

  among Adolescent Childbearing Groups.” Journal of Women’s Health. 11(10), 889-897). 

Rendall Mkosi, K., Morojele, N., London, L., Moodley, S., Singh, C., & Girdler Brown, B. (2013). A  

  randomized controlled trial of motivational interviewing to prevent risk for an alcohol exposed  

  pregnancy in the Western Cape, South Africa. Addiction, 108(4), 725-732.    

  doi:http://dx.doi.org/10.1111/add.12081 

Rodriguez, M. L., Dumont, K., Mitchell-Herzfeld, S. D., Walden, N. J., & Greene, R. (2010). Effects of  

  Healthy Families New York on the promotion of maternal parenting competencies and the  

  prevention of harsh parenting. Child Abuse & Neglect, 34(10), 711-723.     

  doi:http://dx.doi.org/10.1016/j.chiabu.2010.03.004 

Rostad WL, Rogers TM, Chaffin MJ. The influence of concrete support on child welfare program   

  engagement, progress, and recurrence. Child Youth Serv Rev. 2017 Jan;72:26-33. doi:   

  10.1016/j.childyouth.2016.10.014. Epub 2016 Oct 17. PMID: 28533569; PMCID: PMC5438157. 

https://psycnet.apa.org/doi/10.1016/j.childyouth.2007.12.007


83 | P a g e 

 

 

Ryan, J. P., & Schuerman, J. R. (2004). Matching family problems with specific family preservation  

  services: a study of service effectiveness. Children and Youth Services Review, 26(4), 347– 

  372. https://doi.org/10.1016/j.childyouth.2004.01.004 

Saitz, R., Palfai, T. P. A., Cheng, D. M., Alford, D. P., Bernstein, J. A., Lloyd-Travaglini, C. A., . . . Samet, J. H. 

  (2014). Screening and brief intervention for drug use in primary care: The ASPIRE randomized  

  clinical trial. JAMA, 312(5), 502-513. doi:http://dx.doi.org/10.1001/jama.2014.7862 

Scheeringa, M. S., Weems, C. F., Cohen, J. A., Amaya-Jackson, L., & Guthrie, D. (2011). Trauma-Focused  

  Cognitive-Behavioral Therapy for posttraumatic stress disorder in three-through six year-old  

  children: A randomized clinical trial. Journal of Child Psychology and Psychiatry, 52(8), 853-860.  

  doi:10.1111/j.1469-7610.2010.02354.x 

Don D. Schweitzer, Peter J. Pecora, Kristine Nelson, Barbara Walters & Betty J. Blythe (2015) Building the

   Evidence Base for Intensive Family Preservation Services, Journal of Public Welfare, 9:5, 423- 

  443, DOI: 10.1080/15548732.2015.1090363 

Slesnick, N., & Prestopnik, J. L. (2009). Comparison of family therapy outcome with alcohol-abusing,  

  runaway adolescents. Journal of Marital and Family Therapy, 35(3), 255-277.    

  doi:10.1111/j.1752-0606.2009.00121.x 

Smith, P., Yule, W., Perrin, S., Tranah, T., Dalgleish, T., & Clark, D. M. (2007). Cognitive-behavioral  

  therapy for PTSD in children and adolescents: A preliminary randomized controlled trial. Journal 

  of the American Academy of Child & Adolescent Psychiatry, 46(8), 1051-1061.    

  doi:10.1097/CHI.0b013e318067e288 

https://psycnet.apa.org/doi/10.1016/j.childyouth.2004.01.004
https://doi.org/10.1080/15548732.2015.1090363


84 | P a g e 

 

 

Stein, M. D., Hagerty, C. E., Herman, D. S., Phipps, M. G., & Anderson, B. J. (2011). A brief marijuana  

  intervention for non-treatment-seeking young adult women. Journal of Substance Abuse  

  Treatment, 40(2), 189-198. doi:http://dx.doi.org/10.1016/j.jsat.2010.11.001 

Wagner, M., Clayton, S., Gerlach-Downie, S., & McElroy, M. (1999). An evaluation of the Northern  

  California Parents as Teachers demonstration. SRI International Menlo Park, CA. 

Wagner, M. M., & Clayton, S. L. (1999). The Parents as Teachers program: Results from two   

  demonstrations. The Future of Children, 9(1), 91-115. 

Wagner, M., Iida, E., Spiker, D., Hernandez, F., & Song, J. (2001). The multisite evaluation of the Parents 

   as Teachers home visiting program: Three-year findings from one community. Menlo Park, CA:  

  SRI International. 

Wagner, M., Spiker, D., Hernandez, F., Song, J., & Gerlach-Downie (2001). Multisite Parents as Teachers 

  evaluation: Experiences and outcomes for children and families. Menlo Park, CA: SRI   

  International. 

