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Abstract 
 

Impact of residential versus outpatient substance abuse treatment  
on child welfare outcomes: A secondary analysis of NSCAW II data 

 
by 
 

Wendy Lynn Wiegmann 
 

Doctor of Philosophy in Social Welfare 
 

University of California, Berkeley 
 

Professor Jill Duerr Berrick, Chair 
 

Between 40–80% of substantiated child maltreatment cases in the United States contain some 
degree of parental substance abuse.  After child welfare becomes involved, outcomes for 
children of parents with substance abuse issues are substantially worse than for children of non-
substance-abusing parents.  While some studies have demonstrated that substance abuse 
treatment can improve child welfare outcomes, results are largely inconclusive as to whether 
residential substance abuse treatment is more effective than outpatient options. Using data from 
the National Survey of Child and Adolescent Well-Being II, this study evaluates the effects of 
residential versus outpatient substance abuse treatment on family progress for families involved 
in the child welfare system.   
 
Using propensity score weighting to control for substance abuse severity and other variables that 
may select parents into treatment, results indicate that child welfare workers were more likely 
(RRR = 4.40, p = 0.026) to indicate that families had deteriorated or made no progress in cases 
where parents attended residential treatment.  Placement of children in out-of-home care also 
increased the likelihood that workers would indicate that a family had deteriorated or made no 
progress.   
 
At the same time, results from this study indicate that child welfare workers were also more 
likely (RRR = 3.77, p = 0.022) to believe that a family had made substantial progress when a 
parent attended residential treatment. This finding was especially true for parents when the 
caseworker assessed domestic violence as a pre-existing condition (RRR = 7.89, p = 0.044), 
suggesting a moderating relationship between treatment setting and caseworker assessment.   
 
Considering the importance of worker assessments to child welfare outcomes such as 
reunification and case closure, this study’s findings have implications for treatment assignment 
for child welfare involved parents.  Findings from this study also provide support for the 
provision of ancillary services, such as domestic violence counseling in residential programs. 
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1. Introduction  
 

According to combined 2002 – 2007 data from the Substance Abuse and Mental Health 
Service Administration (SAMHSA), over 8.3 million children (11.9%) lived with at least one 
parent who was dependent on or abused alcohol or drugs during the previous year.  Of these, 
almost 7.3 million (10.3%) lived with a parent who was dependent on or abused alcohol, and 
2.1 million (3.0%) lived with a parent who was dependent on or abused drugs (SAMHSA, 2009). 
While many children of parents who use or abuse alcohol or drugs will not experience abuse or 
neglect, they are at increased risk for maltreatment and entry into the child welfare system.  
According to reports from the U.S. Department of Health and Human Services (USDHHS, 
2015), in 2010 there were a total 688,000 victims of abuse and neglect. Although figures are 
mixed, due to differing study populations and definitions of substance abuse and dependence, 
among cases which are reported to and substantiated by the child welfare system, most studies 
report that 40–80% include some degree of parental substance abuse (Young, Boles, & Otero, 
2007).  Among children who eventually enter foster care, most studies report that 50-79% 
involve parental substance abuse (Testa & Smith, 2009; Young, et al., 2007).   

 
Effects of Parental Substance Abuse on Children 
 
 A number of studies have documented the profound effects of substance abuse on the 
lives of children.  Often leading to traumatic and unpredictable home environments, parental 
substance abuse has been linked to impaired parenting skills, lower levels of supervision and 
responsiveness to children, poorer quality of parent-child attachments, parent-child conflict, and 
inconsistent discipline (for reviews, see Arria, Mericle, Meyers, & Winters, 2012; Stanton-
Tindall, Sprang, Clark, Walker, & Craig, 2013).   These home environments can have long-
lasting impacts on children’s psychosocial wellbeing, leading to problems with anxiety and 
depression, confidence, emotional regulation, and the ability to form trusting relationships.  
Home environments with substance abusing parents have also been connected to child behaviors 
such as delinquency, low academic performance, and substance abuse (for reviews, see Johnson 
& Leff, 1999; Stanton-Tindall et al., 2013).  While a number of studies have documented the 
ability of resilient individuals to overcome the chaotic environments often created by substance 
abuse, other studies have linked parental substance abuse to long-term effects such as low 
socioeconomic status, substance abuse, and criminality during adulthood (for review, see 
Johnson & Leff, 1999).   
 

A number of children also become involved in the foster care system due to parental 
substance abuse. In these situations, the difficulties parents experience overcoming a substance 
abuse problem in the first place, as well as the chronic, relapsing nature of addiction (Bevan, 
2009; Leukefeld & Tims, 1989) complicate child welfare efforts to assist families within 
mandated child welfare timelines.  Children of parents with substance abuse problems are more 
likely to enter foster care (USDHHS, 1999), less likely to reunify with their parents (Ryan, 
Marsh, Testa, & Louderman, 2006), and will spend a longer time in care before they reunify 
(Brook, McDonald, Gregoire, Press, & Hindman, 2010). Furthermore, for children who enter 
foster care and subsequently return home, those with parents with substance abuse issues are 
more likely to experience subsequent allegations of maltreatment when compared to children of 
non-substance-abusing parents (Barth, Gibbons, & Guo, 2006; Fuller &Wells, 2003; Jonson-
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Reid, Emery, Drake, & Stahlschmidt, 2010; Smith & Testa, 2002).   Research has also indicated 
that children of parents with substance abuse problems are more likely to experience long or 
repeated stays in foster care (Brook, et al., 2010; Drake, Jonson-Reid, & Sapokaite, 2006) and 
increased numbers of foster care placements (Brook & McDonald, 2009).  

 
2. Substance Abuse Treatment Setting 

 
 For some families, child welfare system involvement can present an opportunity for 
parents to address their substance abuse problems through child welfare mandate and referral to 
treatment (Brook et al., 2010; Green, Rockhill, & Furrer, 2007; Grella, Needell, Shi, & Hser, 
2009; Smith, 2003). Unfortunately, most studies that have examined this relationship have 
combined various types of substance abuse treatment, although numerous forms exist (Choi, 
Huang, & Ryan, 2012).  In an effort to determine whether treatment setting impacts child welfare 
outcomes, this study differentiates between two major categories - residential and outpatient 
treatment. 
 
Residential Treatment 
 
 Residential treatment most often refers to a live-in facility where clients treat their 
substance abuse problems through communal living experiences with other individuals in 
recovery and separation from home environments where substance use may be encouraged 
(Hubbard, Rachal, Ginzburg, & Marsden, 2010). First developed during the Prohibition Era, and 
flourishing by the 1960s and 1970s, the first formal treatment environments to emerge in North 
America were short-term hospitals or rehabilitation centers where individuals with alcohol 
problems could receive treatment away from home (Csiernik, 2011; McClellan, 2011; White, 
2014).  Due to the popularity and formal structure offered by Alcoholics Anonymous (AA), 
many residential programs began to base their program activities on the principles and 
philosophy proposed by AA.  However, over time different philosophical approaches began to be 
adopted by residential programs, most notably in programs called therapeutic communities 
(TCs).  Today, three primary types of residential treatment programs exist: long-term residential 
programs based on AA, short-term residential programs based on AA, sometimes in combination 
with professional/medical support, and long-term residential programs based on the TC model.   
  
 Residential substance abuse treatment programs based on AA focus primarily on 
promoting recovery through the social and emotional support provided by non-professional self-
help groups, a model of recovery based solely on abstinence, and individual work through 12 
core activities or steps (A.A. World Services, Inc., 2014; Ferri, Amato, Davoli, 2009).  Recovery 
in AA is guided by the “Big Book,” a text describing the development of AA as an organization, 
the principles and traditions of AA, and how to implement the 12 steps.  Short-term residential 
services are provided with an average program length of 21-28 days, while long-term residential 
programs range from 3- to 12- months.  Some short-term programs are affiliated with general or 
psychiatric hospitals, while others operate as community-based programs. Programs affiliated 
with hospitals may offer services such as medical evaluation, assessment of substance abuse 
severity, detoxification, and individual and group counseling.  Some programs offer drug 
education, spiritual guidance, family involvement, vocational guidance, and even employer 
involvement (Csiernik, 2011).  The primary aim of these programs is to provide a safe, relatively 
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stress-free environment where individuals can address the effects of substance abuse through 
individual and group therapy.  Planning for continued sobriety on return home is also a typical 
part of the recovery process.   
 
 An alternative residential treatment setting is the TC. However, rather than relying on 
the12-step recovery principles of AA, TCs use confrontation, consequences, and reinforcement 
to help clients develop responsible pro-social lifestyles (De Leon, 1995; Polcin, 2000). Overall, 
the TC method is based on the philosophy that substance abuse stems from individual 
psychological and social deficits.  Further, TC programs are based on the idea that individuals 
with addictions must “undergo a complete change in lifestyle: abstinence from drugs, elimination 
of antisocial (criminal) behavior, development of employable skills, self-reliance and personal 
honesty” (Hubbard et al., 2010, p. 55).  Because TCs emphasize the development of a new pro-
social lifestyle, they are often of longer duration than short-term residential programs, and can 
take up to several years (Polcin, 2000).  Within this paradigm, personal change requires a 24-
hour immersion in highly structured and recovery-oriented environment, with nearly every 
moment of a client’s time accounted for by professional staff.  While clients may be allowed a 
certain number of day-passes to attend activities and outings in their communities (particularly in 
later stages of treatment), these are largely limited to employment, school, job training, or other 
parole- or child welfare-mandated service activities.  
 
 Also in pursuit of the goal of complete pro-social change, TCs focus their programming 
on two interrelated levels: social and psychosocial (Csiernik, 2011). Upon entry, an individual 
becomes a “member” of the highly hierarchical TC community, with few to no responsibilities, 
but regarded as fundamentally untrustworthy.  Geared toward engendering social responsibility, 
the individual earns trust over time as he or she progresses successfully through the program and 
exhibits the characteristics necessary for a drug-free lifestyle.  These include taking 
responsibility, improved social skills, helping oneself, trusting others, helping peers, reinforcing 
honesty, and making a commitment to abstain from drugs.  The second level of focus within TCs 
is the psychosocial domain, with the aim of changing negative patterns of behavior, thinking, and 
feeling that underlie substance abuse.  Some of the therapeutic tools used to achieve this aim 
include separating residents from past sources of negative influences, confronting behaviors, 
beliefs and attitudes associated with substance abuse, enforcing responsibility, and utilizing self-
help techniques (De Leon, 1986). 
 
 Common to all residential programs is the use of peer-counselors to aid clients through 
the recovery process.  Although they may also have certified alcohol and drug abuse counselors 
on staff, these programs often rely heavily on the use of program graduates as peer counselors, 
administrators, and role models. Treatment completion for clients in residential programs must 
usually be accomplished within a standard amount of time: 30 days, 60 days, 3-months, 6-
months, or 12-months, but can be extended if program staff feel it is necessary and funding 
continues to be available. Prior to discharge, residential clients are strongly encouraged to 
identify and begin attending substance abuse treatment within their communities (AA/NA 
meetings and/or other forms of outpatient treatment). Although rare, programs that allow 
children to reside with parents on-site generally have an age limit (under 5 years old), and 
childcare is provided to allow parents to attend groups and meetings throughout the day.  In 
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addition to recovery-related classes, parents may also be required to attend parenting or child-
development classes as a part of their treatment. 
 
 Two beliefs about the nature of drug abuse and recovery form the basis for the structure 
and rules of residential programs.  The first is that addiction cannot be cured but can only be put 
in remission by reliance on self-help and support from other individuals in recovery (Hubbard, et 
al., 2010).  The second tenet of residential programs is that for remission to be achieved, all of a 
client’s attitudes and daily activities that led to and contributed to addiction must be changed 
(Hubbard, et al., 2010).  In AA affiliated programs, clients are encouraged to confront the 
consequences of their substance abuse on others.  Within TCs, the fundamental goal is to change 
the value systems and lifestyles of clients, and help them to develop the self-control that will 
make them self-sufficient and productive members of society (Hubbard, et al., 2010).  Other, 
non-theoretical goals of residential programs include helping addicted clients overcome 
withdrawal symptoms, and developing practical skills and tools that will enable them to function 
in society.   
 
Outpatient Treatment 
 
 The main difference between residential and outpatient programs is that clients attending 
outpatient treatment continue to live in their own communities and go to treatment on a regular 
basis for counseling and didactic sessions (Hubbard, et al., 2010).  Community-based outpatient 
programs are generally run by non-profits, are non-medical in nature, and operated by 
community boards (Csiernik, 2011).  These programs are usually 12-step oriented and provide a 
variety of group treatments (Polcin, 2000).  Treatment may also be based in medical facilities or 
hospitals.  Programs based in medical facilities typically involve psychiatrists, degreed 
therapists, registered nurses, and certified addiction counselors, relying to a lesser degree on 
paraprofessionals (Hubbard, et al., 2010). Within outpatient programs, clients attend didactic and 
counseling groups focusing on the biological, psychological, and social causes of addiction and 
the ways that individuals can confront these causes and establish new ways of living (Hubbard, 
et al., 2010). Additional health, education, vocational, and legal services may also be offered or 
provided through referral to other agencies. Typically, clients spend 3 to 4 hours a day in groups 
and individual sessions within both types of outpatient programs, and may also be expected to 
attend outside 12-step meetings during their free time. Individuals enrolled in a more intensive 
form of outpatient treatment may attend sessions and classes five days per week for 3-4 hours per 
session (Csiernik, 2011).  While enrolled in outpatient treatment, clients are usually drug tested 
randomly 2-3 times a week.  
 

3. Historical Context 
 

 In an effort to understand current approaches to substance abuse treatment, particularly 
among parents, this section will explore the history of treatment, and the theories or constructs 
that have provided the foundation for various historical trends.  Overall, no single unified theory 
exists that directly addresses treatment setting.  Instead, practitioners working with individuals 
with substance issues commonly use practical criteria, such as that suggested by the American 
Society of Addiction Medicine (ASAM, 2014), when assigning clients to treatment. ASAM 
recommends that treatment setting be prescribed according to the following considerations: (1) 
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acute intoxication or withdrawal potential, (2) biomedical conditions or complications, (3) 
emotional and behavioral conditions or complications, (4) acceptance or resistance to treatment, 
(5) potential for relapse, and (6) whether the home environment is supportive of recovery 
(ASAM, 2014). According to the criteria, individuals with higher severity on any domain should 
be recommended for residential treatment (ASAM, 2014).    
 
 It should be noted that while the ASAM criteria are helpful in identifying practical 
considerations that may impact the efficacy of treatment, with the exception of assessing whether 
or not “the home environment is supportive of recovery” (criteria #6), the ASAM assessment 
does not prompt service providers to consider to the specific circumstances of parents and 
children, or the challenges and supports that family life might add to treatment.  Nevertheless, 
embodied within such practical guidance are a number of theoretical assumptions, forged over 
many years, regarding the reasons that individuals become dependent on drugs and alcohol, and 
the ways that treatment setting can disrupt such addictions.  
 
Moral Model 
 
 The oldest approach to understanding substance abuse is often referred to as the Moral 
Model.  Heavily influenced by Protestant religious institutions, the Moral Model judges any form 
of drug or alcohol use as irresponsible, wrong, and often sinful.  Predominant during the 
Prohibition era, this approach posits that substance dependence is a consequence of personal 
choice and places responsibility on the weak moral character of individuals.  As illustrated 
below, for parents (especially mothers), the Moral Model approach has historically resulted in 
the two-fold effect of encouraging the neglect of alcoholism while simultaneously supporting a 
punitive approach (McClellan, 2011).   
 
 During the Prohibition Era, most temperance rhetoric classified alcoholism as a problem 
where men’s drinking threatened domestic and social stability (McClellan, 2011).  Within this 
rhetoric, women were seen primarily as victims of alcohol and/or leaders in the campaign against 
it.  Women who drank themselves, particularly immigrants or those of lower socioeconomic 
classes, were considered in need of ‘‘moral hygiene,’’ accused of sexual promiscuity and other 
vices, and relegated to the criminal justice system (McClellan, 2011).  Accordingly, substance 
abuse treatment for women varied greatly during this time. Although upper and middle-class 
women could receive medical care from their personal physicians, in their own homes or 
occasionally in an asylum, women of lower classes who struggled with alcohol addiction were 
often arrested and kept in jail for indeterminate sentences (McClellan, 2011).   Furthermore, 
because their behavior violated sanctioned gender roles, many women were viewed as degraded 
and pathological, especially mothers.  In fact, many medical and social commentators during the 
time assumed that motherhood should be more than enough to prevent women from drinking.  
As such, women who drank while they were responsible for children violated an inherent 
maternal instinct and were considered unnatural (McClellan, 2004).   
 
 Recent history has demonstrated that in many ways, a Moral Model understanding of 
maternal substance abuse has not changed significantly since Prohibition. While studies 
conducted between 1960 and 1990 about the effects of alcohol (Aase, Jones, & Clarren, 1995; 
Clarren & Smith, 1978; Jones & Smith, 1973; Jones, Smith, Ulleland, & Streissguth, 1973; 
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Sokol & Clarren, 1989) and drugs (Cobrinik, Hood, & Chusid, 1959; Coles, Platzman, Smith, 
James, & Falek, 1991; Dixon, 1989; Eisen et al., 1991; Frank et al., 1990; Goodfriend, Shey, & 
Klein, 1956; Neuspiel & Hamel, 1991; Neuspiel, Hamel, Hochberg, Green, Campbell, 1991) on 
unborn babies and neonates focused public and professional attention on the importance of 
attending to mother’s substance abuse, much of the public’s response has been geared toward 
punishment rather than treatment.  Most dramatically, claims made during the 1990s that “crack 
babies” constituted a “lost generation” and a “biological underclass” (Krauthammer, 1989; 
Rosenblatt, 1986) and news articles that portrayed drug using parents as abusive (Blakeslee; 
1990; Greene, 1989) sparked a skyrocketing of child abuse and neglect reports, dramatic 
increases in foster-home placements, criminal prosecutions, and a tripling of the number of 
mothers incarcerated (Kandall, 1996; White, 2014).  
 
 As history has demonstrated, a Moral Model approach to understanding substance abuse 
treatment offers little when trying to understand whether residential or outpatient treatment may 
be most effective. Nevertheless, this approach has characterized the nation’s reaction to parental 
substance abuse for nearly a century, and remains fixed.  Even after a meta-analysis of over 30 
earlier studies (Frank, Augustyn, Knight, Pell, & Zuckerman, 2001) concluded that there was no 
convincing evidence that prenatal cocaine exposure was associated with poor child outcomes, 
American public policies have continued to move in the direction of harsher punishments for 
mothers with substance abuse problems.   Since 2014, Alabama, Tennessee, and Wisconsin have 
passed legislation that allows prosecutors to charge mothers who have exposed their unborn 
babies to drugs with “fetal assault,” while other states are considering similar legislation 
(Farmer, Shapiro, Yu, 2015).   Similarly, while child welfare approaches discourage punishment, 
at least 19 states have specific policies that require reporting when children have been exposed to 
drugs or alcohol, and 14 states include this type of exposure in their definitions of child abuse or 
neglect (USDHHS, 2015).   
 
Substance Abuse as a Disease 
 
 Even during the Prohibition Era, some professionals began to take a different approach in 
understanding substance abuse. During this time, a group of physicians established themselves as 
‘‘inebriate’’ specialists, defining inebriety as the habitual use of alcohol or other substances, and 
maintained that this behavior should be understood as an illness, not a vice (McClellan, 2011). 
Many of these doctors were affiliated with or owned facilities dedicated to the treatment of 
inebriate patients, creating some of the first residential treatment programs.  Consistent with the 
Prohibition Era belief that men not women, could become alcoholics, the majority of the 
treatment facilities accepted male but not female patients, even though some doctors believed 
that women could also suffer from inebriety and deserved medical care.   
 
