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Overview 

This report is part of the first phase of the Expanding Evidence on Replicable Recovery and 
Reunification Interventions for Families (R3) project, a feasibility study that will lay the 
foundation for the Administration for Children and Families (ACF) within the U.S. Department of 
Health and Human Services (HHS) to build high quality evidence on recovery coaching 
interventions for families involved in the child welfare system. Section 8082 of the 2018 
SUPPORT for Patients and Families Act1

1  The SUPPORT Act is the Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment for 
Patients and Communities Act (Pub. Law 115-271).  

 called for HHS to replicate a promising family recovery 
and reunification intervention that uses recovery coaches, and conduct a three-part evaluation: 
a pilot study, impact study, and implementation study. As a first step, the R3 research team, 
under contract with the Office of Planning, Research, and Evaluation (OPRE), conducted a 
systematic scan to identify recovery coach interventions connected with the child welfare 
system and assess their readiness for replication and evaluation.2

2  The R3 research team is led by Abt Associates in partnership with the University of Michigan and Faces & 
Voices of Recovery. 

The aims, methods, and results of the scan and readiness assessment process are summarized 
in the Recovery Coaching Interventions for Families Involved with the Child Welfare System: 
Moving Toward Evidence-Based Practices report.3

3  Francis, K., Walker, J.T., Hamadyk, J., & Wilson, S.J. (2021). Recovery Coaching Interventions for Families 
Involved with the Child Welfare System: Moving Toward Evidence-Based Practices, OPRE Report 2021-53. 
Washington, DC: Office of Planning, Research, and Evaluation, Administration for Children and Families, U.S. 
Department of Health and Human Services, 2021.  

 These appendices to the report provide 
supplemental technical detail.  

The appendices are organized into three sections. Appendix A provides supplemental details 
about the literature scan and readiness assessment process described in Section 3 of the 
report. This detail includes eligibility criteria for the scan, detail on the search parameters used 
in the scan, and the disposition of specific interventions and programs resulting from the scan. 
Appendix A concludes with an explanation of the readiness assessment criteria used to rate the 
design and analysis quality of the evidence on each intervention. 

Appendix B contains descriptive profiles of the nine interventions that were included in the 
readiness assessment described in Section 4 of the main report. The profiles summarize the 
readiness assessment results for each intervention and describe their characteristics. Last, 
Appendix C contains a list of evaluations reviewed for the assessment of evidence, organized by 
intervention.  
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Appendix A: Scan and Assessment Process 

The scan and assessment process followed the four steps outlined in Exhibit A1. With each step, 
the research team systematically and sequentially narrowed the universe of recovery coach 
interventions to those best suited for replication and evaluation.  

First, we defined the eligibility criteria for an intervention to be considered for replication and 
evaluation. Second, we searched a variety of sources for potentially eligible recovery coaching 
interventions. Third, we collected documentation on the potentially interventions and used it to 
confirm their eligibility. Last, we assessed the confirmed eligible interventions using a 
comprehensive rubric designed to characterize readiness for replication and evaluation. 

Exhibit A1. Scan and Assessment Process 

This graphic depicts the multi-
step process conducted to 
scan the field for recovery 
coaching interventions and 
assess their readiness for 
replication and evaluation. 
Step 1 is Define Eligibility 
Criteria. These criteria are: 
SUD services for families in 
child welfare, recovery coach 
essential, connected to child 
welfare, prior evaluation with 
qualifying design, adequate 
documentation, and original 
intervention model. Step 2 is 
Scan Multiple Sources for 
Potentially Eligible Recovery 
Coach Interventions. The 
sources are: published 
literature, unpublished 
literature, federal grant 
programs, and stakeholders 
and experts. Step 3 is Collect 
Documentation on 
Interventions to Confirm 
Eligibility. The forms of 
documentation are: evaluation 
reports, intervention 
descriptions, logic models, 
intervention manuals, training 
materials, fidelity checklists, 
and other documents. Step 4 
is Assess Eligible 
Interventions for Readiness. 
Areas of assessment are: 
theoretical base, replicability, 
scalability, applicability, 
quality of prior evaluation 
design/analysis, and direction 
of prior evaluation findings.

