
Tille Use of Aftercare Services
Following Intensive Family Preservation Services

Marlys Staudt, Ph.D.
Ph.D., Washington University-St. Louis, 1997

Assistant Professor, College of Social Work, University of Tennessee

Statement of the Research Problem

In the 1980s two parallel movements resulted in the growth of home-based services
to children and families. One movement was the permanency planning movement in child
welfare (Barth & Berry, 1987; Pecora, Whittaker, & Maluccio, 1992; Rzepnicki & Stein,
1985). The second was the call for comprehensive systems of care within mental health
(Stroul & Friedman, 1986). Although initiated in different systems, these two movements
share many philosophical assumptions and principles. These include an emphasis on
maintaining children in their homes and communities, placement in the least restrictive
setting, and recognition of the centrality of the family in the treatment of the child. As a
result of these movements and reforms, new services emerged in an attempt to provide
family and community based care. One such service is intensive family preservation
services (IFPS). These short term crisis services are home based and intensive. IFPS are
intended to alleviate the crisis that has placed a child at risk of placement. Child safety is
paramount in that IFPS are provided only when it is reasonably sure that the child will be
safe at home if services are provided.

A feature distinguishing IFPS from other home-based models is its reliance on crisis
intervention theory (CWLA, 1989; Nelson, Landsman, & Deutelbaum, 1990). Yet
children and families who receive IFPS often experience chronic and multiple problems
that require more than a short term intervention (Besharov, 1994; Yelton & Friedman,
1991). Thus, a primary and essential goal of IFPS is to link children and families with
needed ongoing services after the short term IFPS are completed (Stroul, 1988; Whittaker
& Tracy, 1990). It is widely assumed that maintenance of clinical gains made during IFPS
is dependent on the availability and use of appropriate aftercare services (Adams, 1994;
Stroul, 1988; Yelton & Friedman, 1991). Consequently, IFPS must be viewed not as an
isolated service but as part of a broader system of care (Stroul, 1988). The ability ofIFPS
to link families with other services and influence their use of these services represents a
"systems" outcome in the typology ofoutcomes developed by Hoagwood and her
colleagues (Hoagwood, Jensen, Petti, & Burns, 1996).

Despite the fact that linking children and families with aftercare services is a central
goal ofIFPS, and although such linkages are widely assumed to be essential to the
maintenance ofIFPS treatment gains, the study of aftercare has been neglected. Given
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that a central goal oflFPS is to link children and families with ongoing services, it is
important to know whether in fact children and families use the recommended services,
the correlates of lFPS aftercare use, and the relationship of aftercare use to child and
family functioning.

Research Questions

Even descriptive information on what aftercare services are recommended and
deemed as needed by lFPS therapists and families is currently lacking. Knowing what
aftercare services therapists recommend will provide preliminary information on what
community services therapists and families view as needed after lFPS. Knowing what
variables are associated with aftercare use will help us to understand what interventions
are needed to help children and families access services. The correlation between use of
aftercare services and subsequent child and family functioning provides a preliminary test
of the assumption that aftercare use is related to clinical outcomes.

Following from the need to develop knowledge in these areas, the research questions
are:

1) What aftercare services are recommended by lFPS therapists?
2) To what extent do children and families use the recommended aftercare services?
3) What factors are associated with aftercare service use and the level of use?
4) Is use of recommended lFPS aftercare services related to subsequent child and

family functioning?

The Andersen framework of health care utilization was used to develop and test
hypotheses related to the last two questions. According to the Andersen framework,
service use occurs within a social context. Social norms, characteristics and structure of
the service delivery system, and individual and community characteristics are determinants
of service use (Andersen & Newman, 1973). The population characteristics that influence
service use are classified as predisposing, enabling, and need variables. Andersen posits
that if access to services is equitable, then need should explain most of the variance in
service use (Aday & Andersen, 1981). Andersen's model also recognizes that use of
services should lead to the attainment of desired outcomes.

In this research the predisposing variables included caregiver's age, employment
status, ethnicity, and family structure. Enabling variables included family income,
perceived service barriers, referral sector (child welfare or mental health), insurance
coverage, and social support. Number offamily problems, child and family functioning,
and placement in the year prior to lFPS were the need variables. Based on the Andersen
framework, the following two hypotheses were tested:
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a) Access to !FPS aftercare services is not equitable. Predisposing and enabling
variables explain variance in service use after need is controlled for.

b) The use ofIFPS aftercare services is positively related to higher child and
functioning at two months post !FPS.

Methodology

Two St. Louis sites served as hosts for the dissertation research. At lFPS
termination, the therapist informed the family about the research and invited their
participation. When the family agreed to participate the therapist obtained written
informed consent from the mother or other primary caregiver. The researcher then
reviewed the family's file to extract the recommended aftercare services. The mother was
interviewed at two months following !FPS termination (when the identified child did not
live with the mother, then the adult most responsible for the care of the child was
interviewed). The purpose of the interview was to learn about use ofthe recommended
aftercare services. When the family did not agree to participate the therapist completed a
tracking form with basic demographics in order to allow for a comparison between the
participants and nonparticipants.