 Believing that alcoholism could be cured with systematic treatment, the inebriety doctors 
of the Prohibition Era condemned the use of prison for alcoholics, arguing instead for 
‘‘scientific’’ care in asylums (McClellan, 2011). Such care often centered on the belief that 
alcoholics needed a respite from their home environments.  As such, asylums were located in 
rural areas where patients could take advantage of the perceived health benefits and wholesome 
qualities of the country (McClellan, 2011).  Often, asylums were run as farms with patients 
providing much of the labor, an arrangement believed to have therapeutic benefits through the 
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inculcation of routine and exposure to fresh air and a healthy diet. Additional therapy at inebriety 
asylums included baths, nutritious food, rest, exercise, tonics, and sometimes hypnosis and 
electric shock (McClellan, 2011; White, 2014).    
 
 Despite the belief of some doctors that women could suffer from and be cured of 
alcoholism, access to inebriety asylums was limited for women, especially mothers.  Often 
asylums did not allow women to participate at all, or if they did, only in separate hidden quarters 
(McClellan, 2011).  While the hidden nature of these female asylums was intended to protect 
women from the stigma and shame of being identified as an inebriate, these arrangements also 
denied women access to group therapy and social support, services often critical to patient 
success (White, 2014).  For women that were able to enter inebriety programs, the goal was often 
a return to appropriate gender roles, with dressmaking and nursery care included as a regular part 
of therapeutic programming (McClellan, 2011). These practices were supported by medical 
literature, with a number of journal articles describing marriage and lactation as cures for some 
cases of female inebriety (McClellan, 2011).  Other doctors, believing that alcoholism could be 
inherited, recommended that inebriates should not marry while some suggested that female 
inebriates who did not respond to treatment be sterilized (McClellan, 2011). 
 
 Following the repeal of national Prohibition, alcohol was reconceptualized in America as 
a benign substance that could be consumed without issue by most of the population, but could 
become a disease for others (McClellan, 2011).  While this idea was promoted by a number of 
researchers, clinicians, and physicians, the idea became increasingly popular with the advent of 
Alcoholics Anonymous (AA) in 1935.  In particular, AA was instrumental in bridging many of 
the Moral Model’s religious concepts with an understanding of addiction as a disease, reducing 
much of the stigma associated with substance abuse (van Wormer & Davis, 2013). In the well-
known AA text the Big Book, the organization’s founders codified the ideas of seeking divine 
guidance, making confessions and restitution, and proselytizing as fundamental to understanding 
and treating alcohol dependence.  At the same time, the Big Book also emphasized the notion of 
powerlessness, urging individuals to recognize that their addiction had taken control over their 
lives and that they needed professional help to stop it.  In public speeches, AA’s founders often 
used terms such as malady, illness, and allergy to describe alcohol dependence, bringing it even 
closer in public perception to the idea of a disease (van Wormer & Davis, 2013).    
 
 Like other forms of addiction treatment, AA was often hostile and unwelcoming to 
women during its founding years.  Echoing some of the early assumptions that only promiscuous 
women suffered from alcoholism, many AA members worried that an introduction of women 
would create sexual complications between members and could pose a threat to the very 
existence of AA as an organization (McClellan, 2011).  As a compromise, women who 
approached AA were sometimes mentored by the nonalcoholic wives of male members, a 
situation which allowed them study of the Big Book and 12 Steps, but denied them the 
therapeutic one-on-one relationship and sense of identification between alcoholics that was a 
centerpiece of the AA fellowship (White, 2014).   
 
 Over the years, a number of developments have simultaneously opened addiction 
treatment to women and brought the conception of addiction as a disease into the mainstream.  
The first development includes the growing involvement of women within the addictions field, 
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as experts as well as addicts (White, 2014).  Most notable among these is Margaret Mann, a 
woman who used her own recovery to launch an influential public health campaign.  Described 
as the “first woman member” of AA, Mann finally became sober in the program despite a 
number of unsuccessful prior attempts, including a stay in a sanitarium (McClellan, 2011).  Once 
she achieved sobriety, Mann began a large-scale effort to eliminate the stigma around alcoholism 
and promote treatment for alcoholics, particularly women. In so doing, she founded the National 
Committee for Education on Alcoholism (NCEA; today the National Council on Alcoholism and 
Drug Dependence), giving frequent speeches to raise awareness and funds for alcohol treatment 
and to broaden treatment options (McClellan, 2011).  
 
 Another development involves the formation and growth of the self-identified Women’s 
Alcoholism Movement (WAM) of the late 1970s and ‘80s (White, 2014). With the discovery of 
FAS and FAE, public awareness about female alcohol addiction became more widespread.  
Within this increasing awareness, the WAM gained momentum as women who had struggled to 
receive help joined together to make the case that treatment for women was an urgent necessity.  
Through their efforts lobbying members of Congress, offering testimony in public hearings, and 
launching public education campaigns, the WAM broadened the substance abuse treatment 
agenda to include women and mothers, and championed the idea that specialized services were 
needed for these populations (Schmidt, & Weisner, 2002). At the same time, an overall increase 
in substance abuse in the United States spurred a general expansion and diversification of 
substance abuse treatment over the course of the 1980s, resulting in a doubling of national bed 
capacity in residential programs and significant broadening in the types of programs (Schmidt, & 
Weisner, 2002).  
	  
Interpersonal Models 
 
 In recent years, a number of scholars have moved beyond the individual to examine the 
way that relationships may impact substance use, dependence, and treatment. These theories 
suggest the importance of individuals’ roles within social networks, stressing that effective 
substance abuse treatment must help individuals cope with the stressors involved in these 
multiple roles without the use of substances.  In some, such as Family Systems Theory, direct 
involvement of the family is considered necessary in order to prevent potential sabotage of 
recovery efforts and to support the family through the instability that occurs as a family member 
undergoes treatment.  Overall, interpersonal models describing substance abuse and treatment 
suggest that individuals with addiction cannot be treated in isolation but that their relationships 
are important both in encouraging and treating substance abuse. 
 
 Stress and Coping Theory.  One such model, the Stress and Coping Theory, posits that 
individuals are often overwhelmed by the stressful life circumstances created by family 
members, friends, school, and/or work.  The theory holds that some individuals feel burdened by 
the responsibility involved in these relationships, often leading to distress, and sometimes to 
substance use and dependence (Brady & Sonne, 1999; Kaplan, 1996; Moos, 2006, 2007).  This is 
particularly true for individuals who lack self-confidence and coping skills or who avoid facing 
problematic situations.  The theory has also been used to explain why individuals may seek, 
succeed in, or relapse after treatment (Brady & Sonne, 1999; Finney & Moos, 1995; Moos & 
Moos, 2007) 
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 As early as the 1950s and ‘60s, some clinicians proposed that domestic life could 
encourage alcoholism, although this contention was often countered with the prevailing belief 
that parenthood was a natural antidote to alcoholism (McClellan, 2011).  Social workers, almost 
exclusively women, came closest to confronting the issue of drinking and domestic life directly. 
Rather than simply urging their clients to adjust to their ‘‘appropriate’’ role, they began to 
consider alternatives (McClellan, 2011). One group in particular provided a treatment program 
that attempted to lessen domestic pressures by suggesting that women ‘‘shift roles’’ and develop 
occupations outside the home, leaving the care of their children to others (McClellan, 2011). 
These programs were unique in their recognition of the stresses involved in domestic life and 
their validation of alternative choices.  In addition, these programs presented a more sympathetic 
characterization of women than the stereotypical “loose drunk” who needed to settle down and 
come to terms with her appropriate station in life.  
 
 Despite these early examples, substance abuse treatment for mothers that included 
modifications to home life never caught on.  In addition, advice to working- or middle-class 
women who could not afford to leave their children in the care of others offered little help.  
Furthermore, for many women, the pressures of home-life are only one aspect of a constellation 
of stressors that may also include their children’s health and education, work, poverty, and 
neighborhood stress. To prevent continued use or relapse, substance abuse interventions must 
help individuals learn how to cope effectively with these circumstances without turning to drugs 
or alcohol.  However, to date there is still little consensus about whether this can be best 
accomplished in the contained environments offered by residential treatment or within 
individuals’ social networks.  According to Stress and Coping Theory, residential treatment may 
be more favorable in protecting individuals from the demands of their social networks so that 
they may learn and test new coping skills sequentially, adding visits, interactions, and 
responsibility as they become proficient (Finney & Moos, 1996).  An alternate understanding of 
the theory suggests that outpatient treatment may be more effective because it is impossible for 
residential programs to adequately replicate an individuals’ relationships and life stressors in the 
artificial scenarios offered by residential treatment (Finney, Hahn, & Moos, 1996).   
 
 Family Systems Theory.  Family Systems Theory posits that whether for good or bad, 
families act as single emotional units, affecting each other’s thoughts, feelings, and actions 
(Saatcioglu, Erim, & Cakmak, 2006).  While individuals within families may have boundaries 
and subsystems (i.e., parents, siblings, male/female members, etc.), the overall functioning of 
family members is interdependent and changes in one person’s functioning is predictably 
followed by changes in that of others.  
 
 Within this interdependence, substance abuse becomes more than an individual problem, 
but an integral part of the family sensitivity (Saatcioglu, et al., 2006). According to the theory, 
families are continually in a process of adapting to the individual life changes of members of the 
group.  Occurring in stages, families may initially resist transformation, but ultimately roles, 
relationships and responsibilities within the family shift and re-stabilize around the change.  In 
the case of substance abuse, these transformations are often necessitated by and structured 
around drugs and alcohol (Saatcioglu, et al., 2006).  In response to substance-related neglectful 
parenting, for example, other members of the family (the other parent, siblings, grandparents) 
may assume the responsibilities of the neglectful parent, often minimizing or in extreme cases 
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isolating the individual with the substance abuse problem (Kaufman, 1985). While difficult and 
stressful to the family system at first, as individuals adapt to the new circumstances, they become 
the norm.  In effect, substance abuse becomes a central focus of family life, important family 
relations revolve around the focus, and the stability of the family becomes dependent on the 
substance use and its consequences (Saatcioglu, et al., 2006).  Although this influence may be 
unhealthy, it becomes a part of the family’s shared experience.  When substance abuse ceases, 
everyone within the family unit becomes vulnerable and may have difficulties coping with 
changes to established norms.  To remove this uneasiness, some members may attempt to return 
to the status quo, which can entail sabotaging treatment and the ongoing recovery process 
(Csiernik, 2011).   
 
 Although substance abuse treatment has traditionally focused on isolating individuals 
from their families, Family Systems Theory suggests that family therapy is a necessary 
component of treatment in order to help families adjust to the disequilibrium that is created when 
drugs and alcohol are removed from the family system (Csiernik, 2011).  Recognizing that 
problems both influence and are influenced by the family, Family Systems Theory suggests that 
substance abuse treatment must include family members in the treatment process (Csiernik, 
2002). This process generally includes three stages: (1) sobriety for the individual with a 
substance abuse issue and unbalancing of the system; (2) adjustment to sobriety and stabilizing 
the system; and (3) maintenance of sobriety and rebalancing the system (Todd, 1991).  While the 
first stage of this process may take place while a parent is in residential treatment, such intensive 
family restructuring will ultimately require counseling with the parent in the home environment 
(Csiernik, 2011).  
 
 Social Support Theory. Social Support Theory posits that social relationships are critical 
components of people’s health and well-being (Cohen, Gottlieb, and Underwood, 2000). 
Particularly in the context of chronic or acute stressors, Social Support Theory argues that social 
networks provide empathy, love, trust, and caring (emotional support), tangible aid and services 
(instrumental or concrete support), advice and information (informational support), as well as 
constructive feedback and affirmation (Cohen, et al., 2000; Heaney & Israel, 2008). 
Unfortunately, individual social networks may also include members, including spouses or 
partners, who use or abuse substances (Grella, 2008) and may be unsupportive of individual 
efforts toward recovery (Laudet, Magura, Furst, Kumar, & Whitney, 1999).  As such, altering 
social networks is often a treatment goal for individuals who participate in substance abuse 
treatment (Covington, 2002), with the goal of increasing positive network resources and 
decreasing negative influences (Davis & Jason, 2005).  
 
 Children are especially important to consider when focusing on the social networks of 
parents in substance abuse treatment.  In a qualitative study of women equally split between 
residential and outpatient treatment, Tracy & Martin (2007) demonstrated that children are 
integral to the social networks of parents in treatment and are viewed as primary sources of 
social support. In fact, parents in the study reported that they viewed their children as providing 
as much overall sobriety support as that provided by adults, particularly since respondents 
viewed a greater proportion of adult relationships in their life as negative.  For mothers in the 
Tracy & Martin (2007) study who were able to live in the same household as their children, the 
researchers found that children also provided mothers concrete support, particularly to those in 
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residential treatment.  These findings demonstrate the importance of meaningful family 
relationships in sustaining individuals through substance abuse treatment.  Uniquely, the study 
also demonstrates the support that children can provide to parents, provided that there is regular 
and frequent contact.  Nevertheless, few residential programs currently allow children to reside 
with parents during treatment, and many programs do not have visitation policies protecting 
regular contact.   
 
 Research has also demonstrated the strength of AA and other social model programs in 
building social support around abstinence. In a recent study (Kelly, Stout, Magill, & Tonigan, 
2011), the researchers demonstrated that greater AA attendance facilitated decreases in ties with 
adults who use alcohol or drugs, while at the same time increasing pro-abstinent relationships.  
Ultimately, the study demonstrated that participation in AA led to greater abstinence and reduced 
drinking intensity by virtue of changes in social ties.  These findings echo those of other 
researchers (Bond, Kaskutas, Weisner, 2003; Kaskutas, Bond, & Humphreys, 2002; Laudet, 
Cleland, Magura, Vogel, & Knight, 2004) who have demonstrated associations between support 
groups like AA, positive social networks, and better treatment outcomes. For many residential 
programs, participation in AA and other self-help groups is an explicit part of treatment and a 
necessary component of discharge planning.  However, for individuals who attend residential 
treatment far from their homes and neighborhoods, the process of building supporting abstinent 
relationships must begin again once the individual goes home.  For this reason, the transition 
from residential treatment to aftercare can often be more difficult than that from outpatient 
treatment (Min, et al., 2013), reducing the proportion of residential patients who subsequently 
make use of this supportive service, and negatively impacting the long-term efficacy of such 
treatment (Finney, et al., 1996). 
 
Ecological Models   
 
 Expanding beyond the interpersonal level, ecological theories emphasize the 
environmental and policy contexts of behavior, while incorporating personal and interpersonal 
influences.  In Urie Bronfenbrenner’s (1977) ecological model, health behavior such as 
substance abuse and treatment is best understood as being affected by, but also affecting, 
multiple levels of influence: micro-, meso-, exo-, and macrosystems. According to Sallis, Owen, 
& Fisher (2008), another core concept of ecological theories is that behavior cannot be treated 
through individual interventions alone. Instead, ecological models stress that each of the systems 
are interdependent, and for interventions to be effective, change must occur at all levels.  As 
such, ecological models are significant not only for suggesting that substance abuse treatment 
must expand beyond the individual and his/her immediate social network, but for suggesting that 
environmental and policy interventions are necessary in effectively treating individual substance 
abuse problems.   
 
 Neighborhood Disadvantage Theory.  One example of an ecological theory is the 
Theory of Neighborhood Disadvantage.  According to researchers, evidence suggests that 
individuals in neighborhoods that are densely concentrated with alcohol outlets, drugs, and crime 
are less likely to remain sober (Boardman, Finch, Ellison, Williams, & Jackson, 2001; Hill & 
Angel, 2005; Mendoza, Conrow, Baldwin, & Booth, 2013).  Furthermore, for individuals that 
enter substance abuse treatment, disadvantaged neighborhoods decrease the likelihood that they 
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will successfully complete their program (Jacobson, 2004; Jacobson, Robinson, & Bluthenthal, 
2007). Other researchers have demonstrated that when paired with drugs and alcohol, 
environmental cues or triggers can acquire the ability to elicit biological responses (such as 
withdrawal symptoms or craving) and lead to relapse for individuals recovering from substance 
abuse, even after periods of abstinence (Childress, et al., 1999; O’Brien, 2003). Finally, 
disadvantaged neighborhoods may also lack resources that can alleviate the need for drug use, 
such as mental health facilities or positive social support systems (Boardman, et al., 2001).  
Suggesting that impoverished neighborhoods contain many traps for individuals in recovery, 
Neighborhood Disadvantage Theory provides strong support for residential treatment.  Indeed, 
this theory argues that unless the crippling communities where individuals in recovery live can 
be altered, neighborhoods can be corrosive to the long-term efficacy of substance abuse 
treatment. 	    
	  
 The historical lens.  Viewed historically, the problem of parental substance abuse has 
moved from stigmatized neglect to increasing acceptance as a social problem in need of 
treatment.  In the last three decades, mothers have advanced from being denied any treatment at 
all, to increasing acceptance in male-oriented programs, to mother oriented programs involving 
comprehensive services (Grella, 2008; Kandall, 1996).  Nevertheless, in all of this effort to 
equalize women’s treatment with male-oriented efforts, little attention has been given to whether 
the rapidly expanding residential treatment options are more beneficial than outpatient programs.   
Likewise, in light of the ever-expanding number of treatment options, clinicians and research 
scientists have attempted to bring structure to treatment assignment with criteria such as those 
proposed in ASAM, but have largely based these on pragmatic concerns without the benefit of 
theoretical guidance. According to Finney, et al. (1996), four major arguments can be made for 
the superiority of residential treatment over other forms of treatment: (1) provides a respite for 
patients that (a) removes them from environments that are perpetuating their substance abuse 
and/or (b) allows efforts toward abstinence to be consolidated; (2) provides a setting that results 
in patients receiving more treatment because (a) they are less likely to drop out; (b) treatment is 
more intensive; and/or (c) patients are more effectively linked with aftercare; (3) provides 
medical/psychiatric care (hospital-based inpatient settings) and/or tangible emotional support to 
patients who otherwise would not have access to such care or support; and/or (4) suggests to 
patients that their problems are more severe than would be the case if treatment were offered in 
an outpatient setting.  These practical considerations echo the need for a structured environment 
suggested by the Moral Model, as well as the warnings about environmental triggers that might 
encourage relapse suggested by the Theory of Neighborhood Disadvantage. 
 
 Absent from this assessment however, is any mention of what residential treatment can 
do to make the addict’s home environment more supportive of sobriety or prepare individuals for 
their real lives after leaving the intensive supports offered by the residential setting.  While 
separation of parents from their homes and communities may temporarily provide them relief 
from personal and ecological temptations, it also temporarily removes them from their 
permanent reality.  While such a separation may be beneficial in the short-term, it may also 
nurture recovery in an unrealistic setting that falls apart once that parent reenters his or her 
regular life (Stress and Coping Theory).  Furthermore, while the hardship created by separation 
from family may provide incentive and motivation to engage in and complete treatment, it may 
also deprive parents of sources of personal support that are critical to their sense of purpose, 
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belonging, security, and self-worth (Social Support Theory).  In addition, an individual’s 
personal relationships (Family Systems Theory) and larger social networks (Social Support 
Theory) may also require modification for long-term sobriety to be feasible and supportive – a 
process that may necessitate that individuals remain in their communities. Finney et al. (1996) 
note that outpatient treatment may allow for a more valid assessment of environmental, 
cognitive, and emotional triggers of substance use while allowing clients to test new coping 
strategies while receiving therapeutic support.  Despite this wisdom, the historical trajectory of 
substance abuse treatment has favored increasing access to residential programs (Grella, 2008; 
Schmidt, & Weisner, 2002) without consideration for whether they are indeed more beneficial. 
 