Step 1: Define Eligibility Criteria 
Prior to beginning the scan and assessment process, we delimited the nature and scope of 
eligible recovery coach interventions to those that would align with ACF's goals for replication 
and evaluation and the language of the SUPPORT Act. The six eligibility criteria are defined in 
Exhibit A2. 
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Exhibit A2: Eligibility Criteria 

Criterion Key Features 
Service delivery model for 
families involved in the child 
welfare system due to SUD 

• Families involved or at risk of involvement with the child welfare system (intact or
separated)

• Parents/guardians of any age and children of any age
• SUD treatment and recovery support services vary
• Not a “sponsor” or mutual aid group
• SUD treatment and recovery provider of any type
• SUD of any kind

Recovery coaching is an 
essential service component 

• Well-defined role in which recovery coach supports engagement/retention in treatment
and post-treatment

• Recovery coaching central to the intervention
• Primary focus is access, engagement, and retention in SUD treatment and recovery
• For interventions that bundle multiple services, recovery coaching is prominent and its

exclusion would meaningfully alter the intervention
• Not a parent partner, parent coaching, or other intervention that emphasizes parenting

and child well-being
• Recovery coach may be paid or volunteer
• Required level of education/certification varies
• Lived experience varies

Closely connected to the child 
welfare system 

• Designed for implementation in the child welfare system
• Currently or previously used in a child welfare setting
• Recovery coach coordinates/collaborates with child welfare staff
• Families served may be at any point in the child welfare “pipeline”

Evaluated previously using a 
qualifying research design 

• Quantitative evaluation using experimental, quasi-experimental, pretest-posttest,
posttest only with comparison, or other cohort longitudinal design4

• Not solely qualitative or descriptive research
• Research methods and findings available in writing (published or unpublished)5

• At least one outcome in one of four domains: permanency, child safety, parent
substance use, or SUD treatment compliance

Adequate documentation to 
assess the intervention’s 
readiness 

• Documentation could include:
 Description of program or intervention components
 Research studies/reports
 Logic models
 Program manuals
 Training materials
 Fidelity checklists

An original intervention model • Not a replication6

4  Although experimental and quasi-experimental designs provide the most confidence in evidence of 
effectiveness, a burgeoning field such as recovery coaching in child welfare may not have had sufficient time 
or resources to implement these designs. Therefore, interventions evaluated with a variety of quantitative 
designs (e.g., one-group pretest-posttest designs or variants [survival analysis, time series analysis]) were 
eligible in addition to comparison-group studies with experimental or quasi-experimental methods.  

5  Eligible research documentation included peer-reviewed journal articles, research briefs, or reports prepared 
by or for government or other funding entities, research institutes, firms, or similar organizations. 
Dissertations, theses, and conference papers were excluded. 

6  For example, the Kentucky START intervention has been replicated in several states, with perhaps minor 
modifications not affecting the essential components; rather than treating each of these as separate 



interventions, we considered them to be replications of the same national model as documented in the START 
manual.   
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Step 2: Scan Multiple Sources for Eligible Interventions 
Using the eligibility criteria, a team of trained researchers systematically scanned the published 
("academic") literature, unpublished ("gray") literature, and topically-relevant federal grant 
programs (for search terms, see Exhibit A3). We also gathered recommendations from 
stakeholders and experts in the fields of child welfare and SUD treatment and recovery. The 
scan covered the time period January 1990 through February 2020. 

We conducted a comprehensive search of the published literature, querying nine major 
academic and research databases search engines: PsycInfo, CINAHL, PubMed, Medline, ERIC 
(from EBSCO advanced search interface), Academic Search Complete, Science Direct, NCJRS, 
JSTOR. We searched titles and abstracts for terms and their cognates in three domains: (1) 
recovery coach or mentor, (2) substance use and treatment, and (3) child welfare (Exhibit A3). 
We limited the search to journal articles, research reports, and technical reports written in 
English (or translated to English). In the published literature, we encountered 1,296 potentially 
eligible and non-duplicative articles and reports. 