A structured interview guide was developed, piloted, and used in interviewing the
mother or other primary caregiver. The standardized measures used to measure child and
family functioning were embedded in the research interview. These were the Child and
Adolescent Functioning Assessment Scale (CAFAS) and the general functioning subscale
of the Family Assessment Device (FAD).

The independent variables were measured as follows.
NEED:

1) Child functioning, measured with the CAFAS completed by therapist
at !FPS termination.

2) Family functioning, measured with general functioning subscale ofFAD
complet.,d by mother at !FPS termination.

3) Prior placement of identified child in year preceding !FPS, measured by
mother's report in the research interview.

4) Number offamily problems, obtained from state tracking form completed
by the IFPS therapist.

PREDISPOSING:
1) Caregiver's age, obtained from file.
2) Caregiver employment status, obtained from state tracking form.
3) Caregiver ethnicity, obtained from state tracking form.
4) Family structure, obtained from file.
5) Caregiver's years of education, obtained during the research interview.
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ENABLING:
I) Income, net monthly income as reported during the research interview.
2) Health insurance coverage (yes/no) and type of coverage, obtained during

the research interview,
3) Social support, measured with the Maine Support and Interference

Inventory at the research interview.

4) Service barriers, measured with Part 3 of the Survey of Parents' System of
Care Experiences, during the research interview.

5) Referral sector (child welfare or mental health), obtained from the file.

The recommended aftercare services were coded as to one of eight types of service
using the typology developed by Stroul and Friedman (1986). The three service use
variables were proportion of recommended aftercare services used, volume of services,
and proportion of recommended mental health services used. A service was counted as
used if the respondent reported that there had been at least one contact with the provider
in the two months since IFPS termination.

Descriptive statistics were used to answer the first two research questions,
Hierarchical multiple regression was used to test the hypothesis that service use is
equitable, The dependent variable was first regressed on each set of independent variables
(need, predisposing, enabling), Those that were significant when controlling for the other
variables in the set were retained for entry in the final model. Then, for each dependent
variable, each set of independent variables (need, predisposing, enabling) was entered
sequentially into the model. The null hypothesis that service use is equitable, that is, that
predisposing and enabling variables do not significantly contribute to service use when
need is controlled for, was tested by assessing whether the increase in variance explained
was significantly different from zero when the predisposing and enabling sets were entered
into the model (Cohen & Cohen, 1983),

Hierarchical regression was also used to test for the relationship between use of
aftercare services and child and family functioning, The dependent variables were child
and family functioning, The score at IFPS termination (on the CAPAS or FAD) was
controlled for by entering it in the model first followed by the independent valiable of
servIce use,

Results

During the months of May, 1996 through early August, 1997, therapists asked 149
families to participate in the research, Of these, 76% (n=I13) agreed to participate. The
final sample consisted of 101 (68% of those who were asked) families who were
interviewed at two months following IFPS termination,
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The typical identified child was a 12 year old male living with a single parent. The
mean age of the primary caregiver was 36.5, with an age range offrom 22-64. While the
mean monthly income was $1379, it ranged from no income to $6800 per month. Forty
nine percent ofthe primary caregivers were employed, 23% received AFDC, and 36%
received food stamps. Eighty five percent of the identified children had some form of
health insurance coverage.

Significant differences emerged in the sample by referral source (child welfare or
mental health). Families referred through child welfare had lower incomes and were more
likely to receive food stamps, AFDC, and their children were more likely to have Medicaid
for health insurance. They were largely headed by single caregivers and were African
American. Similarly, the problems tended to be centered around concrete needs and abuse
and neglect. In contrast, families referred through mental health had higher incomes,
tended to not receive public assistance, and were Caucasian. Children in this group had
more impairment as measured by the CAFAS, and problems tended to be ofa personal or
family nature.

Recommended services.
Only 2% (n=2) ofthe 101 families had no recommended aftercare services. For the

99 families with recommended aftercare services, lFPS therapists recommended a mean of
2.6 (sd=1.4) services per family, with a range offrom one to seven services. Table I
shows the number and percentage offamilies who had at least one ofthe eight types of
recommended aftercare services.

Table I
Number and % ofFamilies with at least one reconnnended aftercare

service, for tvne of service

Service type Number and % offamilies with at least
one of these recommended services

Mental health n=77 78%

Social service u=45 46%

Operational n=38 38%

Educational n=ll 11%

Substance abuse n=7 7%

Recreational n=6 6%

Health n=4 4%

Vocational n=3 3%

Aftercare service use.
The mean proportion of aftercare services used was .68 (sd=.35). Twelve percent
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(n=12) of the 99 families were non-users, that is, they had no contacts with any of the
recommended aftercare services. Eighty-eight percent (n=87) were service users, that is,
they had at least one contact with one of the recommended aftercare services. Forty-six
percent (n=46) used all of the recommended aftercare services. This leaves 54% of the
families who did not access all of the services that were recommended at IFPS
termination.