 Only in recent years have researchers and social scientists considered the importance of 
social networks, neighborhoods, and macrosystems to parental substance abuse.  As greater 
attention has been given to the influence of these factors, experts have logically become more 
supportive of the possibility that treatment can be effective if integrated into these environments.  
At the same time, a new cadre of researchers (Greenfield et al., 2007; Grella, et al., 2009; 
Howell, Heiser, & Harrington, 1999; Huang & Ryan, 2011) have stressed the importance of 
correctly identifying and matching clients with needed services, suggesting that addressing client 
needs for housing, child care, legal help, financial support, mental health treatment, domestic 
violence, parenting education or vocational training may be more meaningful in the long run 
than treatment setting.      
 

4. Conceptual Framework 
  
Figure 1: Conceptual Framework - Full 

 
 
 Figure 1 illustrates the overall conceptual model guiding this study.  Specific details on 
segments of the figure will be provided later in this chapter and in figures 2, 3, and 4.   As 
illustrated, the outcome of interest is child welfare worker assessment of overall family progress 
in cases with parents with substance abuse problems.  Specifically, this study seeks to determine 
whether treatment in residential versus outpatient settings is associated with a lower likelihood 
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that a worker will indicate deterioration or no overall family progress, while increasing the 
likelihood that a worker will determine that a family has made substantial progress.  The primary 
hypothesis for this study is that child welfare workers will perceive better progress assessments 
in cases where parents attend residential treatment due to the greater amount of effort and 
commitment required by such treatment.  The relationship between treatment setting and 
assessment of family progress is also hypothesized to be moderated by parental problems with 
mental health and domestic violence. To control for potential selection bias, the severity of 
parental substance abuse, other life issues, and co-occurring substance abuse and life issues, as 
well as child placement in- or out-of-home is managed through propensity score weighting.  
Finally, a number of potentially confounding child and family variables are controlled for in the 
outcome analysis. 
 
Dependent Variable:  Child Welfare Worker Assessments of Family Progress 
 
 To address substance abuse and protect children from its harmful effects, child welfare 
agencies are charged with the tasks of assessing substance abuse problems among parents, 
identifying treatment options, referring parents to treatment, and evaluating progress (USDHHS, 
Child Welfare Information Gateway, 2008).  Within this process, child welfare workers wield a 
tremendous amount of authority.  Determinations of whether parents suffer from substance abuse 
problems are largely at the discretion of workers, knowledge of and access to treatment facilities 
is dependent on worker referrals, and most importantly, measures of client progress are almost 
entirely dependent on caseworker assessment.  
 
 Under the Adoption Assistance and Child Welfare Act (1980), caseworkers must 
complete a written case plan with child welfare involved families and keep the plan on file for 
any child receiving federal foster care assistance. Under Title IV-E of the Social Security Act, 
these plans must describe the child’s out of home placement, measures for ensuring that the child 
receives safe and proper care, and the ways that appropriate services will be provided to the 
parents, child, and foster parents to address the safety issues which necessitated child welfare 
involvement (USDHHS, Child Welfare Information Gateway, 2008). In addition, the Adoption 
and Safe Families Act (1997) requires that states receiving federal assistance revisit the case plan 
every 6 months, and that child welfare agencies report to jurisdictional courts on parental 
progress within those time frames.  These court hearings commonly include a review of whether 
agencies provided adequate services to address safety risks and child welfare workers’ 
assessments of whether or not parents complied with assigned services.  Most of the time, 
important case decisions (e.g., reunification, termination of services, termination of parental 
rights, or case closure) revolve around these child welfare worker assessments.  Given the weight 
of the child welfare worker’s assessment, the dependent variable for this study is the level of 
overall family progress, as indicated by the child welfare worker.  
 
 Effort and compliance.  Despite the weight and importance of child welfare worker 
authority, research on workers’ abilities to assess substance abuse issues and refer parents to 
effective treatments are cause for concern.  Early studies on child welfare worker assessments 
have identified a number of ways in which worker decisions are based on limited evidence, rely 
on intuition, and are considerably influenced by information that is most easily available, 
memorable, or likely to trigger an emotional response (Munro, 1999).  Additionally, research has 
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demonstrated that child welfare workers’ decisions are often influenced by stereotypes (Azzi-
Lessing & Olsen, 1996; Howell, 2008), and vary markedly depending on the individual 
(Lindsey, 1992; Regehr, Bogo, Shlonsky, & LeBlanc, 2010).  In terms of substance abuse, 
research has demonstrated that workers carry a number of stereotypes about parental substance 
abuse, and are likely to perceive higher levels of risk when substance abuse is present, even after 
controlling for other factors such as maltreatment allegation, parental mental health, history of 
arrest, or the severity of harm to the child (Berger, Slack, Waldfogel, & Bruch, 2010; Howell, 
2008).  
 
 In a qualitative study of parents and caseworkers about the case planning process (Smith, 
2008), both parties perceived case plans as directives, with neither describing the process as a 
collaborative effort reflecting mutual influence or thorough assessment of families’ needs and 
abilities. In addition, some caseworkers described case plans as a means for testing parental 
commitment and love for their children with the underlying assumption that parents that cared 
about their children and wanted to reunify would complete the services assigned in case plans 
without argument. In some cases, Smith (2008) found that caseworkers also believed that case 
plans should include some form of punishment or means of teaching parents a lesson: “As some 
caseworkers described it, parents should be helped, but they should also undergo hardship” (p. 
525).   
 

Additional research (Smith, 2003) has indicated that parental compliance with assigned 
tasks can be more important to child welfare worker assessments than true behavioral change. In 
the study, the researcher found that parents who attended any type of drug treatment (residential 
or outpatient) were more likely to reunify with their children despite ongoing drug use or poor 
performance on three different parenting measures.   Results from this study prompted the author 
to conclude that child welfare decision making depended heavily on easily measured and 
documented “motions,” or completed tasks, rather than evidence of underlying change. In one 
example, a parent’s service plan listed several objectives, including remaining drug free, 
cooperating with random drug testing, attending AA meetings, and providing an attendance 
record of AA meetings. In the case, the worker indicated satisfactory progress on all objectives, 
despite a drug test indicating recent use. The “comment” section of the case plan stated that a 
satisfactory rating was warranted because the parent had completed the associated tasks. It read, 
“BM [biological mother] has complied with all recommended tasks even though there was a 
positive drop on [date].” In the example, task completion outweighed the purpose of the tasks, 
which was to remain drug free.  Results from this study suggests that caseworkers heavily weigh 
compliance with ordered services, even when cooperation with services is not indicative of 
behavior change or improved child safety.  

  
While the current study cannot directly measure whether child welfare workers perceived 

residential treatment as requiring greater effort or compliance, it is well documented that 
residential treatment programs are more costly both in terms of actual costs (French, Popvici, & 
Tapsell, 2008), and the absences from employment and other responsibilities that clients must 
take in order to participate in live-in treatment (Lussier, Laventure, & Bertrand, 2010).  
Furthermore, many residential treatment programs do not allow parents to live with their children 
while in the program, meaning that they must relinquish custody to the child welfare system or 
find an alternate living arrangement before they can enter treatment (Tracy & Martin, 2007). 
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Viewed through the lens of sacrifice and hardship then, it seems possible that child welfare 
workers view attendance at residential treatment as a demonstration of greater effort and 
commitment to the child welfare process (Figure 2).   

 
Figure 2: Conceptual Framework – Path from Treatment Setting to Family Progress

 
 
Independent Variable: Substance Abuse Treatment Setting 
 
 Although research among the general population of non-child welfare involved adults is 
promising when it comes to the overall benefits of substance abuse treatment, it has not been 
able to consistently demonstrate that residential treatment is more effective than outpatient 
options (Annis, 1984; Hser, Evans, Huang, & Anglin, 2004; McCarty et al., 2014; Miller & 
Hester, 1986; Reif et al., 2014; Witbrodt, et al., 2007). In the first extensive international 
literature review exploring this issue, Helen Annis (1984) concluded that inpatient programs for 
alcohol addicted individuals of a few weeks to a few months showed no greater success in 
producing abstinence than periods of brief hospitalization of a few days.   In another early study, 
Miller & Hester (1986) concluded that residential programs were not associated with superior 
outcomes relative to community-based outpatient programs.   
 
 More recent studies have echoed early findings regarding the lack of differential 
effectiveness between residential and outpatient substance abuse treatment.  In 2004, Hser, et al. 
found that for both residential and outpatient treatment, a greater number of ancillary services 
(coded as service intensity), and client satisfaction were correlated with treatment retention and 
completion, which were in turn associated with improved long-term outcomes.  However, while 
clients in residential treatment had greater service intensity, and also demonstrated greater 
treatment retention and completion, a significantly smaller percentage of them experienced 
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favorable long-term outcomes compared to clients in the outpatient programs.  In a rigorous 
experimental study, Witbrodt et al. (2007) randomized male and female managed care clients to 
outpatient or residential treatment and then compared their substance use outcomes at 6- and 12-
months.  In a unique approach, the authors also examined outcomes separately for clients who 
self-selected outpatient treatment and those who were excluded from randomization due to self-
reports of home environments that were not supportive of recovery.  Thus, the researchers 
compared treatment effects for clients randomized to outpatient versus residential programs, 
clients who were self-selected versus randomized to outpatient treatment, and clients who were 
directed versus randomized to residential programs. This study found similar outcomes for all 
groups in terms of days in treatment, and abstinence at 6- and 12- months. The researchers noted 
the fact that clients interviewed at both 6- and 12- months displayed better 6-month Alcohol and 
Drug Severity (ASI) scores than clients who dropped out of the study, possibly inflating the 
study’s 12-month abstinence outcomes (p. 957). Nevertheless, the Witbrodt et al. (2007) study 
represents one of the few randomized control trials to evaluate whether residential or outpatient 
substance abuse treatment is more effective, with outcomes suggesting no difference.   
 
 In two systematic reviews sponsored by the Substance Abuse and Mental Health Services 
Administration (McCarty et al., 2014; Reif et al., 2014), the authors individually researched the 
differential effectiveness of (1) intensive outpatient treatment against residential options, and (2) 
residential treatment against all outpatient options.  Both reviews support earlier findings which 
could not detect consistent differences in treatment outcomes between residential and outpatient 
treatment.  Specifically, in a review of 12 studies published between 1995 and 2012, McCarty et 
al. (2014) concluded that while all studies reported reductions in substance use, residential 
programs were no more likely than intensive outpatient programs to achieve such findings.  
Similarly, in a systematic review of eight other reviews as well as 21 individual studies not 
included in prior reviews, Reif et al. (2014) found only mixed evidence for the differential 
effectiveness of residential treatment over outpatient programs.  Specifically, the study 
concluded that most of the literature demonstrates that residential treatment is equally as 
effective as outpatient settings, with a few studies suggesting that it is more effective for 
individuals with higher severity or co-occurring mental health problems. 
 
 Parent specific studies.  Among studies comparing residential and outpatient treatment 
for child welfare involved clients, results have focused mainly on the outcome of family 
reunification, and are largely inconclusive regarding the differential effect of residential versus 
outpatient treatment, with the notable exception that programs that are tailored to the specific 
needs of parents (and thus offer more specialized services) have been found to improve outcomes 
(Grella, et al., 2009; Huang & Ryan, 2011).  Similar findings have been made in studies of 
mothers, even those not involved with child welfare (Greenfield et al., 2007; Howell, et al., 
1999;).  In a review of literature on substance abuse treatment for pregnant women, Howell et al. 
(1999) found that women in residential programs showed greater substance abuse treatment 
completion, but only when they received more intensive treatment, and an enriched package of 
services such as child care, mental health treatment, parenting and vocational training.  The 
benefits of enriched services were also noted in another paper (Greenfield et al., 2007), although 
this study concluded that the impact of enriched services applied to outpatient programs as well.  
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In a study by Huang & Ryan (2011), the researchers examined whether family 
reunification outcomes were different between mothers who received only residential treatment 
versus those who received residential treatment combined with other services, and mothers 
without residential treatment and no other services. To conduct their study, Huang & Ryan used 
a subset of data from the Illinois Title IV-E Alcohol and Other Drug Abuse waiver 
demonstration. Utilizing logistic regression to examine the outcomes of 160 mothers and their 
substance exposed infants, the researchers found that residential treatment was more beneficial 
for clients in terms of treatment progress and family reunification, but only when delivered in 
combination with transitional services.  In a review of the limitations to their study, Huang & 
Ryan (2011) reported that they were unable to control the amount or quality of treatment, 
reporting that it is possible that “treatment length combined with individual treatment 
components (types) impacts the likelihood of reunification” (p. 327). In addition, the authors 
reported that they did not have measures of client progress outside of caseworker reports, and 
therefore instrumentation could also have been a threat to validity.  The study’s focus solely on 
the mothers of infants in Illinois also limits the study’s generalizability.  Furthermore, the study 
only controlled for mother’s characteristics, without attending to case characteristics such as type 
of abuse, placement type, and prior child welfare service history, demonstrated by literature 
(Grella et al., 2009) to be influential on family reunification. 

 
In a study that examined intensity of services in addition to treatment setting, Grella et al. 

(2009) found that mothers treated in programs that provided a high level of services were 
significantly more likely to reunify with their children when compared to those treated in 
programs with a low level of services. Utilizing multilevel hierarchical models, the researchers 
examined the independent contributions of mother characteristics (including an abbreviated 
version of the ASI), child characteristics (including placement history and current placement); 
and the types of services provided by the treatment programs. Overall, the study lasted 2 years 
and included a sample of approximately 15,000 participants admitted to 43 programs in 13 
California counties, a notable strength for the study’s external validity. Results from the study 
indicated that after controlling for the number of ancillary services offered, treatment setting 
(residential versus outpatient) was not significantly related to family reunification. Ancillary 
services in this study were measured using a count of all services reported in the CalTOP survey 
and included individual, group, and family counseling, parenting education/training, child care, 
laboratory tests, medical pharmacotherapy, psychiatric evaluations and treatment, 
education/employment services, social support, and others.  The total numbers of services for 
individuals in the study were categorized as being at low, medium, or high levels (with each 
level representing approximately one third of the programs) based on each of the distributions. 

 
As with all of the studies mentioned thus far, the Grella et al. (2009) study was limited by 

the fact that the information used to characterize the services available within the treatment 
programs were based upon self-reports by program administrators, and thus the degree to which 
they were offered to participants may not be perfectly accurate.  Furthermore, the researchers 
noted that they had no control over ASI assessments or child welfare decisions regarding 
reunification.  In addition, the authors reported that since their study was naturalistic and non-
experimental, there was no randomization to treatment or control groups, and thus findings were 
purely correlational. Grella et al. (2009) also reported that there may also have been selection 
effects, such as (a) mothers who were more likely to reunify with their children in the first place 
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were also more likely to be referred to or to choose particular treatment programs; or (b) mothers 
who were more likely to comply with treatment were also more likely to reunify with their 
children regardless of the treatment received. Finally, the researchers reported that since their 
study was conducted in California, it may not be generalizable to other states.  

 
While the current study is also naturalistic, without control over treatment assignment or 

child welfare worker assessments, it contains a more nationally representative sample than that 
used by Grella and colleagues and has also strove to control for the selection effects mentioned 
by utilizing propensity score methods. Furthermore, given the equivocal results about the 
effectiveness of residential versus outpatient treatment on child welfare outcomes such as 
reunification and case closure, many of which are quite distant from a parent’s participation in 
treatment, this study focuses on the more immediate impacts of treatment setting on child 
welfare worker assessments which ultimately inform such longer-term outcomes.  It is believed 
that measuring the more immediate impacts of treatment setting on child welfare worker 
assessments may lead to a greater understanding of the relationship between parental substance 
abuse, treatment, and child welfare decision making, all of which ultimately impact outcomes 
such as reunification and case closure. 
 
Figure 3: Factors Influencing Treatment Setting and Family Progress 

 
 
Variables Influencing Treatment Setting and Effectiveness 
 
 The data used in this study are observational.  As such, the researcher had no control over 
the methods by which parents were referred to or chose to enter treatment, whether residential or 
outpatient.  As illustrated in Figure 3 however, a number of pre-treatment factors related to the 
parents themselves or their child welfare case may have influenced the treatment setting parents 
were eligible for or practically able to enter.  More importantly, these same factors also had the 
capacity to influence the overall outcome of interest – child welfare worker assessments of 
family progress.  To minimize selection bias and more accurately test the influence of residential 
and outpatient treatment on assessments of family progress, these factors were controlled for 
using propensity score weighting. 
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 Substance abuse severity.  A number of researchers (McKay, et al., 2002; Pettinati, 
Meyers, Jenson, Kaplan, & Evans, 1993; Rychtarik et al., 2000; Shepard, Larsen & Hoffman, 
1999; Simpson, Joe, Fletcher, Hubbard, & Anglin, 1999) have made the important distinction 
that residential treatment may be more effective than outpatient options for individuals with high 
levels of addiction severity.  In a large-scale national study of cocaine users, Simpson, et al. 
(1999) found that clients with the most severe substance abuse problems were also more likely to 
enter long-term residential programs.  Nevertheless, the researchers also found that clients in 
these programs were more likely to benefit from care than those who entered either short-term 
residential treatment or outpatient programs.  In a randomized control study that compared 
inpatient, intensive outpatient, and standard outpatient treatment for individuals with alcoholism, 
Rychtarik et al. (2000) found that each of the settings did not differ in post-treatment drinking 
outcomes, although individuals who attended inpatient treatment had fewer days in jail than 
clients treated in outpatient programs.  The authors also found that individuals with high alcohol 
involvement benefited more from inpatient than outpatient care while the opposite was true at 
low alcohol involvement levels. Clients low in cognitive functioning also appeared to benefit 
more from inpatient than outpatient care. In another study, Shepard et al. (1999) found that for 
clients with low or moderate severity of substance abuse, short-term residential counseling was 
no more effective than outpatient models.  However, for clients who scored in the high range of 
substance abuse severity, regular and intensive outpatient treatment programs were considerably 
less successful in creating abstinence than residential programs, with residential programs 
producing over a one-third higher abstinence rate.  Finally, in two studies employing secondary 
analysis of data from the Drug Abuse Treatment Outcome Studies, De Leon, Melnick, and 
Cleland (2008, 2010) tested the importance of matching clients to “the least treatment intensity 
required to address the severity of a disorder” (p. 59).  Using a procedure called the Client 
Matching Protocol, the researchers compared one-year outcomes for clients matched and 
mismatched to long-term residential and outpatient programs.   In both studies, the researchers 
found that levels of drug use, social, and psychological problems were worse for clients under-
treated in outpatient programs.   
 
 To control for the possible impact of substance abuse severity on individual selection into 
residential or outpatient substance abuse treatment, a composite variable measuring threshold 
levels of substance abuse severity (ranging from impairment to dependence) is used in this study 
to generate propensity scores. In addition, a variable measuring categorical drug abuse severity is 
included in outcome analyses as further control for severity on child welfare worker assessments 
of family progress. 
 
 Other significant life problems.  Practitioners working with individuals with substance 
issues commonly use practical criteria, such as that suggested by ASAM (2014), to determine the 
presence of other significant life problems and their influence on treatment assignment.  
According to the criteria, treatment setting should be prescribed to clients according to the 
following considerations: (1) acute intoxication or withdrawal potential, (2) biomedical 
conditions or complications, (3) emotional and behavioral conditions or complications, (4) 
acceptance or resistance to treatment, (5) potential for relapse, and (6) whether the home 
environment is supportive of recovery (ASAM, 2014). Within the guidance, residential treatment 
is considered more appropriate for individuals with higher severity in any domains since it offers 
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a live-in setting, with the possibility of trained professionals or medical staff. Alternately, 
appropriate matches for outpatient treatment include clients who are free of any significant 
medical problems, not suffering from severe withdrawal symptoms, are self-motivated, and have 
a supportive and sober living environment.  Although these criteria have received mixed ratings 
on their ability to predict treatment success (De Leon, Melnick, Cleland, 2008), they are the most 
widely used set of guidelines for placement, continued stay, transfer, and discharge of patients 
with addictions and co-occurring problems (ASAM, 2014).  In fact, ASAM criteria are required 
in substance abuse placement decisions in over 30 US states.  
 