Exhibit A3.  Published Literature Search Terms 

Set Domain Title and Abstract Search Terms 
1 Recovery coach or 

mentor 
"recover* coach*" OR "recover* specialist*" OR mentor* OR "recover* support*" OR "recover* 
coordinat*" OR "peer recover*" OR "peer support*" OR "famil* support*" OR "famil* coach*" OR 
"famil* recover*" OR "parent* partner*" OR "famil* engag*" OR "famil* success coach*" OR 
"substance abuse specialist*" OR "famil* recover* specialist*" OR "peer specialist*" OR "family 
engag* specialist*" OR "dependency system navigat*" OR "family navigat*" OR "parent* advocate*" 
OR "parent* educator*" OR "parent* partner*" 

2 Substance use 
and treatment 

substance* OR dependen* OR addict* OR drug* OR alcohol* OR abus* OR disorder* OR opioid* 
OR sobriety OR sober* OR recover* 

3 Child welfare "child* welfare" OR foster* OR "child* protect*" OR permanen* OR reunif* OR maltreatment OR 
safe* OR abus* OR neglect* 

4 All three domains #1 AND #2 AND #3 

Notes:  Asterisk (*) is a "wildcard" operator that includes alternate forms of words that begin with the characters preceding the asterisk—
e.g., coach* = coach, coaches, coaching, coached, etc. The OR operator broadens a search by allowing any term keyword to be present. The
AND operator narrows a search by requiring all keywords to be present or one keyword from all sets in the case of our fourth set.

We designed unpublished literature searches to gather potentially relevant but unpublished 
papers, report, and briefs from the websites of applicable institutions, bibliographic 
repositories, and evidence clearinghouses. The sources of gray literature included the websites 
of major child welfare and SUD institutions, relevant evidence clearinghouses, and large 
research organizations and contractors that conduct work on SUD treatment, family recovery 
and reunification, and/or child welfare (Exhibit A4). We applied combinations of the major key 
words used in the published literature search and navigated through all likely website content. 
In the gray literature, we identified 28 potentially eligible interventions from research studies, 
briefs, or other documents describing recovery coach models.  
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Exhibit A4. Unpublished Literature Search Parameters 

Sources Key Words 
Institutional Websites  "recovery coach" 

"alcohol abuse" 
"behavioral health" 
"child welfare" 
"child welfare" AND "projects" 
"child welfare" AND "research" 
"child welfare" AND "substance abuse" 
"coach" 
"coaching" 
"drug use" 
"family treatment approach" 
"intervention" 
"mentor" 
"peer coach" 
"peer recovery" 
"peer support" 
"peer" 
"recovery coaching" 
"recovery specialist" 
"recovery support" 
"recovery" 
"substance abuse prevention" 
"substance abuse treatment" 
"substance intervention" 
"substance use disorder" 
"substance use" 
"substance" 
"support"  
"treatment" 
"treatment research" 

Casey Family Programs  
Center on Addiction  
Child Abuse and Neglect Digital Library (canDL) 
Child Welfare Information Gateway  
National Center on Substance Abuse and Child Welfare 
(NCSACW)  
National Institute on Drug Abuse (NIDA) publications 
database  
SAMHSA Store  
University of Washington’s Alcohol & Drug Abuse Institute 
(ADAI) Library and Bibliographies on Substance Abuse 
Evidence Clearinghouses 
California Evidence-based Clearinghouse for Child 
Welfare 
CrimeSolutions.gov 

Large Research Organizations and Contractors 
Abt Associates 
C4 Innovations  
Chapin Hall  
Child Trends  
James Bell Associates  
JBS International  
John Snow Inc. (JSI)  
Mathematica  
MDRC  
Recovery Research Institute  
RTI International 
Treatment Research Institute  
Urban Institute  
Westat 

The research team also reviewed projects funded under four federal grant programs:  

• ACF Regional Partnership Grants (Rounds 1 - 5),  

• ACF Title IV-E Child Welfare Waiver Demonstration Projects,  

• ACF Child Welfare Community Collaborations Grants, and  

• SAMHSA State and Tribal Opioid Response Grants. 

We collected grant project descriptions or other descriptive materials (publicly available or 
provided by ACF). We conducted an initial screening of these documents and identified 239 
potentially eligible interventions.  

To gather recommendations, we shared the intervention eligibility criteria with experts and 
stakeholders in the field (e.g., national thought leaders in child welfare and SUD treatment and 
recovery, child welfare researchers, related professional associations, and advocacy 
organizations). We invited them to provide information on interventions they thought met the 
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criteria and to distribute a "call for nominations" throughout their professional networks (e.g., 
circulate to their colleagues, listservs, e-newsletters, etc.). In total, we received 31 
recommendations from this effort. 

Results of Scan 
As shown in Exhibit A5, the scan identified 1,594 interventions or related publications, grant 
projects, or recommendations. We deduplicated these records and screened them for 
eligibility. This initial screening assessed whether an intervention had the potential to meet the 
eligibility criteria based on the information present in the records collected during the scan. 
Among the records, 67 were both unique and potentially eligible. 