Wagner, M., Spiker, D., & Linn, M. I. (2002). The effectiveness of the Parents as Teachers program with 

   low-income parents and children. Topics in Early Childhood Special Education, 22(2), 67-81.  

  doi:http://dx.doi.org/10.1177/02711214020220020101 

Winters, D. E., Pierce, B. J., & Imburgia, T. M. (2020). Concrete services usage on child placement  

  stability: Propensity score matched effects. Children and youth services review, 118, 105362.  

  https://doi.org/10.1016/j.childyouth.2020.10536



 

 

M. Attachments 

 

1. Evaluation Strategy for Trauma-Focused Cognitive Behavior Therapy 

 



 

 

Title IV-E Prevention and Family Services and Programs Plan 

State of Indiana 

 

 

2. Evaluation Strategy for Indiana Family Preservation Services and Concrete Supports 

 

 

 

 

 

 

 

 



 

 

N. Appendixes 
Note: Each Appendix item can be opened from this document. 

Appendix I. Healthy Families Indiana Contract

 



 

 

 

Appendix II. INFPS Contract 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

Appendix III. INFPS Service Standard 

 

 

 

 

 

 

 

 

 

 



 

 

Appendix IV. Assurances from Providers Responding to the INFPS RFP 
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Appendix VII. DCS Policy 4.38: Assessment Initiation 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix VIII. DCS Policy 5.21: Safety Planning (Case Management) 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Appendix IX. Safety Assessment 
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Appendix XV. HFI Safety Policy 10-2.D. 
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Appendix XXII. PAT Quality Standards 

 

The PAT Quality Standards document is protected from insertion into this document. The pdf can be found 

 at this link: 

 https://static1.squarespace.com/static/56be46a6b6aa60dbb45e41a5/t/57e0042737c581c512ae181d/147429

 8924087/PAT_2013_Quality_Standards.pdf.  
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Appendix XXIV HFI QA Plan. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Appendix XXV. HFI Tool Chart 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Appendix XXVI. Proximal Outcome Data Points 

 

Program Proximal Outcomes Metrics Used Data Location 

FFT  

 

Youth’s behavior 

improves. Parent skills 

improve managing 

youth behaviors. 

-number of 

sessions/family 

contacts each month 

-specific 

individualized 

treatment goals 

- progress toward 

goal achievement 

- provider 

recommendations. 

 

All metrics are 

included in monthly 

reports directly 

entered by service 

providers into the 

DCS KidTraks 

system. DCS owns 

this data and can 

access family-

specific data at any 

time.    

 

TF-CBT 

 

Child skills improve 

managing trauma 

responses. Parent skills 

improve managing 

trauma responses. 

-number of 

sessions/family 

contacts each month 

-specific 

individualized 

treatment goals 

- progress toward 

goal achievement 

- provider 

recommendations. 

 

All metrics are 

included in monthly 

reports directly 

entered by service 

providers into the 

DCS KidTraks 

system. DCS owns 

this data and can 

access family-

specific data at any 

time.    

 

PAT Risks to the child are 

eliminated or the 

parent has the skills to 

manage the risk. 

-number of 

sessions/family 

contacts each month 

-specific 

individualized 

treatment goals 

- progress toward 

goal achievement 

- provider 

recommendations. 

 

All metrics are 

included in monthly 

reports directly 

entered by service 

providers into the 

DCS KidTraks 

system. DCS owns 

this data and can 

access family-

specific data at any 

time.    

 



 

 

MI Parent substance use is 

no longer a relevant 

safety concern. 

-number of 

sessions/family 

contacts each month 

-specific 

individualized 

treatment goals 

- progress toward 

goal achievement 

- provider 

recommendations. 

 

All metrics are 

included in monthly 

reports directly 

entered by service 

providers into the 

DCS KidTraks 

system. DCS owns 

this data and can 

access family-

specific data at any 

time.    

 

HFI Risks to the child are 

eliminated or the 

parent has the skills to 

manage the risk. 

-number of 

sessions/family 

contacts each month 

-specific 

individualized 

treatment goals 

- progress toward 

goal achievement 

- provider 

recommendations 

-assessment and 

screening results 

-tools results 

-referrals made 

-notes and 

documentation 

 

All family data is 

collected within the 

Enlite data system 

for the program 

from referral to 

discharge.  Providers 

of HFI directly enter 

all assessments, 

screens, and tools 

completed with the 

family into the 

system.  All home 

visits, activities 

completed with each 

family, referrals 

made for the family, 

etc. are documented 

within the 

system.  DCS owns 

this data and can 

access family-

specific data at any 

time.    

 

 

 

 

 

 



 

 

Appendix XXVII. Use of Enlite for HFA/HFI Reporting 

 

HFA/HFI records all family data within Enlite Data system for the program from referral to discharge. This 

includes all assessments/screens/tools completed with the family, all home visits, all activities completed with the 

family, and all referrals made for the family.  HFI providers are required to use and enter all documentation for the 

program into the Enlite data system (which DCS owns).  All prevention staff and a few DCS IT staff have access 

to the data system and can at any time review the documentation for a specific home visit, the family service plan 

in place for the family, referrals that were made for the family, etc.  

DCS Prevention administers the HFI program in Indiana so there are several mechanisms in place for 

ongoing program monitoring including development of an annual QA plan and annual QA site visits, monthly 

meeting of the HFI Central Administration as well as other HFI committees (DCS Prevention staff attend all 

committees), monthly data matching with the Child Protection Index, quarterly monitoring of several statewide 

reports, ongoing program evaluation, monthly sampling of claims, etc. This results in ongoing programmatic data 

monitoring and quality assurance for HFI.  

 

 