 To account for the possibility that child welfare workers may have considered some or all 
of the factors promoted by the ASAM criteria; or that parent referrals to substance abuse 
treatment involved an official ASAM assessment, a composite variable best approximating the 
criteria is utilized in this study to generate propensity scores and control for selection bias. 
 

Co-occurring problems: Interaction between substance abuse and other significant 
life problems. According to a series of systematic reviews (Brunette, Mueser, & Drake, 2004; 
Cleary, Hunt, Matheson, & Walter, 2009; Drake, O’Neal, & Wallach, 2008; Smith, Gates, 
Foxcroft, 2006), for individuals with significant life impairments in addition to their addiction, 
residential treatment is more effective than outpatient treatment.  In a systematic review of three 
other reviews, Reif et al. (2014) concluded that individuals with co-occurring mental health and 
substance use disorders who participated in residential treatment settings had reduced drug and 
alcohol use, improved mental health, higher reported quality of life, and improved social 
functioning than those in outpatient treatment. These findings held regardless of whether the 
residential programs offered “integrated” services specifically addressing severe mental health 
disorders (e.g., psychiatric services) or not, prompting the reviewers to conclude that 
“individuals with co-occurring mental and substance use disorders can be treated successfully in 
residential settings, whether or not treatment is integrated … [although] most of the studies 
found that integrated treatment was more effective than standard treatment in regard to substance 
use, mental health, and other outcomes” (p. 310).   

 
 As a further control on selection into residential versus outpatient treatment, an 
interaction term accounting for the combination of substance abuse severity and other significant 
life problems was included in deriving propensity score weights.  This term was created by 
multiplying binary responses to the substance abuse severity threshold variable with binary 
responses to the variable indicating other significant life problems.  As described in more detail 
below, substance abuse severity was indicated if parental responses to on the Alcohol Use 
Disorders Identification Test, the Drug Abuse Screening Test, or child welfare worker 
assessments indicated problematic alcohol or drug use on any of the variables.  Other significant 
life problems were indicated if parents responded that they had experienced any of the following 
in the previous 12 months: needed or used emergency shelter/housing, was admitted to a hospital 
or medical facility, received 1 or more sessions of psychological counseling, used prescription 
medication for emotional problems, received day treatment for a mental health problem, or 
needed help for a mental health problem.  Other significant life problems were also indicated if 
the child welfare worker reported that parent had a mental health problem, a domestic violence 
problem, and if the secondary caregiver in the home had an active alcohol or drug problem. 
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Child in Out-of-home placement.  According to Christine Grella (2008), the past three 
decades have been notable for the increasing recognition of the role of gender in influencing the 
course of substance abuse treatment.  Specifically, substance abuse treatment has moved from a 
paradigm that exclusively considered men as clients to one that recognized gender differences, 
including parenting responsibilities.  Beginning in the 1980’s, substance abuse treatment 
programs began to include separate facilities for women, and to offer services such as child care 
or the possibility that a child could live on-site (in residential settings).  Although significant 
progress has been made in recent decades in tailoring substance abuse treatment to the needs of 
parents and creating spaces for children, according to the National Survey of Substance Abuse 
Treatment Services (N-SSATS), of the 14,148 substance abuse treatment facilities operational in 
2013, only 1,004 (7%) provided childcare, and 509 (4%) provided residential beds for clients' 
children.  As such, the likelihood that a parent would be practically able to enter residential 
treatment would to some degree be influenced by whether or not a child was left in the care of 
the parent or placed in out-of-home (OOH) care. 

 
In addition to influencing the availability of substance abuse treatment for parents in this 

study, child placement with parents may also influence their overall progress. According to a 
qualitative study conducted by Tracy & Martin (2007), children are viewed by parents as 
providing as much sobriety support as that provided by adults.  These findings are consistent 
with other studies that have found that women who are allowed to reside in residential treatment 
with their children stay in treatment longer and are more likely to complete treatment than those 
not residing with their children (for review, see Greenfield et al., 2007). On the other hand, 
different researchers have found no differences in program impacts between women residing in 
treatment with children compared to those without their children (for review, see Osterling & 
Austin, 2008).  

 
To control for the potential selection bias and influence on outcomes of child placement 

in the care of the parent, a binary variable indicating in or out-of-home care was included in 
generating propensity scores. 

 
Moderating Variables: Parental Mental Health & Domestic Violence 
 
 Some researchers have argued that the standard services offered by child welfare 
agencies do not address the complex problems that bring children into the foster care system 
(Choi, Huang, & Ryan, 2012; Wells & Marcenko, 2011).  Specifically, child welfare systems 
have traditionally operated in silos, often focused on parenting while ignoring other family 
problems (Marsh, Smith, & Bruni, 2011).  Despite this practice, evidence has been mounting that 
parents involved in the child welfare system have a number of co-occurring problems, namely 
substance abuse (Testa & Smith, 2009; Young, et al., 2007) mental health (Eamon & Kopels, 
2004; Grella, et al., 2009; Rockhill, Green, & Furrer, 2008), domestic violence (USDHHS, 
2015), and housing (Courtney, McMurtry, & Zinn, 2004).  In fact, a study conducted by Marsh, 
Ryan, Choi, & Testa (2006) illustrated that among parents involved with the child welfare 
system with substance abuse problems, only 8% had a substance abuse problem alone, 30% had 
at least one other problem (i.e., mental health, domestic violence, housing), 35% had two other 
problems, and 27% had three. Similarly, in a study of pregnant or parenting women who 
received residential substance abuse treatment, Porowski, Burgdorf, & Herrell (2004) indicated 
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that 49% of mothers had mental health problems, 77% were victims of abuse, 50% had criminal 
justice involvement, and 60% had physical health problems.  
 
 In cases where individuals have received ancillary services addressing issues over and 
above their substance abuse problems, research has suggested that these services lead to better 
substance abuse treatment outcomes (McLellan, Arndt, Metzger, Woody, & O'Brien, 1993; 
McLellan et al., 1998; Smith & Marsh, 2002), and improved child welfare outcomes as well 
(Grella et al., 2009; Mullins, Bard, & Ondersma, 2005; Osterling, & Austin, 2008; Marsh, 
D’Aunno, & Smith, 2000; Marsh et al., 2006).  Nevertheless, attempts to address families 
overlapping needs can often be complicated.  In an evaluation of a comprehensive substance 
abuse services program for parents with children in foster care, Brook & McDonald (2009) 
found that parents in the program took longer to reunify and were more likely to reenter foster 
care than were comparison families who received standard services.   
 

In order to determine whether residential or outpatient treatment may have a differential 
impact for parents with mental health and domestic violence problems in this study, interaction 
terms accounting for a possible relationship between treatment setting and mental health 
problems (setting x MH) or treatment setting and domestic violence problems (setting x DV) 
were included in the final analyses (Figure 4). 

 
Figure 4: Moderating Variables and Covariates 

 
 

Covariates  
 
 Child Characteristics.  A number of child characteristics have been established by the 
literature (Akin, 2011; Cheng, 2010; Grella et al., 2009) as associated with assessments of family 
progress in the child welfare system. Focusing on the outcome of family reunification, both Akin 
(2011) and Grella et al. (2009) have found that younger children (particularly infants) 
demonstrate a far lower likelihood of reunification than older age groups. Evidence between 
studies is mixed on child race/ethnicity, with Akin (2011) finding that children with race “other” 
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are more likely to reunify than White children, while Grella et al. (2009) found no differences in 
reunification outcomes associated with a child’s ethnicity.  To control for the potential effects of 
child characteristics, child age and ethnicity were included as covariates in this study. 
 

Case characteristics.  A number of studies have linked a child’s specific placement type 
in foster care with child welfare outcomes, although specific results vary.  According to Akin 
(2011), children whose initial placement was in foster care were less likely to exit to 
reunification than children who were initially placed in a kinship placement, while Grella et al. 
(2009) found that children who were placed into foster homes, foster family agencies (FFAs), or 
group homes were significantly more likely to reunify compared with those who were in kin 
placements.   In this study, the child’s first placement following the investigation which 
prompted inclusion of the child in the NSCAW II dataset is explored through the following 
categories: birth parent’s home (no out of home care), with kin/non-related extended family 
members, with unrelated foster or adoptive parents, in group care/residential treatment, and 
other.   

 
Two recent studies (Akin, 2011; Cheng, 2010) have found associations between the 

reason that a child was referred to the child welfare system and family reunification, although 
their specific results varied.  According to Akin (2011), children who entered foster care for the 
primary reason of neglect were less likely to reunify than those who entered care due to physical 
and sexual abuse.  This finding is similar to earlier studies (Courtney, 1994) on the subject.  
Nevertheless, in Cheng’s (2010) study, the researcher found that reunification was most likely 
for children reported to child welfare for neglect. In the current study, referral reason is explored 
through the following categories: neglect, physical/sexual/emotional abuse, substance related 
abuse, domestic violence, other.   

 
Results between studies are far more consistent in terms of prior child welfare history 

with both Akin (2011) and Grella et al. (2009) indicating that a family’s prior history with child 
welfare is associated with lower rates of reunification. This study also explores whether or not 
the family had received prior child welfare service intervention (yes/no).  

	  
5. Research Questions and Hypotheses 

  
 Thus far, this study has presented current research on substance abuse treatment, focusing 
on the results of studies that have compared the effectiveness of residential and outpatient 
settings. Most of the studies evaluating whether residential or outpatient treatment is more 
effective at treating substance abuse have concluded that there is little difference between the 
two settings (Annis, 1984; Hser, et al., 2004; McCarty et al., 2014; Miller & Hester, 1986; Reif 
et al., 2014; Witbrodt, et al., 2007), even among child welfare samples (Grella, et al., 2009; 
Greenfield et al., 2007; Howell, et al., 1999; Huang & Ryan, 2011).  The notable exception to 
these findings is that in cases where adults have high substance abuse severity (McKay, et al., 
2002; Pettinati, et al., 1993;  Rychtarik et al., 2000; Shepard, et al., 1999; Simpson, et al., 1999) 
or co-occurring mental health disorders (Brunette, et al., 2004; Cleary, et al., 2009; Drake, et al., 
2008; Smith, et al., 2006), residential treatment has shown greater effectiveness.  
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 Nevertheless, literature has suggested that child welfare workers are often influenced by 
stereotypes, particularly in cases of substance abuse (Berger et al., 2010), view family case plans 
as directives, punishments, or a means of measuring parental commitment and love (Smith, 
2008), and are heavily influenced by easily measured and documented “motions” (Smith, 2003), 
particularly when these indicate a greater amount of effort (Smith, 2008). Using a nationally 
representative sample of families who come in contact with the child welfare system, this study 
explores the tension between these narratives by examining whether parent participation in 
residential (versus outpatient) substance abuse treatment setting was related to improvements in 
child welfare worker assessments of overall family progress. Further, by utilizing propensity 
score methods to carefully control for selection into one treatment setting over another, this 
research makes use of the multitude of variables available in the NSCAW II dataset to control for 
relevant differences between the groups and distinguishes between covariates that impact 
treatment selection, those that influence overall family progress, or variables that may impact 
both without the loss of statistical power caused by increasing degrees of freedom.  This research 
pursues the stated objectives through the following research question, with projected hypothesis:  
 
 Question 1: Among families with substance abuse problems, how will parental participation in 
residential versus outpatient substance abuse treatment impact child welfare workers 
assessments of family progress? 

 
 Hypothesis 1a: Controlling for substance abuse severity and selection bias into treatment, 

child welfare workers are less likely to indicate that a family has deteriorated or made no 
progress when a parent participates in residential rather than outpatient substance abuse 
treatment. 

 
 Hypothesis 1b: Controlling for substance abuse severity and selection bias into treatment, 

child welfare workers are more likely to indicate that a family has made substantial 
progress when a parent participates in residential rather than outpatient substance abuse 
treatment.       

 
 Question 2: Does child welfare worker assessed problems with parental mental health moderate 
the relationship between substance abuse treatment setting and worker assessments of family 
progress? 

 
 Hypothesis 2a: In cases where a child welfare worker assesses a parent as having a pre-

existing mental health problem, they will be less likely to indicate that a family has 
deteriorated or made no progress when the parent attends residential (versus outpatient) 
treatment than if the parent did not have an assessed mental health problem. 

 
 Hypothesis 2b: In cases where a child welfare worker assesses a parent as having a pre-

existing mental health problem, they will be more likely to indicate that a family has 
made significant progress when the parent attends residential (versus outpatient) 
treatment than if the parent did not have an assessed mental health problem. 
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 Question 3: Does child welfare worker assessed parental domestic violence moderate the 
relationship between substance abuse treatment setting and worker assessments of family 
progress? 

 
 Hypothesis 3a: In cases where a child welfare worker assesses a parent as having a pre-

existing problem with domestic violence, they will be less likely to indicate that a family 
has deteriorated or made no progress when the parent attends residential (versus 
outpatient) treatment than if the parent did not have an assessed domestic violence 
problem. 

 
 Hypothesis 3b: In cases where a child welfare worker assesses a parent as having a pre-

existing problem with domestic violence, they will be more likely to indicate that a 
family has made significant progress when the parent attends residential (versus 
outpatient) treatment than if the parent did not have an assessed domestic violence 
problem. 

 
6. Methods 

 
Data Source 
 

This research utilizes data from the National Survey of Adolescent and Child Well-Being 
(NSCAW) II. NSCAW II data were collected using a longitudinal cohort survey design.  The 
purpose of NSCAW II is to explore aspects of child and family involvement in the child welfare 
system, and the effect of those factors on outcomes for abused and neglected children.  
Specifically, the data set examines the well-being of children involved with child welfare 
systems, information about the abuse or neglect that brought children to the attention of child 
welfare, information about families who become involved with child welfare, and data about 
child welfare interventions and offered services (Dolan, Smith, Casanueva, & Ringeisen, 2011). 
NSCAW II also examines child and family outcomes such as case plan adherence, overall family 
progress, family reunification, case closure, and in some cases, repeat referrals to the child 
welfare system and reentry.   

 
The NSCAW II is the second version of the National Survey of Adolescent and Child 

Well-Being, with the first (NSCAW I) having been completed in 5 waves from 1999 to 2007. In 
2008, NSCAW investigators launched a second study using the same methodology as NSCAW I 
with a new cohort of children.  This new study creates a comparative cohort to the children and 
families studied in NSCAW I, whose characteristics and outcomes may reflect changes that have 
occurred in the child welfare system in the decade between cohort selections (Dowd et al., 2012).   

 
Population 
 

The NSCAW II is a nationally representative sample of 5,872 children, who were ages 0 
to 17.5 years old at the time of sampling.  To be eligible for the study, children must have been 
referred to and investigated for child maltreatment between February 2008 and April 2009 
(Dolan, et al., 2011). As such, the population includes both substantiated and unsubstantiated 
allegations for the children investigated within the study period and includes analysis of whether 
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or not the children and families received any child welfare services. Children who were members 
of the same family or household of a child already selected into the study were excluded in order 
to limit the burden on families.  In addition, children who were investigated as perpetrators of 
abuse, as opposed to victims, were also excluded. Data were collected through face-to-face 
interviews and assessments with children, parents, nonparent adult caregivers (foster parents, kin 
caregivers, group home caregivers), investigative caseworkers, child welfare managers, and 
teachers.  

 
Children in the NSCAW II were selected using a two-stage combined stratification and 

cluster design (Dowd, et al., 2012). In the first stage, the United States was divided into nine 
strata. The majority of children served by the child welfare system reside in eight states, which 
constitute the first eight strata. The ninth stratum consists of the remaining 42 states and the 
District of Columbia. Within each stratum individual areas served by a single child welfare 
agency constituted the primary sampling units (PSUs). In most cases, these areas corresponded 
to counties or contiguous areas of two or more counties. NSCAW II survey analysis weights at 
waves 1 and 2 were constructed based on the stages of the sample design, accounting for the 
probability of PSU selection and the probability of each child's selection within his/her PSU 
(Dowd et al., 2012). Weights were further adjusted by NSCAW II researchers to account for 
more or fewer population members than expected in the frame, deviations from the original plan 
that occurred during sampling, for nonresponse and for replacement PSUs. All analyses 
presented in this research employ NSCAW II survey weights. Nonweighted cell sizes are often 
presented to provide detail about the amount of data upon which analyses are based. As 
described below, in addition to NSCAW II survey weights, this research also applies propensity 
score weights to control for selection bias into treatment.   

 
Sample 
 
 As illustrated in Table 1, the final sample used in this study was comprised of 492 cases 
where parents attended either residential or outpatient substance abuse treatment, with the 
majority (73%) participating in outpatient treatment. In cases where parents participated in both 
types of treatment, residential treatment was assigned to the case.  Among these parents, 394 
(80%) met threshold levels of problematic substance abuse, either in the form of self-report 
(based on AUDIT or DAST assessments) or child welfare worker assessments.  As described 
below, these variables indicated moderate or serious impairment (work assessments), active 
abuse (work assessments), and/or dependence (AUDIT and DAST).  While it is surprising that 
20% of parents did not meet any of these criteria, yet attended substance abuse treatment 
anyway, it is conceivable that substance use may have played some role in their parenting, or at 
least was perceived to play a role by child welfare workers despite not amounting to formalized 
assessments of impairment or worse.  In addition, 373 (76%) parents in the sample had at least 
one other significant life problem (e.g., homelessness, health or mental health issues, domestic 
violence, secondary caregiver with substance abuse issue), and a majority (62%) of parents in the 
sample suffered from both substance abuse and other significant life problems.  According to 
child welfare worker risk assessments alone, 39% of caregivers in the sample demonstrated a 
mental health problem, and 22% had problems with domestic violence.  A significant proportion 
of families in the sample (46%) had a previous child welfare service history.  
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Table 1: Descriptive Statistics for Sample (n = 492) 
Variables n Unweighted % Weighted % 

Family Progress    
Family Deteriorated 49 10.0 9.7 

No Progress 45 9.2 5.6 
Some Progress 177 36.0 39.0 

A Lot of Progress 221 44.9 45.7 
Treatment    

Outpatient 359 73.0 60.8 
Residential 133 27.0 39.2 

Caregiver Composite Substance Abuse Problem    
No 98 19.9 21.4 

Yes 394 80.1 78.6 
Caregiver Composite Other Significant Life Problems    

No 119 24.2 11.2 
Yes 373 75.8 88.8 

Caregiver Co-occurring Problems: Substance Abuse x 
Other Significant Life Problems    

No 186 37.8 29.2 
Yes 306 62.2 70.8 

Caseworker Assessed Mental Health Problem    
No 298 60.6 54.7 

Yes 194 39.4 45.3 
Caseworker Assessed Domestic Violence Problem    

No 383 77.9 76.2 
Yes 109 22.2 23.8 

Child Age    
0-2 years 346 70.3 34.5 
3-5 years 60 12.2 36.6 

6-10 years 56 11.4 20.2 
11+ years 30 6.1 8.7 

Child Race/Ethnicity    
White/Non-Hispanic 172 35.0 46.2 
Black/Non-Hispanic 149 30.3 20.3 

Hispanic 140 28.5 29.2 
Other 31 6.3 4.3 

Abuse Type    
Neglect 137 27.9 37.3 

Physical, Sexual, Emotional 51 10.4 11.2 
Substance Related  234 47.6 40.9 

Domestic Violence 26 5.3 4.9 
Other 44 8.9 5.7 

Child’s First Placement    
No Out of Home Care 208 42.3 57.0 

Kin/NREFM 100 20.3 24.0 
Foster/Adoptive Parent 81 16.5 12.3 

Other 103 20.9 6.8 
Prior CW Service History?    