Exhibit A5. Results of Systematic Scan to Identify Interventions 

This graphic depicts the results of the systematic scan to 
identify interventions. The scan included four sources. 
The published literature identified 1,296 interventions. 
The unpublished literature identified 28 interventions. 
Federal grant projects identified 239 interventions. 
Recommendations identified 31 interventions. The total 
number of interventions identified was 1,594. After an 
initial eligibility screening, 1,494 interventions were 
excluded and 100 potentially eligible interventions 
remained. 33 of the interventions were then excluded as 
duplicates. 67 unique and potentially eligible interventions 
remained. 26 were excluded due to lack of 
documentation. 41 unique and potentially eligible 
interventions with documentation remained. 32 were 
excluded after review of materials. 9 confirmed eligible 
interventions remained and they were assessed for 
readiness.
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Step 3: Collect Documentation and Confirm Eligibility 
Next, our trained researchers compiled the available research, program materials, and other 
documentation on the 67 potentially eligible interventions as of February 2020. For each, we 
sought the following materials, which we used to prioritize (Step 3) and assess interventions for 
readiness (Step 4): 

• Intervention description, 

• Research studies,  

• Logic model, 

• Manuals or similar documentation about the intervention, 

• Training materials, training programs, or training videos, and 

• Fidelity checklist. 

Using the Google and Google Scholar search engines, we conducted branching queries that 
included the name of the intervention, developer, location, and other keywords gleaned from 
the scan results (Step 1). For interventions identified by recommendation, we asked the 
recommender to share any available materials. For interventions identified by federal grant 
programs, we asked ACF to share any available materials. Due to the volume and resource 
constraints, we did not reach out to developers and delivery organizations at this stage.  

The goal of this step was to confirm eligibility and narrow down the interventions to a group 
that met the eligibility criteria and would continue to the readiness assessment step. We 
excluded 26 of the 67 interventions due to insufficient documentation.  

For 10 of the remaining 41 interventions, the documentation collected indicated they were not 
eligible. For example, in some cases it became clear that the position we had thought to be a 
recovery coach was in fact not (e.g., it was instead a parent partner or parenting mentor 
without a primary focus on SUD treatment and recovery). We excluded 22 interventions 
because recovery coach services were not central to the intervention (e.g., family treatment 
court models where recovery coaching was an auxiliary feature of the model), they were a 
replication of another intervention, or they did not have a completed evaluation.  

This left nine interventions—confirmed eligible for replication and evaluation—with 
documentation to support evaluation readiness assessments (Exhibit A6). 
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Exhibit A6. Disposition of 67 Unique Interventions  

Disposition 
Number of 

Interventions Summary Intervention Names (Abbreviations; States) 

 Insufficient 
Documentation 

26 

• Program descriptions 
not available or internet 
search produced 
insufficient information: 
o 26 Federal grant 

projects (1 
STR/SOR, 1 CWCC, 
9 RGP-1, 1 RPG-2, 9 
RPG-4, 5 RPG-5) 

1. Child Abuse and Neglect Substance Abuse Focus 
and Expansion (CANSAFE; OH) 

2. Children's Reunification Services Collaborative 
(CRSC; FL) 

3. Communities of Hope (KY)  
4. Delaware Healthy Outcomes with Parent Engagement 

(DE HOPE; DE) 
5. Dependency Mothers Drug Court (DMDC; NV) 
6. Enhancing Services to Children and Families (IA) 
7. Families Recover (MA) 
8. Family Connections Through Peer Recovery (Family-

CPR; FL)  
9. Family Integrated Treatment Program (FIT; CA)  
10. Illinois Intact Family Recovery Program (IL)  
11. Improving Positive Outcomes for Children Through 

Family Drug Court (ID) 
12. Judiciary Courts for the State (IA)  
13. Massachusetts Family Recovery Project – Central 

(MA FRP-Central; MA) 
14. Milwaukee Partnership on Well-Being and Recovery 

Program (M-POWER; WI) 
15. Northeastern Colorado Child Welfare Project (CO) 
16. Parent Partners for Families of Miami-Dade Program 

to Strengthen and Improve Outcomes for Children 
Affected by Substance Abuse (FL)  

17. Parent Partners of NW Iowa Program (IA) 
18. Partnership and Services to Increase Well-Being and 

Improve Permanency Outcomes for Children Affected 
by Substance Abuse in Indianapolis/Marion County 
(IN) 