The number of service contacts per family ranged from zero to 24, with a mean of
6.6 (sd=6.24) contacts in the two months since IFPS termination. When considering only
those families who used services and deleting those who did not use any aftercare services,
the mean number of contacts was 7.8 (sd=6.02), with a range of one to 24.

Correlates of aftercare service use.
Table 2 provides the descriptive statistics on the three dependent service use

variables.

Table 2
Univariates on De endent Variables

Proportion of recommended services M=.684 SD=.354
used (n=99) Skewness=.684 KUl1osis=-.77

Volume (n=81) M=7.8 SD=6.03
Skewness=.96 KU11osis=.282

Proportion of mental health services M= 69 SD=.41 I
used (n=77) Skewness=-.81 KUl1osis=-1.032

Range= 0-1

Range=I-24

Range= 0-1

For the proportion of mental health services used, a final model with the one
predisposing variable of caregiver's age explained 4% of the variance in the proportion of
mental health services used in the two months since termination ofIFPS (F=4.350,
p=.0396). Younger caregivers were more likely to access more of the recommended
aftercare services than were older caregivers.

When regressing volume of services used on the three sets of independent variables,
the final model consisted of child functioning, educational level, caregiver age, and
insurance type. It explained 19% of the variance in the volume of services used (F= 3.38,
p=.0084). Child functioning, a need variable, explained 11% of the variance in service use
(F=9.97, p=.002). The predisposing and enabling variables did not significantly increase
the variance explained.

The final model for the proportion of mental health services used contained three
independent variables: family functioning, family structure, and income (F=1.7, p=.18).
The need variable of family functioning explained 6% ofthe variance in the proportion of
mental health services used (F=4.6, p=.036). Families with higher functioning used more
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of the recommended mental health services. This may reflect that families need some
minimal level of functioning to access and use services. The predisposing and enabling
variables did not significantly increase the variance explained, and the models did not
remain significant when the predisposing and enabling variables were added.

Correlation between aftercare service use and child and family functioning.
Only one service use variable was able to explain either child or family functioning at

two months after discharge from intensive family preservation. After controlling for the
CAFAS completed by the therapist at IFPS termination, the proportion of mental health
services used was related in the expected direction to the CAFAS score at the two month
research interview (t=-1.95, p=.0548). This relationship held for only the child welfare
population, where 6% of the variance in child functioning was explained by the proportion
of mental health services used.

Implications for Social Work Practice

The strengths of the study are that it conceptualized IFPS as part of the broader
service system and studied service use in a child welfare population, a population not often
included in service use studies. Limitations include the likelihood the sample is biased,
with families most satisfied with IFPS agreeing to participate in the study. Also, it is
unlikely that the measures used captured the full dimensions of need and functioning.
Finally, the correlational design does not allow any causal statements to be made about the
relationship between IFPS and use of aftercare services or IFPS and aftercare use and
subsequent functioning.

The aftercare plans listed mental health and social services more than other service
types. Research that explores how therapists develop and document the aftercare plan
could shed light on why certain services are more often recommended than are other
servIces.

The models explained little of the variance in service use. It may be that the
Andersen framework of service use does not apply to service use in settings such as child
welfare where families do not typically voluntarily seek services. The Andersen
framework has rarely been used in predicting the use of the newer family and community
based services or in predicting use of services that are not sought out voluntarily.
Variables not included in this research may be more salient in predicting use of
recommended aftercare services. The use of recommended aftercare services may
represent compliance with treatment, rather than service use per se.

To understand this notion of conceptualizing use of aftercare services as treatment
compliance, it is important to understand how families first gained access to IFPS. The
IFPS literature suggests that families voluntarily agree to IFPS and that given the crisis,
families are motivated to work on solutions to their problems, and are hence amenable to
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change (Kinney, Madsen, Fleming, & Haapala, 1977). Schuerman, Rzepnicki, and Littell
(1994) note that 'willingness'· to participate in services is "vague and subject to many
interpretations" (p. 235). Primary variables missing from this research are those that
reflect how families enter IFPS, the family's level ofvoluntariness in accepting IFPS and
the recommended aftercare plan, the client's relationship with the therapist, and

. satisfaction with IFPS. These treatment process variables may be more salient in
predicting use of recommended services than the usual enabling variables used in services
research.

The finding that the proportion of mental health services used is correlated with child
functioning has implications for treatment planning and for future research. It suggests
that change in clinical functioning measures may be influenced by use of specific types of
services, rather than disperse service use. If indeed certain types of services affect certain
desired outcomes, then practitioners must carefully assess so as to target the specific
problem or behavior to be changed. Often practitioners make referrals, indeed one of the
roles of the IFPS therapist is to link families with services. Therefore, it is critically
important that linkages occur with the services that are best suited to address the
particular problem. Social work education must prepare students for working with at risk
families by providing them the skills to conduct sound assessments of presenting problems
and service needs. A next step in research is to test the differential effectiveness of various
home based interventions and aftercare services.
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