No 266 54.1 60.2 
Yes 226 45.9 39.8 

 
Children of parents in the sample were predominantly infants (70%), with 12% children 

3-5 years old, 11% children 6-10 years old, and 6% children over the age of 11.  While children 
of parents in the sample were slightly more likely to be White (35%), 30% of children were 
Black, and 29% were Hispanic, a fairly even distribution.  Given that the sample was limited to 
cases where parents attended residential or outpatient substance abuse treatment, it is 
unsurprising that the children of parents in the study were primarily referred to child welfare 
agencies for substance related issues (48%), although a significant proportion (28%) were 
referred due to problems with the parent’s ability to provide for basic necessities or supervision.  
Other reasons for referral included physical, sexual, and emotional abuse (10%), domestic 
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violence (5%), and other reasons such as abandonment or voluntary relinquishment (9%).  Most 
commonly, children in the sample (42%) did not leave home following the investigation that 
triggered the family’s entry into the NSCAW II dataset, although 20% were placed with a 
relative or extended family member, 17% were place in a unrelated foster or fost-adopt home, 
and 21% were placed in “other” placements such as group homes or residential treatment 
facilities.   
 
Measures 
 
 Dependent variable: Child welfare worker assessments of family progress.  The 
dependent variable for this study is whether or not the child welfare worker determined that the 
family made progress by wave 2.  Child welfare worker responses to this question ranged from 
the family has deteriorated, the family has made no progress, the family has made some progress, 
to the family has made a lot of progress.  In making these determinations, workers were not 
asked to use uniform or validated sets of standards but to report their own judgment.  As such, it 
is likely that worker assessments varied greatly and unpredictably. In a seminal study conducted 
by Duncan Lindsey (1992), the researcher noted a consistently low level of reliability in child 
welfare worker decision-making, indicating that even when child welfare workers were 
presented with the same facts, they rarely made the same decision.  Low inter-rater reliability has 
remained a problem for child welfare since the 1990s, and although actuarial and standardized 
risk assessments are becoming the norm in many child welfare workforces (Shlonsky & 
Gambrill, 2014), it is still likely that for the purposes of the NSCAW II survey, child welfare 
workers’ responses may not be fully valid or reliable. For this study, comparisons are made 
between (1) family deterioration or made no progress versus some progress and (2) family made 
a lot of progress versus some progress using multinomial logistic regression.  
 
Table 2: Recoding of Substance Abuse Treatment Setting  

Dissertation Coding NSCAW II Coding NSCAW II Meaning 
Outpatient Treatment   
bi_tx_inpat_v_outpat = 0 SP272T_3 Intensive Day treatment 
 SP272T_4 Outpatient 
 SP272T_5 12 Step 
 
Residential Treatment    
bi_tx_inpat_v_outpat = 1 SP272T_1 Inpatient treatment 
 
Missing Treatment   
bi_tx_inpat_v_outpat = . SP272T_2 Detox 
 SP272T_6 Methadone Maintenance 
 SP272T_7 Other 

 
 Independent variable: Substance abuse treatment setting.  This research examines the 
relationship between substance abuse treatment setting and caseworker assessments of family 
progress.   The primary independent variable for this analysis is the setting where the parent 
received substance abuse treatment.  These data are derived from the following question, asked 
of child welfare caseworkers: “Tell me what type of alcohol or drug services [caregiver] 
received.”   While originally coded as a series of string variables encompassing a number of 
different treatment settings, these data were recoded to classify treatment settings according to 
whether or not the highest level of drug treatment was residential (versus outpatient) treatment 
(Table 2).  Treatments not matching residential or outpatient substance abuse treatment were 
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coded as missing.  Missing setting assignments also include detoxification or methadone 
maintenance programs due to the fact that treatment in these settings is temporary and medically 
focused, aimed at safely altering biological dependence in order to prepare clients for longer-
term treatment in regular residential or outpatient settings (Hubbard et al., 2010).   
 
 Variables used in propensity score weighting to control for selection bias.  The 
capacity of propensity score methods to address selection bias depends entirely on the extent to 
which relevant covariates are used to estimate propensity scores; if key confounders are omitted, 
selection bias arising from omitted variables fails to be adjusted and results may continue to 
suffer (Guo & Fraser, 2015; Ye & Kaskutas, 2009). Nevertheless, inclusion of additional 
variables often leads to smaller sample sizes if cases are missing data on added variables. 
   
 To achieve the best possible selection of covariates, maximize sample size, and ensure 
adequate balance based on selected confounders, many models in this research were run before 
final propensity scores were determined. Although most models were strong in terms of their 
ability to account for factors that may influence parental selection into residential versus 
outpatient treatment (as indicated by their Pseudo-R2 values), the loss of sample size for most 
resulted in an inability to run any meaningful outcome analyses using the remaining cases.  
Unfortunately, due to the wildly changing samples in each of the models, I was not able to 
compare competing models using log likelihood or Wald tests.   
 
 Ultimately, the final model used in this study provided the largest sample size (n = 492) 
while accounting for factors deemed critical to parental entry into substance abuse treatment 
(substance abuse severity, other life issues, co-occurring problems, and child placement in out-
of-home care).  All variables included in generating propensity scores were pre-treatment (i.e., 
wave 1; Guo & Fraser, 2015), and were either conceptually reasonable or demonstrated 
significant associations with selection into residential treatment.  Sample descriptions for 
variables included in the final propensity model are included in Table 1.   
 
 Substance abuse severity threshold. To control for the impact of parental substance 
abuse severity on selection into residential versus outpatient treatment a composite variable was 
created measuring a threshold level of substance abuse problems.  This variable was created 
using parental scores on the Alcohol Use Disorders Identification Test ([AUDIT]; Babor, 
Higgins-Biddle, Saunders, & Monteiro, 2001; Reinert & Allen, 2002), the Drug Abuse Screening 
Test ([DAST]; Gavin, Ross, & Skinner, 1989; Skinner, 1982), and child welfare worker 
assessment responses indicating that parents demonstrated an active alcohol abuse problem, 
active drug abuse problem, moderate to serious impairment due to alcohol, and/or moderate to 
serious impairment due to drugs.  This binary (yes/no) variable was coded to indicate yes if 
parents demonstrated problematic alcohol or drug use on any of the variables.   
 
 The AUDIT was developed by the World Health Organization (WHO) as a self-report 
test to identify alcohol disorders.  This 10-item scale covers three symptom areas: hazardous use 
(e.g., “Have you or someone else been injured because of your drinking?”), symptoms of 
dependence (e.g., “How often in the last tear were you unable to stop drinking once you 
started?”), and harmful use (e.g., “How often do you have six or more drinks on one occasion?”).  
All questions have possible scores ranging from 0 to 4, which are summed to provide an overall 
score of hazardous drinking. Based on AUDIT user instructions (Babor et al., 2001), a score of 5 
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or more points for women and 8 or more points for men indicate harmful alcohol use or 
dependence.  Individuals meeting this criterion were coded as a yes in the composite variable 
measuring a threshold level of substance abuse problems.  According to a review by Reinert & 
Allen (2007), a number of studies have verified the AUDIT’s ability to detect harmful alcohol 
use or dependence, with sensitivity scores ranging from 0.73 – 0.96 among women (using a 5 
point cut-point; specificity ranging from 0.88 to 0.96) and 0.86 - 0.97 among men (cut-point 
scores ranging between 5 – 7; specificity 0.74 - 0.84).  To protect against non-response bias, the 
AUDIT was administered using automated computer-assisted self-interviewing (ACASI) 
technology (Turner et al., 1998).   
 
 The DAST is a semi-structured interview designed to identify individuals with hazardous 
and harmful patterns of drug use. This 20-question yes/no survey measures a number of 
behaviors ranging from simple use (e.g., “In the past 12 months, have you used drugs other than 
those required for medical reasons?”) to dependence (e.g., “In the past 12 months, could you get 
through the week without using drugs?”). According to studies evaluating the tool’s reliability 
(Gavin, et al., 1989; Skinner, 1982), a cutoff point of 6 or more points for both men and women 
qualifies the individual for a DSM-III diagnosis of drug dependence.  Individuals meeting this 
criterion were coded as a yes in the composite variable measuring a threshold level of substance 
abuse problems.  According to a review by Yudko, Lozhkina, & Fouts (2007), using the 6 point 
cutoff, the psychometric properties of the DAST have been established with internal consistency 
ranging from 0.74 to 0.92, sensitivity of 0.74, specificity of 0.83, and a hit rate of 0.81 among a 
number of populations: people seeking treatment for alcohol and drug problems, psychiatric 
patients and outpatients, union members (including identified drug users and nonusers), 
adolescents, and substance-abusing minority women in abusive relationships.  To protect against 
non-response bias, the DAST was also administered using automated computer-assisted self-
interviewing (ACASI) technology (Turner et al., 1998).   
 
 In addition to the above mentioned self-report measures, individuals for whom the child 
welfare worker responded yes on the following questions were also coded as a yes in the 
composite variable measuring a threshold level of substance abuse problems: “At the time of the 
initial investigation, was there active alcohol abuse by the primary caregiver (yes/no)?” and/or 
“At the time of the initial investigation, was there active drug abuse by the primary caregiver 
(yes/no)?” and/or “What were the results of a formal assessment [of primary caregivers] for 
alcohol problems?” and/or “What were the results of a formal assessment [of primary caregivers] 
for a drug problem?” While responses to these measures have not been validated, given the child 
welfare context of the worker’s assessment, it is likely that worker perceptions of active alcohol 
or drug abuse would impact parental selection into residential versus outpatient treatment. 
  
 Other significant life problems.  As described earlier, practitioners working with 
individuals with substance issues commonly use practical criteria, such as that suggested by 
ASAM (2014), when assigning clients to treatment. To best approximate the ASAM criteria 
using variables available in the NSCAW II dataset, a composite variable was created measuring 
the presence of other significant life problems, as guided by the ASAM criteria (Table 3).  This 
variable was created using parental data on the following NSCAW II variables: used emergency 
shelter/housing in the last 12 months (yes/no), needed emergency shelter in the last 12 months 
(yes/no), admitted to a hospital or medical facility in the last 12 months (yes/no), received 1 or 
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more sessions of psychological counseling in the last 12 months (yes/no), used prescription 
medication for emotional problems in the last 12 months (yes/no), received day treatment for a 
mental health problem in the last 12 months (yes/no), needed help for a mental health problem 
(yes/no), child welfare worker indicated that parent had a mental health problem (yes/no), child 
welfare worker indicated that parent had a domestic violence problem (yes/no), child welfare 
worker indicated that the secondary caregiver in the home had an active alcohol problem 
(yes/no), and child welfare worker indicated that secondary caregiver in the home had an active 
drug problem (yes/no).  All of the variables used to create the Other Significant Life Problems 
variable were also administered using ACASI technology to minimize non-response.  This 
binary (yes/no) variable was coded to indicate yes if parents experienced difficulties on any of 
the variables.   
 
Table 3: Coding of Other Significant Life Problems Variable 

ASAM Criteria NSCAW II Variables 
Withdrawal symptoms None 
Resistant to treatment None 
High potential for relapse None 
Biomedical conditions or complications Admitted to a hospital or medical facility in the last 12 months 
Emotional and behavioral problems Received 1 or more sessions of psychological counseling in the last 

12 months 
 Used prescription medication for emotional problems in the last 12 

months 
 Received day treatment for a mental health problem in the last 12 

months 
 Needed help for a mental health problem 
 Child welfare worker indicated that parent had a mental health 

problem 
Home environment that is not supportive of recovery Used emergency shelter/housing in the last 12 months 
 Needed emergency shelter in the last 12 months 
 Child welfare worker indicated that parent had a domestic violence 

problem 
 Child welfare worker indicated that the secondary caregiver in the 

home had an active alcohol problem 
 Child welfare worker indicated that secondary caregiver in the home 

had an active drug problem 

 
Co-occurring problems: Interaction between substance abuse and other significant life 

problems.  As a further control on selection into residential versus outpatient treatment, an 
interaction term accounting for the combination of harmful or dependent substance abuse and 
other significant life problems was included in deriving propensity score weights.  This term was 
created by multiplying binary responses to the substance abuse severity threshold variable with 
binary responses to the Other Significant Life Problems variable.  As such, this binary (yes/no) 
variable was coded to indicate yes if parents met the substance abuse severity threshold and 
experienced at least one of the other problems.    

 
Covariates used in outcome analyses. A number of covariates established by the 

literature (Akin, 2011; Brook et al., 2010; Cheng, 2010; Choi, Huang, & Ryan, 2012; Courtney, 
1994; Grella et al., 2009; Smith, 2003) as associated with assessments of family progress in the 
child welfare system were utilized in the outcome analyses to protect against spurious 
associations. These include child’s age (0 - 2 years, 3 - 5 years, 6 - 10 years, 11+ years), child’s 
ethnicity (White/non-Hispanic, Black/non-Hispanic, Hispanic, other), the primary reason the 
child was referred to the child welfare system (neglect, physical/sexual/emotional abuse, 
substance related abuse, domestic violence, other), the child’s first placement in foster care 
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following the investigation which prompted inclusion of the child in the NSCAW II dataset 
(birth parent’s home, with kin/non-related extended family members, with unrelated foster or 
adoptive parents, in group care/residential treatment, and other), and whether or not the family 
had received prior child welfare service intervention (yes/no).  

 
In addition, because subsequent analysis of the dataset after propensity score weighting 

revealed that the categorical DAST variable contained further explanatory value in 
understanding child welfare worker assessments of family progress (Table 6), this variable was 
also included in the outcome analyses.  DAST responses ranged from Severity Not Applicable 
(scores of 0), Low Severity (scores 1-5), and Intermediate or Higher Severity (scores 6-20).  As 
mentioned above, according to studies evaluating the tool’s reliability (Gavin, et al., 1989; 
Skinner, 1982), scores of 6 points or higher for both men and women qualifies the individual for 
a DSM-III diagnosis of drug dependence.  

 
Finally, consistent with the literature that indicates that substance abuse is often only one 

issue in a constellation of family problems (Choi, et al., 2012; Marcenko, Lyons, & Courtney, 
2011) this research controlled for whether child welfare workers assessed that parents had a 
mental health problem (yes/no), or active domestic violence (yes/no). In addition, to determine 
whether residential or outpatient treatment may have a differential impact for parents with these 
problems, interaction terms accounting for a possible relationship between treatment setting and 
mental health problems (settingxMH) or treatment setting and domestic violence problems 
(settingxDV) were also included. 

 
Missing Data 
 
 From the original sample of 698 cases where parents participated in residential or 
outpatient substance abuse treatment, complete case analysis was conducted on 492 cases (70%).  
Imputation was not attempted in this study given the NSCAW II’s complex sampling design and 
the fact that imputation would necessarily involve assigning answers to questions about a 
number of key factors used in determining propensity scores.  Instead, listwise deletion was used 
to remove most observations with missing data on one or more of the variables used in 
generating propensity scores, as covariates, or as key independent or dependent variables.  
 
 An exception to this rule was the use of categorical drug abuse scores in the final 
outcome analyses.  In these analyses, missing responses to the variable were coded as 0, and a 
missing data indicator was included to control for the potentially biasing impact of this coding.  
While widely used for many years, and originally advocated by Cohen and Cohen (1975), this 
approach has come into criticism as producing biased estimates of the coefficients (Allison, 
2002).  Nevertheless, leaving this variable out of the outcome analyses would have resulted in 
biased estimates due to inadequate control of drug abuse severity, and listwise deletion would 
have produced a substantial sample size reduction.  
 
 Comparisons between the cases lost and the final sample on key parent, child, and case 
factors can be found in Table 4.  Overall, this analysis indicates that the two samples differ from 
each other insofar as the final sample was more likely to have met threshold levels of substance 
abuse severity, have at least one other life issue, and to be referred to the child welfare system for 
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reasons of neglect and domestic violence.  The final sample was less likely to have had a prior 
child welfare service history.  As such, the cases under review for this study are likely to speak to 
a particular type of child welfare client – one with higher levels of substance abuse and co-
occurring problems.  Generalizations from this analysis to cases involving maltreatment 
allegations of physical, sexual, or emotional abuse should be taken with caution, as should 
applications to families who have had more than one child welfare interaction.  
 
 Additional missing data analysis for variables used in propensity score analysis and their 
associations with selection into residential versus outpatient treatment are presented in Appendix 
A.  Similarly, missing data analysis for variables used in the final analyses and their associations 
with family progress are presented in Appendix B.   
 
Table 4: Comparison of Cases Lost and Final Sample on Key Variables 

Variable 
Cases Lost 
(n = 206) 

Final Sample 
(n = 492) 

  

n % n % Test Statistic p-value 
Family Progress       

Family Deteriorated 31 15.4 49 10.0 6.07 0.108 
No Progress 24 11.9 45 9.2   

Some Progress 66 32.8 177 36.0   
A Lot of Progress 80 39.8 221 44.9   

Missing 5  --    
Treatment       

Outpatient 141 68.5 359 73.0 1.46 0.227 
Residential 65 31.6 133 27.0   

Missing --  --    
Caregiver Composite Substance Abuse Problem       

No 42 29.6 98 19.9 5.97 0.015 
Yes 100 70.4 394 80.1   

Missing 64  --    
Caregiver Composite Other Significant Life Problems       

No 64  42.7 119 24.2 19.26 <.001 
Yes 86 57.3 373 75.8   

Missing 56  --    
Caregiver Co-Occurring Problems: Substance Abuse 
x Other Significant Life Problems       

No 67 48.6 186 37.8 5.18 0.023 
Yes 71 51.5 306 62.2   

Missing 68  --    
Caseworker Assessed Mental Health Problem       

No 34 49.3 298 60.7 3.20 0.074 
Yes 35 50.7 194 39.4   

Missing 137  --    
Caseworker Assessed Domestic Violence Problem       

No 73 80.2 383 77.9 0.25 0.614 
Yes 18 19.8 109 22.2   

Missing 115  --    
Child Age       

0-2 years 138 67.0 346 70.3 1.84 0.606 
3-5 years 23 11.2 60 12.2   

6-10 years 29 14.1 56 11.4   
11+ years 16 7.8 30 6.1   

Missing --  --    
Child Race/Ethnicity       

White/Non-Hispanic 60 29.6 172 35.0 2.31 0.509 
Black/Non-Hispanic 70 34.5 149 30.3   

Hispanic 58 28.6 140 28.5   
Other 15 7.4 31 6.3   

Missing 3  --    
Abuse Type       

Neglect 28 23.0 137 27.9 11.42 0.022 
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Physical, Sexual, Emotional 11 9.0 51 10.4   
Substance Related  59 48.4 234 47.6   

Domestic Violence 2 1.6 26 5.3   
Other 22 18.0 44 8.9   

Missing 84  --    
Child’s First Placement       

No Out of Home Care 64 35.6 208 42.3 4.87 0.181 
Kin/NREFM 47 26.1 100 20.3   

Foster/Adoptive Parent 36 20.0 81 16.5   
Other 33 18.3 103 20.9   

Missing 26  --    
Prior CW Service History?       

No 33 41.8 266 54.1 4.12 0.042 
Yes 46 58.2 226 45.9   

Missing 127  --    

	  
Approach 
 

Baseline & Wave 2 data. The units of analysis for this study are child welfare cases in 
which the primary caregiver, including mothers and fathers, participated in substance abuse 
treatment.  According to Dowd et al. (2012), only one child per case was sampled while 
comprising the NSCAW II dataset to avoid overburdening families with multiple children.  The 
current study utilizes two waves of existing NSCAW II data: baseline information and data from 
the 18-month follow-up period.  Baseline data collection was completed between April 2008 and 
December 2009.  Follow-up data collection began October 2009 and was completed in January 
2011 (Dowd, et al., 2012).   

 
 Parents attended residential or outpatient treatment.  For cases included in the study, 
this research will examine associations between parental participation in residential versus 
outpatient substance abuse treatment and caseworker assessments of family progress during the 
18-month follow up period. To be eligible for this study, parents must have participated in either 
residential or outpatient treatment. Given a lack of data on treatment duration or adherence, in 
cases where parents participated in both types of treatment, residential treatment was assigned to 
the case.  
 