19. Preserving Families Through Partnership (PFTP; MO) 
20. Preserving Families Through Partnerships in Central 

Missouri (PFTP-CM; MO)  
21. Preserving Family and Protecting Children (FL)  
22. Rising Strong Regional Partnership: Family Centered 

Treatment with Housing Program (WA)  
23. Strengthening Indiana Families (SIF; IN) 
24. Treatment Alliance for Safe Children (CA) 
25. West Virginia Regional Partnership for Children and 

Families Impacted by Substance Abuse (WV) 
26. Westchester County Department of Community 

Mental Health (NY) 

Excluded after 
Review of 
Documentation 

32 

• Review of program 
descriptions or other 
materials indicated 
subject did not meet 
criteria for a RC 
intervention (10)  
o 10 Federal grant 

projects (2 
STR/SOR, 2 RGP-1, 
3 RPG-2, 1 RPG-3, 2 
RPG-4) 

• RC role not essential, 
poorly defined, or 
bundled with other 
interventions (11) 

1. Anchor ED (RI) 
2. Central Shenandoah Valley Family Collaboration: 

Substance Abuse Prevention and Treatment for At-
Risk Families (CSVP; VA) 

3. Enhancing Permanency in Children and Families 
Program (EPIC; OH)  

4. Families in Recovery SupporT Steps Together (FIRST 
Steps Together; MA) 

5. Family Intervention Specialists (FIS; FL) 
6. Family Involvement Team (FIT; OR) 
7. Family Link (CA)  
8. Fostering Recovery (NY)  
9. Massachusetts Family Recovery Project - Hampden 

County (MA) 
10. Massachusetts Family Recovery Project - Southeast 

(MA) 
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Disposition 
Number of 

Interventions Summary Intervention Names (Abbreviations; States) 
o 9 Federal grant 

project (8 RPG-1, 1 
RPG-2) 

o 2 Recommendations 
• No evaluation or 

extremely low quality 
evaluation (8) 
o 5 Federal grant 

projects (1 
STR/SOR, 1 RPG-2, 
1 RPG-3, 2 RPG-4 

o 3 Recommendations 
• Not sufficiently focused 

on child welfare (1) 
o 1 Recommendation 

• Replication of 
intervention already 
prioritized (2) 
o 1 Federal grant 

project (Title IV-E 
Demo) 

o 1 Unpublished 
literature 

11. Mendocino County Family Dependency Drug Court 
(Mendocino FDDC; CA) 

12. Miami-Dade Impact Project (FL) 
13. Miracles Family Recovery Support Program (OR) 
14. Moms Do Care (MA)  
15. New Hampshire Strength to Succeed (STS; NH) 
16. Oakland Family Treatment Drug Courts (CA) 
17. OnTrack (OR)  
18. Parent Child Assistance Program – Minnesota (MN) 
19. Parenting in Recovery (PIR, PIR-II; TX) 
20. Parents and Children Together (PACT; IA) 
21. Penquis Regional Linking Project (ME) 
22. Project Ready, Set, Go (GA) 
23. Project Thrive (IL) 
24. Regional Interagency Screening, Assessment, and 

Treatment Collaboration (VT) 
25. SAMHSA Treatment Drug Courts/ King County FTC 

(WA) 
26. SNAP Approach: Preserving Families Through 

Partnerships (MO)  
27. Sobriety Treatment and Recovery Teams Indiana 

(START; IN) 
28. Sobriety Treatment and Reducing Trauma (START; 

OH) 
29. Team Decision Making Enhancement for Strong 

Native Families (AK) 
30. UAB Comprehensive Addiction in Pregnancy 

Program (UAB CAPP; AL) 
31. Vermont Family Recovery Project (VT) 
32. Washington Court and Recovery Enhancement 

System (WA-CARES; WA) 

Assessed for 
Readiness 

9 

• Sufficient materials to 
assess for readiness  
o 5 Federal grant 

projects (2 RPG-1, 1 
RPG-2, 1 Title IV-E 
Demo) 

o 3 Recommendations 
o 1 Unpublished  

literature 

1. Arizona Parent-to-Parent Recovery Program (P2P; 
AZ) 

2. Family Recovery and Reunification Program (IL) 
3. Massachusetts Family Recovery Engagement 

Support of Hampden County Start (FRESH Start; MA) 
4. Oregon Parent Mentor Program (PMP; OR) 
5. Recovery Specialist Voluntary Program (RSVP; CT) 
6. Santa Clara Mentor Parent Program (MPP; CA) 
7. Sobriety Treatment and Recovery Teams (START; 