Propensity score methods. In social science and other research, randomized 
experimental designs are considered the “gold standard” for determining a causal link between 
treatment and outcomes.  Through the process of randomization the researcher is able to ensure 
that treatment and control groups are equivalent on all observable and non-observable factors 
that may influence selection into treatment groups and the effect of treatment. Nevertheless, 
randomization is often not possible, particularly with observational data.  In this research, 
randomization was not possible because data were collected from child welfare agencies 
throughout the United States, practicing according to their own state and local policies and 
procedures. As such, it is conceivable that a number of factors which pre-selected parents into 
residential versus outpatient treatment (e.g., severity of substance abuse problem) may also have 
had an impact on the family’s child welfare outcomes (i.e., assessment of family progress).   

 
While researchers have historically relied on the use of regression adjustment to account 

for differences in observable factors between treatment groups, this process can become 
unwieldy when a large number of covariates are being controlled.  Specifically, the degrees of 
freedom required when entering numerous predictor variables impedes the ability to detect a true 
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difference (Type II error) unless the sample size is very large (Ye & Kaskutas, 2009). While a 
notable strength of the NSCAW II data are the multitudes of child and family variables (over 
32,000), the sample size of families where parents attended substance abuse treatment is not 
large enough to support inclusion of a full set of variables which may have selected parents into 
one treatment setting over another in a single regression model.   

 
Alternately, in a two-step approach, propensity score methods can be utilized to balance 

treatment groups based on observable characteristics relevant to treatment selection prior to 
running outcome analyses (Guo & Fraser, 2015). Utilizing the predictive capacity of logistic 
regression, pre-treatment variables that could influence whether an individual goes into one 
treatment over another are collapsed into a single propensity score, which is then assigned to 
individual observations.  In this analysis, the propensity score is defined as the probability that an 
individual would go into residential substance abuse treatment versus outpatient treatment, 
conditional on observed pre-treatment covariates.  In contrast to utilizing such covariates as 
regression adjustments in the final outcome analyses, a great number of potential confounders 
can be included in the construction of the propensity scores because the covariates are not being 
used as independent variables; they are only used to construct the score. As demonstrated in 
Figure 5, another advantage of this approach is that it allows the researcher to control for a large 
number of pre-treatment variables in a conceptually logical manner.  A final strength of this 
approach is that it is possible to evaluate whether or not balance was achieved on potential 
confounders using sensitivity analysis. 
 
Figure 5. Flow Chart of Research Process 

 
 	  

Weighting.  A number of different methods utilize propensity scores to achieve balance 
between treatment groups: matching, subclassification, and weighting (Guo & Fraser, 2015).  For 
this study, propensity score weighting was used as it offered the most strengths in terms of 
maximizing sample size and complementing the complex sampling design of the NSCAW II 
study data.  In this method, propensity scores were utilized to calculate weights based on the 
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identified population of interest - the average treatment effect on the treated population (ATT), 
or the average gain from treatment for those who were actually treated (Guo & Fraser, 2015).  
For ATT calculations, individuals in the treatment group (i.e., those who participated in 
residential treatment) receive a weight of 1, while those who attended outpatient treatment were 
weighted by p/(1 - p), where p is the propensity score. 

 
As described above (Dolan, et al., 2011), data for the NSCAW II were collected utilizing 

a complex sampling design with individual survey weights assigned at waves 1 and 2 to account 
for variations in sample selection, deviations from the sampling plan, nonresponse, and other 
factors. According to DuGoff, Schuler, & Stuart (2014), failing to account properly for a 
complex survey design is a common analytic error in social science research, particularly when 
researchers attempt to employ propensity score methodology.  It is well known that survey 
samples obtained using a complex survey design offer researchers the unique ability to estimate 
effects generalizable to a target population (in this research, parents and children involved in the 
child welfare system in the entire United States). Nevertheless, when applying propensity score 
methods, many researchers disregard survey weights, denying themselves the ability to 
generalize their findings, or worse, biasing their results yet describing them as applicable to the 
original target population (DuGoff, et al., 2014).   

 
In this research, it is clear that the researchers who collected NSCAW II data pursued a 

deliberate strategy to account for a nationwide population and created wave 1 and wave 2 survey 
weights to account for deviations from this plan.  In addition, the researchers oversampled 
certain populations (e.g., children in out-of-home placement) to ensure adequate representation 
of high-risk groups with survey weights accounting for these approaches as well.  As such, this 
research utilizes the NSCAW II survey weights in addition to propensity score weights in a 
simple strategy recommended by DuGoff et al. (2014): propensity score weights were multiplied 
with wave 2 survey weights to form a new weight that was then applied in outcome analyses.    

 
Balance. The goal of all propensity score methods, and of propensity score weighting in 

particular is to ensure that the treatment groups in question (residential and outpatient treatment) 
are as equivalent as possible.  To evaluate whether this goal has been achieved, propensity scores 
should continually be evaluated for whether they achieve balance on all relevant observable pre-
treatment covariates between the groups. As suggested by Guo & Fraser (2015), the preferred 
method for evaluating balance during PSW is to conduct a series of weighted simple logistic 
regressions.  In this process, weighted regressions are run using the covariates in question (e.g., 
severity of substance abuse problem) as the dependent variable and the dichotomous treatment 
variable (e.g., residential versus outpatient treatment) as the single independent variable.  If 
propensity score weighting effectively removes imbalance for that covariate, the regression 
coefficient will not have significance.  If the covariate is imbalanced, the regression coefficient 
will remain significant, indicating higher odds of individuals with the specified characteristic 
based on selection of one treatment over another.  As illustrated in Table 5, balance was 
maintained for all factors included in the propensity score model. 
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Table 5: Balance Analysis of Variables in Propensity Score Model 

Variables n 

Pre-Propensity Score Weighting Post-Propensity Score Weighting 
% Who Received  

Residential 
Treatment,  

by Outcome and Case 
Characteristics 

 
p-value from 

logistic 
regression 

% Who Received  
Residential 
Treatment,  

by Outcome and Case 
Characteristics 

p-value from 
logistic 

regression 

Caregiver Substance Abuse Problem  
No 98 18.3 

0.994 
50.7 

0.352 Yes 394 18.4 36.1 
Caregiver Other Significant Life Problems 

No 119 17.7 
0.912 

37.2 
0.836 Yes 373 18.5 39.4 

Substance Abuse x Other Life Problems  
No 186 18.3 

0.995 
46.2 

0.457 Yes 306 18.4 36.3 
Child in Out-of-Home Placement 

No 208 16.6 
0.566 

38.2 
0.846 Yes 284 21.1 40.6 

 
Even after using propensity score weighting to account for selection bias into residential 

or outpatient substance abuse treatment, it is sometimes the case that variables continue to show 
consistent (although perhaps non-significant) patterns in their distribution to treatment setting, 
and further controls may be necessary.  As illustrated in Table 6, severity of drug abuse, as 
measured by categorical scores, maintained a strong pattern indicating that parents with higher 
severity were more likely to participate in residential substance abuse treatment.  In addition, 
parents with no DAST score were also more likely than those with low severity to participate in 
inpatient treatment. To control for this potentially biasing pattern, a categorical variable 
measuring drug abuse severity is included in final outcome analyses. The AUDIT score 
(indicating the severity of alcohol problems) is not similarly included.  Almost all (92.7%) of 
those who took the AUDIT test had scores in the low to minimal range, and one-third of the 7% 
with higher-than-minimal AUDIT scores also had high DAST scores, with the result that 
regression models using both DAST and AUDIT scores did not converge.  
 
Table 6: Weighted Bivariate Analyses of Severity and Entry to Residential Treatment: Post-Propensity Score  
(n = 492) 

Variable n % Who Participated in Residential Treatment  
based on Severity Measures 

 
X2 

 
ALCOHOL 
Categorical AUDIT scores 492 39.2 0.030 

0-7 yeses: Zone 1  202 32.0  
8-15 yeses: Zone 2  8 3.5  

16-19 yeses: Zone 3  3 0.0  
20-40 yeses: Zone 4  5 93.3  

No AUDIT Score Reported 274 50.5  
CWW indicates active alcohol abuse 466 38.2 0.162 

No 355 44.2  
Yes 111 26.8  

CWW indicates that formal alcohol assessment 
indicates moderate or serious impairment 102 19.2 0.161 

No 54 34.9  
Yes 48 14.3  

DRUGS 
Categorical DAST scores 492 39.2 0.042 

0 Score: Severity N/A 62 18.9  
Score 1-5: Low Severity  102 32.6  

Score 6-10: Intermediate Severity  29 62.0  
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Score 11-15: Substantial Severity 17 39.4  
Score 16-20: Severe 3 4.4  

No DAST Score Reported 279 51.3  
CWW indicates active drug abuse 482 40.1 0.498 

No 166 45.4  
Yes 316 37.0  

CWW indicates that formal drug assessment 
indicates moderate or serious impairment 205 33.2 0.516 

No 37 22.3  
Yes 168 35.0  

 
Analyses 
 
 Weighted and pre-weighted descriptive analyses were conducted to summarize key 
characteristics for cases where families participated in residential or outpatient substance abuse 
treatment.  In addition, weighted bivariate associations between treatment setting and family 
progress outcomes were assessed using X2 tests.  Finally, weighted multinomial logistic 
regressions were performed to estimate relative risk ratios comparing the probability that (1) a 
child welfare worker would indicate that a family had deteriorated or made no progress versus 
some overall progress, and (2) a child welfare worker would indicate that a family had made a lot 
of overall progress versus some progress within the 18-month follow up period.  Considering the 
unique child welfare environment, where child welfare workers must often determine whether to 
advise the courts to terminate services, continue services for a limited amount of time, or to 
reunify families, multinomial logistic regressions were utilized to allow for comparisons between 
deterioration/no progress and some progress (roughly matching the decision to terminate versus 
continue services) at the same time as comparisons are made between substantial progress and 
some progress (roughly matching the decision to reunify).  Although multinomial logistic 
regression procedures assume that the groups are unordered and independent of one another, it 
allowed for the most direct method for comparing substantial and deteriorating progress to some 
progress at the same time.  Furthermore, bivariate analysis of the data suggested a bifurcated 
relationship between the primarily independent variable (substance abuse treatment setting) and 
the outcomes, where residential treatment simultaneously increased the likelihood that child 
welfare workers would assess families as deteriorating or showing substantial progress, an 
argument against an ordered logistic or probit analysis.  As described earlier, all weighted 
analyses in this study utilize a derived weight, which consists of NSCAW II survey weights 
multiplied by individual level propensity score weights. All analyses were conducted using 
Stata/SE 14.0 (StataCorp, 2014).  
 
 Goodness of fit.  All models included in this study were assessed for goodness of fit, 
with important indicators (F-Statistics) listed at the bottom of Tables 9, 10, and 11. In addition, 
the benefit of adding interaction relationships was tested using the adjusted Wald’s test 
(necessary due to survey data). The results of adjusted Wald’s tests are also included at the 
bottom of Tables 10 and 11.   
 

7. Results 
 
Bivariate Analyses    
 
 As indicated in Table 7, no significant bivariate relationships were detected between 
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treatment setting and child welfare worker assessments of family progress when all levels of 
progress are considered together. Drug abuse severity did show significant bivariate relationships 
with family progress (p = 0.008).  Specifically, among families with no assessment of drug abuse 
severity, greater proportions were assessed by child welfare workers as deteriorating or 
demonstrating no progress.  Alternately, in cases where drug abuse severity was measured, 
substantial progress was more likely among families with higher drug abuse severity, and 
deterioration/no progress was less likely among families with higher rather than lower severity. 
In addition, child placement and family progress were associated, with families doing more 
poorly when children were placed in out-of-home care compared to remaining in-home. 
 
Table 7: Propensity-Score-Weighted Bivariate Analyses of Family Progress (n = 492)  

Variable n 

% Who Deteriorated/ 
Made No Progress 
by Case & Family 

Factors 

% Who Made  
Some Progress 

by Case & Family 
Factors  

% Who Made  
Substantial Progress 

by Case & Family 
Factors 

 
X2 

 

Treatment     0.088 
Outpatient 359 10.5 48.6 41.0  

Residential 133 22.7 24.2 53.1  
Caregiver Substance Abuse Problem 

 
  

 0.916 

No 98 12.7 40.3 47.1  
Yes 394 16.0 38.7 45.4  

Categorical DAST scores 
 

  
 0.008 

0 Score: Severity N/A 62 13.3  66.9 19.9  
Score 1-5: Low Severity  102 4.4 39.1 56.5  

Score 6-20: Intermediate Severity or Worse 49 2.7 28.6 68.7  
No DAST Score Reported 279 29.0 29.3 41.7  

Caregiver Other Significant Life Problems 
 

  
 0.935 

No 119 27.3 27.0 45.7  
Yes 373 13.7 40.6 45.7  

Substance Abuse x Other Significant Life 
Problems  

  
 0.798 

No 186 15.0 35.3 49.6  
Yes 306 15.4 40.6 44.1  

Caseworker Assessed MH Problem 
 

  
 0.129 

No 298 15.5 32.9 51.6  
Yes 194 15.0 46.4 38.6  

Caseworker Assessed DV Problem 
 

  
 0.110 

No 383 10.3 41.9 47.8  
Yes 109 31.1 29.9 39.1  

Child Age 
 

  
 0.246 

0-2 years 346 12.3 37.6 50.1  
3-5 years 60 10.7 49.4 39.9  

6-10 years 56 19.0 29.8 51.3  
11+ years 30 37.7 22.3 40.0  

Child Race/Ethnicity 
 

  
 0.278 

White/Non-Hispanic 149 12.8 45.2 42.0  
Black/Non-Hispanic 172 14.5 26.3 59.2  

Hispanic 140 20.3 52.7 27.0  
Other 31 1.1 53.2 45.7  
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Abuse Type 
 

  
 0.087 

Neglect 137 21.1 36.1 42.8  
Physical, Sexual, Emotional 51 8.0 36.7 55.4  

Substance Related  234 9.0 35.7 55.4  
Domestic Violence 26 44.0 43.3 12.7  

Other 44 11.8 83.7 4.5  
Child’s First Placement 

 
  

 0.038 

No Out of Home Care 208 9.4 41.1 49.5  
Kin/NREFM 100 15.2 45.7 39.0  

Foster/Adoptive Parent 81 39.9 23.0 37.1  
Other 103 19.9 26.6 53.5  

Prior CW Service History? 
 

  
 0.312 

No 266 12.8 38.5 48.7  
Yes 226 19.0 39.8 41.1  

 
Question 1: Among families with substance abuse problems, how will parental 
participation in residential versus outpatient substance abuse treatment impact child 
welfare workers assessments of family progress? 
 
 Deterioration/no progress compared to some progress.  Multinomial logistic 
regression procedures were used to examine relationships between treatment setting and child 
welfare worker assessments indicating that a family had deteriorated or made no progress when 
compared to some progress (Table 8).   In this model, parents who attended residential treatment 
were 4.4 times more likely (p = 0.026) to be assessed by child welfare workers as deteriorating 
or making no progress (compared to some progress) than were families where parents attended 
outpatient treatment. Child welfare workers were also more likely to indicate that a family had 
deteriorated or made no progress in cases where children were placed with foster parents or in 
fost-adopt families (RRR = 3.50, p = 0.025).  Compared to some progress, child welfare workers 
were less likely to indicate deterioration or no progress among families with children of “other” 
race/ethnicity (RRR = 0.02, p < 0.001), a measure which largely captures the Asian or Pacific 
Islander population and is quite small (n = 31) and in cases reported to child welfare for “other” 
abuse types (such as exploitation, RRR = 0.10, p = 0.044).   
 
 Substantial progress compared to some progress. The same multinomial logistic 
regression indicates the predictors of child welfare worker assessments of substantial (versus 
some) progress (Table 8).  Findings indicate that parents who attended residential treatment were 
3.8 times more likely (p = 0.022) to be assessed by child welfare workers as demonstrating a lot 
of family progress than were parents who attended outpatient treatment.  Factors associated with 
a lower likelihood of caseworker assessment of substantial progress included referrals for “other” 
abuse types (such as exploitation, RRR = 0.01, p < 0.001) and families with Hispanic children 
(RRR = 0.20, p = 0.009).  When compared to parents with low drug abuse severity, families with 
parents with no drug abuse severity (0 scores on the DAST) were less likely (RRR = 0.11, p = 
0.006) to be assessed as demonstrating substantial progress.    
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Table 8: Relative Risk Ratios Comparisons to Some Progress (n = 492) 

Variables 

 
Deterioration/No Progress 

 

 
Substantial Progress  

 

RRR p-value Sig. Confidence 
Interval RRR p-value Sig. Confidence 

Interval 
Treatment       

Outpatient Ref.    Ref.     
Residential 4.40 0.026 * [1.20, 16.19] 3.77 0.022 * [1.22, 11.69] 

CWW Assessed MH Problem 
Yes 0.55 0.128  [0.25, 1.19] 0.56 0.088  [0.29, 1.09] 

CWW Assessed DV Problem 
Yes 1.73 0.282  [0.63, 4.74] 0.98 0.978  [0.29, 3.29] 

Child Age 
Unit Increase 1.10 0.173  [0.96, 1.28] 1.06 0.249  [0.96, 1.19] 

Child Race/Ethnicity 
White/Non-Hispanic Ref.    Ref.     
Black/Non-Hispanic 1.03 0.966  [0.23, 4.69] 0.91 0.871  [0.29, 2.82] 

Hispanic 0.65 0.383  [0.24, 1.74] 0.20 0.009 ** [0.06, 0.66] 
Other 0.02 <0.001 *** [0.003, 0.10] 0.26 0.091  [0.06, 1.24] 

Abuse Type 
Neglect Ref.    Ref.     

Physical/Sexual/Emotional. 0.38 0.203  [0.08, 1.72] 0.57 0.502  [0.11, 2.98] 
Substance Related  0.39 0.058  [0.15, 1.03] 0.76 0.627  [0.24, 2.37] 

Domestic Violence 0.72 0.783  [0.06, 8.06] 0.17 0.086  [0.02, 1.29] 
Other 0.10 0.044 * [0.01, 0.94] 0.01 <0.001 *** [0.002, 0.08] 

First Placement 
No Out of Home Care Ref.    Ref.     

Kin/NREFM 1.90 0.182  [0.74, 4.88] 1.91 0.246  [0.63, 5.79] 
Foster/Adoptive Parent 3.50 0.025 * [1.18, 10.37] 1.41 0.728  [0.19, 10.30] 

Other 5.06 0.096  [0.74, 34.49] 2.91 0.119  [0.75, 11.21] 
Prior CW Service History? 

Yes 1.13 0.831  [0.35, 3.69] 0.46 0.141  [0.17, 1.30] 
Categorical Drug Abuse Severity         

Severity N/A 1.06 0.952  [0.15, 7.47] 0.11 0.006 ** [0.02, 0.53] 
Low Severity Ref.    Ref.    

Intermediate or Worse 0.67 0.727  [0.07, 6.42] 1.08 0.916  [0.25, 4.53] 
No DAST Score Reported 2.95 0.200  [0.56, 15.62] 0.59 0.425  [0.15, 2.20] 

alpha 0.12 0.032 * [0.02, 0.83] 3.81 0.167  [0.56, 25.79] 
F 3.16 0.0018 **       
*  p < .05 
**  p < .01 
*** p < .001 
 
Question 2: Does child welfare worker assessed problems with parental mental health 
moderate the relationship between substance abuse treatment setting and worker 
assessments of family progress? 
 
 Table 9 explores the possibility suggested by literature that residential treatment may be 
more effective for caregivers with specialized problems, particularly mental health issues. 
Comparisons were made between child welfare worker assessments that a family had 
deteriorated or made no progress versus some progress as well as between child welfare worker 
assessments that a family had made substantial versus some progress.  These effects were 
estimated by simultaneously taking into account the main effects (child welfare worker 
assessment of mental health problem), substance abuse treatment setting (residential or 
outpatient), and the interaction of the two. The absence of a significant interaction effect between 
setting and parental mental health problems for either deterioration/no progress (RRR = 1.26, p = 
0.837) or substantial progress (RRR = 0.81, p = 0.827) indicates that the interaction is not a 
significant moderator of the main effects.  Because this variable does not add explanatory power, 
additional assessment of other covariates is unnecessary.  
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Table 9: Relative Risk Ratios Comparisons to Some Progress – Including Moderation Effect of Child Welfare 
Worker Assessment of Mental Health Problem on Treatment Setting (n = 492) 

Variables 

 
Deterioration/No Progress 

 

 
Substantial Progress  

 

RRR p-value Sig. Confidence 
Interval RRR p-value Sig. Confidence 

Interval 
Treatment       

Outpatient Ref.    Ref.     
Residential 4.05 0.127  [0.66, 24.70] 4.07 0.067  [0.90, 18.32] 

CWW Assessed MH Problem 
Yes 0.48 0.145  [0.18, 1.30] 0.59 0.268  [0.23, 1.51] 

Setting x MH Problem 
Yes 1.26 0.837  [0.14, 11.55] 0.81 0.827  [0.12, 5.37] 

CWW Assessed DV Problem 
Yes 1.75 0.295  [0.61, 5.01] 1.01 0.992  [0.32, 3.19] 

Child Age 
Unit Increase 1.10 0.193  [0.95, 1.28] 1.06 0.241  [0.96, 1.18] 

Child Race/Ethnicity 
White/Non-Hispanic Ref.    Ref.     
Black/Non-Hispanic 1.05 0.954  [0.23, 4.85] 0.92 0.877  [0.30, 2.80] 

Hispanic 0.66 0.403  [0.25, 1.76] 0.20 0.009 ** [0.06, 0.66] 
Other 0.02 <0.001 *** [0.003, 0.10] 0.26 0.091  [0.06, 1.24] 

Abuse Type 
Neglect Ref.    Ref.     

Physical/Sexual/Emotional. 0.36 0.210  [0.07, 1.82] 0.60 0.563  [0.10, 3.53] 
Substance Related  0.38 0.060  [0.14, 1.04] 0.76 0.654  [0.23, 2.54] 

Domestic Violence 0.67 0.729  [0.07, 6.62] 0.19 0.116  [0.02, 1.54] 
Other 0.10 0.048 * [0.01, 0.97] 0.01 <0.001 *** [0.001, 0.08] 

First Placement 
No Out of Home Care Ref.    Ref.     

Kin/NREFM 1.97 0.164  [0.75, 5.17] 1.87 0.272  [0.61, 5.75] 
Foster/Adoptive Parent 3.52 0.018 * [1.25, 9.92] 1.40 0.727  [0.20, 9.60] 

Other 5.07 0.104  [0.71, 36.21] 2.89 0.124  [0.74, 11.27] 
Prior CW Service History? 

Yes 1.12 0.852  [0.34, 3.64] 0.46 0.136  [0.17, 1.28] 
Categorical Drug Abuse Severity         

Severity N/A 1.03 0.979  [0.14, 7.67] 0.12 0.006 ** [0.03, 0.52] 
Low Severity Ref.   Ref.     

Intermediate or Worse 0.65 0.712  [0.06, 6.69] 1.09 0.909  [0.26, 4.48] 
No DAST Score Reported 2.87 0.240  [0.48, 17.02] 0.59 0.433  [0.16, 2.23] 

alpha 0.13 0.069  [0.02, 1.17]] 3.65 0.203  [0.49, 27.32] 
F 4.87 0.0001 ***       
Adjusted Wald Test F 0.10 0.9030        
*  p < .05 
**  p < .01 
*** p < .001 
  
Question 3: Does child welfare worker assessed parental domestic violence moderate the 
relationship between substance abuse treatment setting and worker assessments of family 
progress? 
 
 Table 10 explores the possibility suggested by literature that residential treatment may be 
more effective for caregivers with problems with domestic violence.  In this table, comparisons 
are made between child welfare worker assessments that a family had deteriorated or made no 
progress versus some progress as well as between child welfare worker assessments that a family 
had made substantial versus some progress.  As in Table 9, these effects are estimated by 
simultaneously taking into account the main effects (child welfare worker assessment of 
domestic violence problem), substance abuse treatment setting (residential or outpatient), and the 
interaction of the two. While there is no a significant interaction predicting deterioration/no 
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progress (RRR = 2.31, p = 0.513), there is a significant effect in predicting substantial progress 
(RRR = 7.89, p = 0.044).  Because the latter effect is statistically significant, and the adjusted 
Wald F Test also suggests that it is nearly significant (p = 0.06), we discuss it further.   
 
Table 10: Relative Risk Ratios Comparisons to Some Progress – Including Moderation Effect of Child 
Welfare Worker Assessment of Domestic Violence Problem on Treatment Setting (n = 492) 

Variables 

 
Deterioration/No Progress 

 
Substantial Progress  

 

RRR p-value Sig. Confidence 
Interval RRR p-value Sig. Confidence 

Interval 
Treatment       

Outpatient Ref.    Ref.     
Residential 3.82 0.070  [0.89, 16.32] 2.47 0.151  [0.71, 8.61] 

CWW Assessed MH Problem 
Yes 0.47 0.081  [0.20, 1.10] 0.48 0.030 * [0.25, 0.93] 

CWW Assessed DV Problem 
Yes 1.64 0.447  [0.45, 5.94] 0.48 0.259  [0.14, 1.73] 

Setting x DV Problem 
Yes 2.31 0.513  [0.18, 29.50] 7.89 0.044 * [1.06, 58.64] 

Child Age 
Unit Increase 1.11 0.172  [0.96, 1.28] 1.06 0.271  [0.95, 1.18] 

Child Race/Ethnicity 
White/Non-Hispanic Ref.    Ref.     
Black/Non-Hispanic 1.10 0.906  [0.22, 5.61] 0.94 0.918  [0.30, 2.93] 

Hispanic 0.66 0.432  [0.23, 1.90] 0.20 0.014 * [0.06, 0.71] 
Other 0.02 <0.001 *** [0.003, 0.09] 0.25 0.086  [0.05, 1.22] 

Abuse Type 
Neglect Ref.    Ref.     

Physical/Sexual/Emotional. 0.32 0.137  [0.07, 1.45] 0.49 0.376  [0.10, 2.46] 
Substance Related  0.38 0.050 * [0.14, 1.00] 0.75 0.621  [0.24, 2.38] 

Domestic Violence 0.54 0.590  [0.05, 5.34] 0.09 0.066  [0.007, 1.18] 
Other 0.09 0.047 * [0.008, 0.97] 0.01 <0.001 *** [0.002, 0.07] 

First Placement 
No Out of Home Care Ref.    Ref.     

Kin/NREFM 2.12 0.100  [0.86, 5.22] 2.07 0.195  [0.68, 6.29] 
Foster/Adoptive Parent 3.69 0.017 * [1.27, 10.72] 1.37 0.724  [0.22, 8.77] 

Other 5.38 0.090  [0.76, 37.84] 2.92 0.112  [0.77, 11.07] 
Prior CW Service History? 

Yes 1.14 0.827  [0.36, 3.60] 0.53 0.220  [0.19, 1.48] 
Categorical Drug Abuse Severity         

Severity N/A 1.02 0.982  [0.14, 7.56] 0.11 0.005 ** [0.03, 0.51] 
Low Severity Ref.    Ref.    

Intermediate or Worse 0.67 0.741  [0.06, 7.30] 1.01 0.990  [0.23, 4.41] 
No DAST Score Reported 2.87 0.248  [0.47, 17.48] 0.58 0.431  [0.14, 2.31] 

Alpha 0.13 0.061  [0.02, 1.10] 4.47 0.139  [0.61, 32.79] 
F 3.56 0.0010 **       
Adjusted Wald Test F 2.92 0.0615        
*  p < .05 
**  p < .01 
*** p < .001 
 
 The effect of treatment setting for parents with no worker-assessed domestic violence 
problem is given by the estimate for the treatment variable.  For these families, the effects of 
residential versus outpatient treatment do not differ significantly (RRR=2.47, p=0.151).  As such, 
the apparent beneficial effect of residential care is not evident where domestic violence is absent, 
while there is some suggestion that deterioration is associated with residential treatment for this 
group.  In contrast, the significance of the interaction term between treatment setting and 
domestic violence indicates that parents who do have an identified domestic violence problem 
are 9.4 times more likely (RRR = 2.47*0.48*7.89 = 9.35) to be assessed by child welfare 
workers as achieving substantial (versus some) progress when they participate in residential 
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treatment.  In the uninteracted model (Table 8), the effect of child welfare worker assessment of 
domestic violence is much smaller (RRR = 3.77*0.98 = 3.69).  These results suggest that child 
welfare worker assessments of domestic violence serve as a moderator between treatment setting 
and assessments of substantial family progress. Specifically, the effect of residential treatment on 
the likelihood of worker assessments of substantial progress is significant and large for cases 
where domestic violence is identified, but does not occur in cases where domestic violence was 
not indicated.   
 

8. Discussion 
 
Deterioration/No Progress Versus Some Family Progress 
 
 This research compared child welfare worker assessments indicating that families had 
deteriorated or made no progress in improving the safety and wellbeing of their child(ren) to 
some overall progress, focusing exclusively on cases where parents participated in residential or 
outpatient substance abuse treatment.  Findings from the study suggest that workers were 
significantly more likely to indicate that a family had deteriorated or made no progress 
(compared to some progress) in cases where parents attended residential treatment, controlling 
for a number of relevant parent, child, and case factors, and utilizing propensity score weights to 
control for selection bias.  Specifically, families where parents attended residential treatment 
were 4.4 times more likely to be assessed by child welfare workers as deteriorating in terms of 
their overall family progress.   
 
 This finding went the opposite direction as that predicted in the study’s hypothesis.  As 
indicated below, this anticipated effect was accurate in predicting the relationship between 
treatment setting and caseworker assessments of substantial family progress.  Nevertheless, this 
study also found that parental attendance at residential treatment increased child welfare worker 
assessments of family deterioration or no progress, when compared to assessments of some 
progress.  Other factors that also increased the likelihood of caseworker assessments of 
deterioration or no progress may lend a better understanding to this relationship.  As described, 
child welfare workers were also 3.5 times more likely to indicate that a family had deteriorated 
or made no progress in cases where children were placed with foster parents or in fost-adopt 
placements. This finding remained consistent even in models including moderating relationships 
between treatment setting and parental problems with mental health or domestic violence.  This 
association between out-of-home placement and caseworker assessments of family deterioration 
is consistent with the Social Support Theory described earlier, particularly the hypothesis that 
relationships are critical components of individual well-being, especially in the context of 
chronic or acute stressors.  Considering the practical and emotional challenges involved for 
parents in attending substance abuse treatment and contending with the myriad of factors that 
may have led to their addiction, it seems possible that separation from their children may make 
treatment in residential settings even more difficult.  The findings from this study are also 
consistent with the qualitative results presented in a study by Tracy & Martin (2007) that 
children are capable of providing sobriety support to parents in substance abuse treatment, 
particularly if they are able to live in the same household as their children or have frequent 
visitation.  Providing further support for this idea is research that has demonstrated that visitation 
is directly associated with reunification when children are placed in out-of-home care (Davis, 
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Landsverk, Newton, & Ganger, 1996; Leathers, 2002).  Although this study was not able to 
specifically explore whether child placement with parents during treatment had a moderating 
effect on the relationship between treatment setting and assessments of family progress, the data 
suggests that placement of children away from parents was associated with child welfare worker 
assessments of family deterioration or no progress.  Future research should more closely delve 
into the impact of child placement on substance abuse treatment for parents, focusing on 
providing a quantitative analysis to supplement Tracy & Martin’s (2007) qualitative data.  
 
Substantial Versus Some Family Progress 
 
 This research also compared child welfare worker assessments of substantial progress to 
some progress in cases where parents participated in residential versus outpatient substance 
abuse treatment.  Findings from the study reflect that workers were more likely to indicate a lot 
of progress in cases where parents attended residential treatment, also controlling for a number 
of relevant parent, child, and case factors, and utilizing propensity score weights to control for 
selection bias.  Specifically, families where parents attended residential treatment were 3.8 times 
more likely to be assessed by child welfare workers as demonstrating a lot of family progress 
than some family progress when parents attended outpatient treatment.  
 
 The distinction measured in this study between the outcomes of substantial progress and 
some progress is notable as it may indicate either that (a) while residential treatment may be 
effective at helping clients make significant strides in their family functioning it is not as useful 
for incremental progress or that (b) child welfare workers may be more likely to view residential 
treatment as indicating greater effort and are considering this effort in their assessments of 
significant progress. However, without an objective measure of family functioning separate from 
worker assessments, it is impossible for this study to determine whether residential treatment has 
a differential impact on smaller (versus larger) levels of change. Furthermore, this study did not 
directly measure whether higher drug abuse severity moderated the relationship between 
treatment setting and child welfare worker assessments.  Future research should explore this 
relationship more closely to determine the extent to which the severity of parental problems with 
substance abuse impact worker assessments of progress for parents participating in substance 
abuse treatment. 
 
 Nevertheless, this study’s findings echo those (Smith, 2003; 2008) that have suggested 
that worker assessments of parental progress are heavily swayed by the degree to which parents 
have completed assigned tasks and are cooperative, and a belief that parents should undergo 
some hardship in their efforts to maintain or regain custody of their children.  As mentioned 
above, residential treatment programs are more costly both in terms of actual costs (French, et 
al., 2008), and the absences from their personal lives that clients must take in order to participate 
in live-in treatment (Lussier, et al., 2010).  Furthermore, many residential treatment programs do 
not allow parents to live with their children while in the program adding additional personal 
costs to such treatment (Tracy & Martin, 2007). Viewed through the lens of sacrifice and 
hardship, it seems possible that child welfare workers may have felt that attendance at residential 
treatment was unique in indicating a greater level of effort and therefore progress. Overall, while 
this study cannot conclusively determine whether child welfare workers were confusing 
compliance and effort with progress without a deeper understanding of the factors that workers 
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used in making their assessments, it does indicate that more research is necessary in 
understanding child welfare worker assessments, particularly in the area of substance abuse 
treatment.   
 
Co-Occurring Mental Health and Domestic Violence Problems 
 
 As described earlier, a number of studies have demonstrated that even when there is no 
discernable overall difference in treatment outcomes based on whether clients attended 
residential versus outpatient treatment (Annis, 1984; Grella, et al., 2009; Greenfield et al., 2007; 
Howell, et al., 1999; Hser, et al., 2004; Huang & Ryan, 2011; McCarty et al., 2014; Miller & 
Hester, 1986; Reif et al., 2014; Witbrodt, et al., 2007), clients with higher substance abuse 
severity (McKay, et al., 2002; Pettinati, et al., 1993;  Rychtarik et al., 2000; Shepard, et al., 1999; 
Simpson, et al., 1999) or co-occurring mental health problems (Brunette, et al., 2004; Cleary, et 
al., 2009; Drake, et al., 2008; Smith, et al., 2006) generally benefit more from residential 
treatment.  This research sought to explore this possibility, focusing on the likelihood that 
caregivers with mental health issues or problems with domestic violence may do better in 
residential treatment.  Findings from this study suggest that for parents with worker-assessed 
problems with mental health, attendance in residential treatment did not change child welfare 
worker assessments of family progress.  On the other hand, for parents with problems with 
domestic violence, child welfare workers were significantly 9.4 times more likely to perceive 
progress in cases where parents attended residential treatment.  
 
 Mental health.   Without additional information on the types of services offered in 
residential treatment settings and child welfare workers’ understanding of mental health 
treatment, it is unclear whether the finding about parents with co-occurring mental health 
problems is problematic despite its inconsistency with the literature.  While it is possible that the 
residential substance abuse treatment received by parents in this study provided effective mental 
health interventions as well, it is also possible that mental health treatment was secondary to 
addressing substance abuse.  It is also possible that child welfare workers paid less attention to 
parent mental health (especially when co-occurring with substance abuse and/or domestic 
violence) or were unaware of the extent to which mental health problems were addressed in 
residential settings. Another possibility is that child welfare workers may not have viewed 
residential substance abuse treatment as an ideal setting for treating mental health disorders, 
instead believing that more specialized treatment was necessary.  What is clear from this study is 
that more research is needed to explore the role of substance abuse treatment settings in 
addressing co-occurring substance abuse, mental health, and domestic violence issues and the 
role of child welfare workers in understanding and assessing such treatment.  
 
 Domestic violence.  On a superficial level, the finding on domestic violence suggests that 
residential substance abuse treatment may contain programmatic aspects that are helpful for 
parents dealing with intimate partner violence.  However, without information on whether the 
residential programs attended by subjects in this study offered services specifically dealing with 
these issues, this conclusion may reach beyond the evidence.  On the other hand, one of the key 
characteristics of residential substance abuse treatment is that it provides a live-in environment 
outside of the parent’s home that can last from a few weeks to many months.  As such, an 
alternate conclusion from this study may simply be that social workers viewed residential 
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treatment as offering a practical solution (housing) to a difficult problem.  Research with victims 
of domestic violence (Anderson & Saunders, 2003; Black et al., 2011) has demonstrated that 
housing instability presents a major barrier to women leaving violent relationships, and that 
housing assistance is scarce and varies wildly from state to state.  Although assistance may come 
in the form of emergency shelters, site-based transitional housing, rental assistance, and 
subsidized permanent housing, shelters are the primary option for most women and are often 
time-limited (Baker, Niolon, & Oliphant, 2009). In the case of parents with co-occurring 
substance abuse and domestic violence issues, residential treatment may provide the shelter 
necessary to allow them to leave their abusive partner while also addressing addiction issues, 
justifying in part, child welfare worker assessments of substantial family progress.  
Unfortunately, this approach may also represent a short-term solution to a long-term and very 
complex issue. 
 
Child Race/Ethnicity 
 
 Findings from this analysis also suggest that child race or ethnicity is also associated with 
child welfare worker assessments of family progress.  Specifically, child welfare workers were 
less likely to indicate deterioration or no progress among families with children of “other” 
race/ethnicity, and less likely to indicate substantial progress among families with Hispanic 
children.  In regards to the finding regarding children of “other” race/ethnicity, a category that 
largely captures the Asian/Pacific Islander child welfare population, caution should be taken 
given that the population and is quite small (n = 31).  Although the population of children of 
Hispanic origin is larger (n = 140), this finding was not predicted by the child welfare literature 
(Akin, 2011; Grella et al., 2009) exploring race/ethnicity and child welfare outcomes or 
hypothesized in this research.  Future studies exploring the subject of substance abuse treatment 
and child welfare should continue to explore whether child race/ethnicity is related to outcomes. 
 
Methodological Advantages of Propensity Score Weighting 
 
 One of the concerns going into this research was that individuals who attended residential 
treatment would differ substantially in terms of the severity of their substance abuse problem or 
other life issues from those attending outpatient treatment.  Indeed, assignment criteria such as 
that recommended by ASAM suggests that individuals with higher severity issues should be 
assigned to residential (over outpatient) treatment.  If allowed to remain, this selection bias could 
have influenced the results of the study, possibly leading to spurious conclusions about the 
effectiveness of residential and outpatient treatment for parents involved in the child welfare 
system.  Instead, this research utilized a statistical approach called propensity score weighting to 
balance residential and outpatient treatment groups on a group of theoretically- and research-
supported covariates.  
 