KY) 
8. Specialized Treatment and Recovery Services 

(STARS; Sacramento, CA) 
9. Summit County Collaborative on Trauma, Alcohol & 

Other Drug, & Resiliency-Building Services for 
Children & Families (STARS; OH) 

Total 67   

Note:  CWCC = ACF Child Welfare Community Collaborations Grants; RPG-# = ACF Regional Partnership Grants (# designates the funding 
cohort); STR/SOR = SAMHSA State Targeted Response and State Opioid Response Grants; Title IV-E Demo = Title IV-E Child Welfare 
Waiver Demonstration Projects  
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Step 4: Assess Interventions for Readiness 
We assessed the nine interventions on six readiness factors: Theoretical Base, Replicability, 
Scalability, Applicability, Quality of Prior Evaluation Design and Analysis, and Direction of Prior 
Evaluation Findings. A prespecified rubric defined each factors, the scale on which it would be 
rated, and its rating criteria. The six-factor rubric was developed specifically for the R3 project 
to provide a nuanced and multi-angled picture of recovery coaching interventions readiness for 
replication and evaluation. 

Members of the Abt Associates team trained in the Title IV-E Prevention Services Clearinghouse 
design and execution standards independently assessed the interventions according to the 
rubric. They used the information available in the documentation collected (Step 3; 
intervention descriptions, research studies, logic models, manuals or similar documentation 
about the intervention, training resources, and fidelity checklists) to assess each factor. A senior 
member of the Abt Associates project team (also a Prevention Services Clearinghouse trained 
reviewer) verified the rubric ratings. Once all assessments were complete, senior project 
leadership discussed and reconciled the rubric ratings across all interventions to ensure 
consistency.  

Below, we provide an overview of the rubric and the considerations for each factor. Five of the 
factors were rated on a four-point scale: cannot rate, low, moderate, and high readiness. One 
factor, Quality of Prior Evaluation Design and Analysis, was rated using a five-point scale: mixed 
favorable, neutral, mixed unfavorable and favorable, mixed unfavorable, and cannot rate 
(Exhibit A7). 

Theoretical Base 
To assess the readiness of an intervention’s theoretical base, we considered the extent to 
which an intervention's documentation described its underlying theoretical mechanisms—that 
is, why and how the services offered should benefit participants. This could have been provided 
as a logic model, theory of change, or in a narrative. Interventions with “high” or “moderate” 
readiness in this domain provided clear rationales for how the intervention would benefit 
participants.   

The research team did not assess the plausibility of an intervention's theoretical base, only the 
existence of one and its level of clarity. Thus, a high or moderate rating does not imply that the 
proposed pathway from services to outcomes is sound or that the intervention is likely to 
achieve its goals. 

Replicability 
Assessments of interventions’ replicability weigh the ease with which an intervention could be 
replicated with fidelity in other locations by other providers based on the information in the 
available documentation. When rating this factor, we considered the extent to which manuals, 
training materials, or other documentation provided the level of detail and specificity needed 
to guide new providers interested in replicating an intervention. Interventions with “high” 
readiness on this factor provided clear and detailed guidance on all apects of implementation. 
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Those with “low” readiness may have provided some details in a manual or other 
documentation materials but had large gaps in content.  

Scalability 
Scalability is closely related to replicability and reflects the feasibility of implementing an 
intervention on a larger scale to reach and impact more people (in the same location or at new 
locations). Assessments of this factor reflect the extent to which an intervention's developer or 
a technical assistance provider had written documentation or the capacity to support and guide 
the intervention's growth. Interventions with “high” readiness could offer detailed 
implementation supports and a developer, TA provider, or intermediary who may be available 
to assist with implementation (for a fee or free). Those without a developer, TA provider, or 
intermediary in operation were considered to have "low" readiness on this factor.   

Applicability 
Applicability ratings reflect the fit of an intervention to the current child welfare services 
environment. This factor takes into account the service environments for which an intervention 
was designed and had operated. In part, interventions with "high" readiness on applicability are 
distinguished from those with those with "moderate" readiness based on whether they are 
currently operating. 