A number of different methods utilize propensity scores to achieve balance between 
treatment groups: matching, subclassification, and weighting (Guo & Fraser, 2015).  In this 
study, propensity score weighting was used as it offered the most strengths in terms of 
maximizing sample size and complementing the complex sampling design of the NSCAW II 
study data. Although matching is the most popular and straightforward propensity score method, 
allowing researchers to match individuals from treatment groups based on identical propensity 
scores, it is also the most vexing in terms of sample size reduction.  In matching, individuals who 
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are not matched are eliminated from the sample, often resulting in a significant reduction of the 
sample size (Guo & Fraser, 2015).  Alternately, propensity score weighting allows each 
individual in the sample to remain, but adjusts their weight as an observation based on the 
identified population of interest - the average treatment effect on the treated population (ATT).  
For ATT calculations, individuals in the treatment group (i.e., those who participated in 
residential treatment) received a weight of 1, while those who attended outpatient treatment were 
weighted by p/(1 - p), where p is the propensity score.  Another advantage of propensity score 
weighting is that it allowed propensity scores to be applied while also retaining the individual 
survey weights assigned by the researchers who collected the NSCAW II data (DuGoff et al., 
2014) to account for variations in sample selection, deviations from the sampling plan, 
nonresponse, and other factors (Dolan, et al., 2011). In a simple strategy recommended by 
DuGoff et al. (2014), propensity score weights were multiplied with wave 2 survey weights to 
form a new weight that was then applied in the final analyses.   

 
 In social science and other research, randomized experimental designs are considered the 
gold standard for determining a causal link between treatment and outcomes.  However, some 
researchers have argued for the need to “extend the evidence hierarchy” beyond the randomized 
clinical trial in assessing the effectiveness of services for individuals with alcohol and drug 
problems, particularly since randomization is so often unfeasible and/or unethical (Tucker & 
Roth, 2006). Analyses from this study illustrate the power of propensity score methods to 
account for selection bias and re-balance treatment groups based on observed covariates.  In 
addition, application of propensity score weighting illustrates one method where selection bias 
can be controlled within a complex survey design and without losing sample observations.  
 
Strengths 
 
 Using a nationally representative sample, this study builds upon previous research by 
focusing specifically on substance abuse interventions for families involved with the child 
welfare system.  Further, by utilizing propensity score methods to carefully control for selection 
into one treatment setting over another, this research makes use of the multitude of variables 
available in the NSCAW II dataset and distinguishes between covariates that impact treatment 
selection, those that influence overall family progress, or variables that may impact both without 
the loss of statistical power caused by increasing degrees of freedom.  In addition, the data used 
in this study were both representative (children ages 0 to 17.5, across 50 states) and longitudinal 
(covering baseline and 18-month follow-up), and incorporated reports from multiple sources 
(parent self-reports, child welfare worker assessments, case outcomes). The current study also 
applied national survey weights to reduce bias in the estimates and better reflect the U.S. child 
welfare population. Finally, as with the Witbrodt, et al. (2007) and Grella et al. (2009) studies, 
this research included two assessments of addiction severity (AUDIT and DAST), administered 
using automated computer-assisted self-interviewing (ACASI) technology to help minimize 
social desirability bias in reporting taboo or high-risk behaviors (Turner et al., 1998).  In 
conjunction with other variables measuring substance abuse, other life impairments, and child 
placement, these assessments were instrumental in controlling selection bias.  
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Limitations 
 
 Though this study makes a number of unique contributions to the literature on child 
welfare worker assessments of substance abuse treatment for child welfare involved families, it 
also suffers from limitations, many of which have been discussed briefly above.  In the following 
sections, these limitations are discussed in more detail, making particular note of the way that 
they may limit the study’s analysis, interpretation, or generalizability. 
 
 Secondary observational data.  This research is limited by its quasi-experimental and 
secondary nature.  As such, the researcher had no control over assignments to treatment, 
treatment fidelity, or determinations of case progress.   This study was also limited to the 
inclusion of variables collected by the original NSACW II researchers. Despite the multitude of 
covariates, there were still many unobserved factors that would have improved the ability of 
PSW to balance the treatment groups or to control for during the outcome analyses.  For 
example, as discussed earlier, substance abuse practitioners commonly use the ASAM criteria 
(2014) when assigning clients to treatment. To best approximate these, the current study 
examined a number of related variables (Table 3), but none that were intended to measure 
substance abuse severity directly. Further, while the ASAM is widely used among substance 
abuse treatment staff (and not necessarily among child welfare staff), it represents only a best-
practice in the field, and has not demonstrated its ability to fully measure substance abuse acuity, 
a problem which exists for this study as well. In addition, no information was available on the 
intensity of services offered to parents, or whether there was a wraparound component, factors 
which the literature have indicated have a significant impact on treatment effects (Greenfield et 
al., 2007, Grella et al., 2009; Howell et al., 1999). As indicated above, additional information 
about child welfare worker decision-making and information about the degree to which treatment 
settings addressed domestic violence and mental health would have also been helpful in 
interpreting this study’s results. 
 
  Caseworker interviews. Many of the variables used in this study came from the child 
welfare worker interview.  These include a number of covariates measuring substance abuse 
severity and other life impairments, treatment setting, and most importantly, assessments of 
family progress. In none of these instances were child welfare workers asked to use uniform or 
validated sets of standards.  As such, many of the variables used in this study can be said to 
reflect workers’ assessments of the construct (e.g., parental mental health problem, problems 
with domestic violence, family progress) more than the construct itself.  Furthermore, it is likely 
that worker assessments varied greatly and unpredictably. In a seminal study conducted by 
Duncan Lindsey (1992), the researcher noted a consistently low level of reliability in child 
welfare worker decision-making, indicating that even when child welfare workers were 
presented with the same facts, they rarely made the same decision.  Low inter-rater reliability has 
remained a problem for child welfare, and although actuarial and standardized risk assessments 
are becoming the norm in many child welfare workforces (Shlonsky & Gambrill, 2014), it is still 
likely that for the purposes of the NSCAW II survey, child welfare workers’ responses may not 
be fully valid or reliable.  
 
 In addition, child welfare workers’ assessments of substance abuse and other risk factors 
may also be subject to under-identification.  Research has indicated that few child welfare 
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workers have been trained to diagnose or treat substance abuse problems, or if they have, the 
training that they received was inadequate (Dore, Doris, & Wright, 1995; Gregoire, 1994; 
Semidei, Radel & Nolan, 2001; Tracy & Farkas, 1994). Within this context, a number of 
researchers have argued that substance abuse among parents is often under-identified within the 
child welfare system (Chuang, Wells, Bellettier, & Cross, 2013; Young, et al., 2007).  In a recent 
analysis of NSCAW II data, Chuang, et al. (2013) found that among a cohort of primary 
caregivers whose diagnostic test data indicated harmful use or dependence on alcohol and/or 
drugs, investigative caseworkers identified substance abuse treatment needs in only 41% of 
cases. Similar problems have been noted in the identification of domestic violence and other 
threats to child safety and well-being (Kohl, Barth, Hazen, & Landsverk, 2005).  
 
 Self-report data.  Another limitation of this study is the possible under-reporting of 
substance abuse problems by caregivers on the AUDIT and DAST self-report diagnostic 
assessments.  As described above the AUDIT and DAST are both semi-structured interviews 
designed to identify problematic drinking or drug use using 10- and 20-item scales covering use. 
In both the AUDIT and the DAST, questions are face-valid and clearly measure the degree to 
which parents drink and use drugs. As such, they are suspect in contexts where respondents wish 
to present themselves in a socially desirable way and may alter their responses, such as when 
parents are involved with child welfare. As such, despite the use of ACASI technology to reduce 
social desirability bias, the underreporting of parental substance abuse may still be a problem for 
this study. 
 
 Missing data.  Another limitation of this research pertains to missingness. As described 
above, in most cases where there was missing data on one or more variables, they were dropped 
from the analysis through listwise deletion, a typically undesirable way of dealing with missing 
data since it can bias outcomes (Enders, 2010; McKnight, McKnight, Sidani, & Figueredo, 
2007).  An exception to this rule was the use of categorical drug abuse scores in the final 
outcome analyses.  In these analyses, missing responses to the variable were coded as 0, and a 
missing data indicator was included to control for the potentially biasing impact of this coding.  
While widely used for many years, and originally advocated by Cohen and Cohen (1975), this 
approach has come into criticism as producing biased estimates of the coefficients (Allison, 
2002).  Nevertheless, leaving this variable out of the outcome analyses would have resulted in 
biased estimates due to inadequate control of drug abuse severity, and listwise deletion would 
have produced a substantial sample size reduction. Imputation was not attempted in this study 
given the NSCAW II’s complex sampling design and the fact that imputation would necessarily 
involve assigning answers to questions about a number of key factors used in determining 
propensity scores.  From the original sample of 698 cases where parents participated in 
residential or outpatient substance abuse treatment, complete case analysis was conducted on 492 
cases (70%). Overall, this analysis indicates that the two samples differ from each other insofar 
as the final sample was more likely to have met threshold levels of substance abuse severity, 
have at least one other life issue, and to be referred to the child welfare system for reasons of 
neglect and domestic violence.  The final sample was less likely to have had a prior child welfare 
service history.  As such, the cases under review for this study are likely to speak to a different 
type of child welfare client – one with higher levels of substance abuse and co-occurring 
problems.  Generalizations from this analysis to cases involving maltreatment allegations of 
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physical, sexual, or emotional abuse should be taken with caution, as should applications to 
families who have had more than one child welfare interaction. 
 

9. Conclusion 
 

 A more comprehensive understanding of effective treatments for parents with substance 
abuse issues is critically necessary for the child welfare field.  A significant percentage of 
children become involved in the foster care system due to parental substance abuse, and the 
chronic, relapsing nature of addiction often results in children spending a longer time in care 
(Brook, et al., 2010), reunifying less (Ryan, et al., 2006), and experiencing subsequent 
allegations of maltreatment (Barth, et al., 2006; Fuller &Wells, 2003; Jonson-Reid, et al., 2010; 
Smith & Testa, 2002).  Nevertheless, research about substance abuse treatment for parents is still 
relatively new. Although a number of robust studies and systematic reviews exist examining 
treatment programs for the general adult population, there are far fewer studies conducted among 
parents, particularly examining the differential effect of residential versus outpatient treatment. 
This study attempted to address these gaps using a nationally representative sample of families 
involved in the child welfare system and using propensity score weighting to address the 
potential selection bias that exists in even the best (Grella et al., 2009) studies examining this 
phenomena.   
 
Direct Practice Implications 
 
 Examining the outcome of child welfare worker assessment of family progress, this 
research adds to the literature on this subject.  Specifically, the results of this study indicate that 
child welfare workers are more likely to indicate that families have deteriorated or made no 
progress in cases where parents participate in residential substance abuse treatment.  While 
surprising, these findings combined with the findings that placement of children in out-of-home 
care also increases the likelihood that workers will indicate family deterioration suggest that 
separation of parents from their children may increase the difficulty of successfully participating 
in substance abuse treatment due to the lack of social support which parents may derive from 
their children.  Although this research was not able to investigate this possibility directly, future 
research should attempt to address this question. 
 
 At the same time, this study also suggests that child welfare workers are more likely to 
believe that families are making substantial rather than some progress when parents participate in 
residential substance abuse treatment. Unfortunately, while it is clear that if workers believe that 
parents have made more progress, they may be more likely to recommend reunification, without 
objective measures of parental sobriety; we cannot really know whether parents have truly 
changed.  In fact, research conducted by Smith (2003, 2008) has suggested that workers are often 
more influenced by demonstrations of compliance than changes in behavior.  This study is not 
immune from this possibility.  Future research investigating this topic should ensure that child 
welfare worker perception and diagnostic measures of parental recovery from substance abuse 
are measured in tandem to conclusively determine the differential effectiveness of treatment 
setting. 
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 Results from this study also support the inclusion of domestic violence interventions in 
residential treatment for substance abusing women. Specifically, while a referral for domestic 
violence reduced the likelihood that a worker would assess a family as demonstrating a lot of 
progress, when a parent in one of these families attended residential treatment, workers were 
more than 9 times more likely to assess the family as demonstrating significant progress.  
Although this study could not explore whether specific domestic violence services were provided 
in either of the treatment settings, results indicate that child welfare workers perceive residential 
treatment to be beneficial to family progress in cases with domestic violence, most likely due to 
the live-in environment outside of the parent’s home afforded by such treatment.  Given the 
barriers presented by housing insecurity to parents involved in violent relationships, it may be 
possible that provision of even short-term housing to parents with co-occurring substance abuse 
and domestic violence issues supports their overall family progress.  Additional counseling and 
support groups would ensure that parents in residential treatment adequately address problems 
with domestic violence in a more holistic way.  Future research exploring this topic should 
include a more specific analysis of the types of services offered in residential and outpatient 
treatment settings to tease out the impact of these services versus the overall impact of the 
treatment setting. 
 
Systems-Level Implications 
 
 The literature reviewed in this study has made the case that parents involved in the child 
welfare system have a number of co-occurring problems, namely substance abuse, mental health, 
domestic violence, and housing.  To address these multiple issues, a number of different policy 
approaches have been made to provide parents with the ancillary case management and services 
they need.  These include integrated or comprehensive service models, family treatment drug 
courts, and colocation.  Integrated service models refer to the provision of additional 
interventions for co-occurring problems (e.g., counseling for domestic violence victims) within 
the context of a primary treatment relationship or service setting (e.g., substance abuse 
treatment).  Thus far, evaluations of these models have indicated that programs offering 
comprehensive services are more likely to improve substance abuse treatment (Marsh, Cao, & 
D’Aunno, 2004; Greenfield et al., 2007; Grella et al., 2009) and child welfare outcomes (Grella, 
et al., 2009; Howell, et al., 1999; Huang & Ryan, 2011).  Another approach includes family 
treatment drug courts, in which families receive a collaborative team of service providers from 
the child welfare, court, and substance abuse treatment systems, enhanced court monitoring, 
additional support services, frequent drug testing, and rewards or sanctions for treatment 
compliance.  Although evaluations of family drug courts thus far have been limited to post-test 
or qualitative studies only, with no attempts at random assignment or control over selection 
effects, early research has indicated improved parental satisfaction, increased treatment 
enrollment, faster enrollment, greater treatment retention, and increased chances of family 
reunification (Ashford, 2004; Boles, Young, Moore, & DiPirro-Beard, 2007; Green, Furrer, 
Worcel, Burrus, & Finigan, 2007; Worcel, Furrer, Green, Burrus, & Finnigan, 2008). The final 
approach involves the placement of substance abuse treatment counselors in child welfare 
offices; also know as colocation. Although collocation initiatives are still relatively new, initial 
evaluation findings suggest that the approach can lead to increased understanding between child 
welfare and substance abuse treatment staff, improved relationships among service providers, 
and better coordination of services for clients (Lee et al., 2009; McAlpine, Marshall, & Doran, 
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2001). 
 
 Whatever the specific approach, given the intense needs of families involved in the child 
welfare system, advances need to be made in increasing the availability and integration of 
services designed to meet their myriad of problems.  The three approaches above have shown 
promising results, but have only been implemented in a handful of states, and in piecemeal 
fashion.  Greater adoption of these useful and evidence-based practices is needed, and to the 
degree that structural or funding problems between federal and/or state health, mental health, 
child welfare, and housing systems exist which force these systems to work in silos, such barriers 
should be evaluated and removed. 
 
Looking Forward  
 
 Although this study begins to add to the knowledge base, further advances in 
understanding the differential effectiveness of residential and outpatient treatment for parents 
with substance abuse issues would be of considerable importance to child welfare policy on the 
individual, local, state, and national levels. At the individual and local levels, the tremendous 
difference in costs between the two treatments requires that the more expensive option 
(residential treatment) demonstrate greater capacity for improvement. This study and many 
others before it are not able to conclusively provide this evidence.  According to French, et al. 
(2008), adult residential programs are substantially more expensive than non-residential 
programs, with outpatient programs ranging from $243 – $598 weekly compared to $607 – $918 
weekly for adult residential programs. These costs are often paid by state and county funds, but 
in some cases, the clients themselves are also responsible for paying for treatment.  In addition, 
parents that attend residential substance abuse treatment must often take absences from 
employment and other responsibilities in order to live in the structured environment required by 
this treatment (Lussier, et al., 2010), and may even need to relinquish custody of their children to 
enter (Tracy & Martin, 2007).  Considering these costs to local governments and the parents 
involved, it is important to have a deeper and perhaps more nuanced understanding what types of 
treatment or treatment elements are most effective for parents, considering their specific 
circumstances.  
 
 As the Patient Protection and Affordable Care Act (ACA, 2010) increases access to 
substance abuse treatment, a comprehensive understanding of the effectiveness of different 
treatment settings also becomes important to treatment assignment.  Within the ACA are a 
number of provisions designed to reduce healthcare costs, improve healthcare quality, and 
expand coverage.  Specifically, substance abuse treatment becomes a required benefit for 
individuals in states accepting Medicaid.  Within this paradigm, it becomes ever more important 
to understand which treatment settings are most effective, and for whom.   Results from this 
study suggest that residential treatment may be beneficial to some but detrimental to others. 
Future research needs to more conclusively determine which treatments are best matched with 
different types of parents in the child welfare system, using more objective measures of 
substance abuse treatment success, and attending to the limitations mentioned above.   
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Appendix A:  
Missing Data and Selection into Residential Treatment 

 
 Chi-square analyses were conducted to determine whether missing data on variables 
included in determining propensity scores were correlated with selection into residential versus 
outpatient treatment.  As illustrated below, there were no significant associations between 
missing data and attendance at residential treatment. 
	  
Table A: Missing Data for PSW Model - Correlations with Selection into Residential Treatment  

Variable N 
% Who received  

Residential Treatment,  
by Whether Data are Missing  

 
p-value 

 
Composite Substance Abuse Problem 698 28.4 0.159 

Not Missing 634 27.6  
Missing 64 35.9  

 
Composite Other Significant Life Problems 698 28.4  

Not Missing 642 27.6 0.114 
Missing 56 37.5  

 
Composite Substance Abuse Problems x Composite Other Significant 
Life Problems 698 28.4 0.106 

Not Missing 630 27.5  
Missing 68 36.8  

 
Child Placement in OOH Care 698 28.4 0.782 

Not Missing 672 28.3  
Missing 26 30.8  
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Appendix B:  
Missing Data and Child Welfare Worker Assessments of Family Progress 

 
 Chi-square analyses were conducted to determine whether missing data on variables 
included in the final analyses were correlated with child welfare worker assessments of family 
progress.  As illustrated below, families who were assessed as making substantial family 
progress were significantly less likely to have missing child welfare data about the presence of 
domestic violence or prior child welfare service. Considering the relational nature of child 
welfare, the frequent contact involved in conducting regular case assessments and court report 
updates, and the fact that a number of standardized child welfare risk assessments inquire 
directly about the risk factors of domestic violence and prior child welfare history, these findings 
are consistent with standard child welfare practice.  
 
Table B: Missing Data for Outcome Model – Correlations with Substantial Family Progress 

Variable N % Who Made Substantial Progress,  
by Whether Data are Missing  

 
p-value 

 
Child Welfare Worker Assessed Parental Health Problem 693 43.4 0.095 

Not Missing 558 45.0  
Missing 135 37.0  

 
Child Welfare Worker Assessed Parental Domestic Violence Problem 693 43.4 0.022 

Not Missing 580 45.3  
Missing 113 33.6  

 
Child Race/Ethnicity 693 43.4 0.128 

Not Missing 690 43.6  
Missing 3 00.0  

 
First Placement 693 43.4 0.776 

Not Missing 667 43.3  
Missing 26 46.2  

 
Abuse Type 693 43.4 0.057 

Not Missing 610 44.8  
Missing 83 33.7  

 
Prior Child Welfare Service 693 43.4 0.033 

Not Missing 567 45.3  
Missing 126 34.9  

Child Age not included in this table as there was no missing data on this variable. 
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