Prior Evaluation Evidence 
An understanding of “what works” is determined by both the nature of findings (their direction 
and statistical significance) and the quality of the research (design and analysis methods) that 
produced them. Therefore, when gauging readiness for replication and evaluation, we 
considered two factors: Quality of Prior Evaluation Design and Analysis and Direction of Prior 
Evaluation Findings.  

Exhibit A7 presents the guidelines we used to assess these two factors, which are informed by 
the design and execution standards from the Title IV-E Prevention Services Clearinghouse.7

7 See Wilson, S. J., Price, C. S., Kerns, S. E. U., Dastrup, S. D., & Brown, S. R. (2019). Title IV-E Prevention Services 
Clearinghouse Handbook of Standards and Procedures, version 1.0, OPRE Report # 2019-56, Washington, DC: Office of 
Planning, Research, and Evaluation, Administration for Children and Families, U.S. Department of Health and Human 
Services. https://preventionservices.abtsites.com/themes/ffc_theme/pdf/psc_handbook_v1_final_508_compliant.pdf

Exhibit A7: Readiness Assessment Guidelines for Prior Evaluation Evidence 

Quality of Prior Evaluation Design and Analysis 
(Across all qualifying evaluations available for an intervention) 

High  Well-designed and executed RCT or QED based on Prevention Services Clearinghouse standards 

Moderate  
Randomized controlled trial (RCT) or quasi-experimental design (QED) 
No information to confirm attrition 
No information to confirm baseline equivalence 

Low  
RCT, QED, pretest-posttest, post-test only, or cohort longitudinal study design 
Potential confound 
Analytic models do not control for baseline characteristics as needed 

 

https://preventionservices.abtsites.com/themes/ffc_theme/pdf/psc_handbook_v1_final_508_compliant.pdf
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Quality of Prior Evaluation Design and Analysis 
(Across all qualifying evaluations available for an intervention) 

Cannot Rate  

Cross-sectional descriptive study design or qualitative design 
Only subgroup findings reported – no findings on the full analytic sample or a natural subset 
Insufficient documentation of research methods and findings 
No eligible outcome measure 

Direction of Prior Evaluation Findings 
(Across all eligible outcome domains and all qualifying evaluations available for an intervention) 

Mixed Favorable  
At least one favorable outcome across outcome domains 
May include neutral findings 
No unfavorable findings  

Neutral  
Neutral findings only across outcome domains 
No favorable or unfavorable findings 

Mixed Unfavorable 
and Favorable 

Mix of favorable, neutral, and unfavorable findings across outcome domains 

Mixed Unfavorable  
Mix of neutral and unfavorable findings across outcome domains 
No favorable findings 

Cannot Rate  

Study designs that prevented assessment of findings, for example: 

 No tests of statistical significance reported and not enough information to calculate significance;  
 Findings pertain to a subgroup and not the full study sample; 
 Potential confounds  

The ratings provided in the report are preliminary indications of readiness and are based on the publicly 
available documentation for each intervention as of February 2020. The ratings are not formal reviews of 

evidence such as the Prevention Services Clearinghouse would provide, and they do not provide a definitive 
assessment of an intervention's promise for meeting those evidence standards.   

Quality of Prior Evaluation Design and Analysis 
For the first factor, Quality of Prior Evaluation Design and Analysis, six considerations figured 
into ratings of readiness for replication and evaluation, described below. When assessing an 
intervention's readiness based on design and analysis quality, we took into account the 
documentation available on all qualifying evaluations for that intervention as of February 2020. 
Thus, ratings reflect the most rigorous methods across the evaluations. Given the purpose of 
the assessments and resource constraints, we did not conduct author queries.     

1. Study design. Interventions that had previously been evaluated using an experimental 
design (i.e., a randomized controlled trial (RCT) design) or a quasi-experimental design 
(QED) could receive a maximum readiness rating of "high" based on the quality of their 
evaluations' design and analysis. Studies with a pretest-posttest design or a longitudinal 
cohort design could receive a maximum rating of "low" design and analysis quality. We did 
not rate studies with cross-sectional descriptive designs or qualitative designs.  

2. Subgroups. A subgroup is a portion of the full study sample that is defined based on 
exogenous characteristics (e.g., race/ethnicity, gender, age) or endogenous characteristics 
(e.g., participated in the intervention, received a minimum dose of the intervention) that 
may be related to the outcome of interest. Because the Title IV-E Prevention Services 
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Clearinghouse does not currently provide written guidance on design and execution 
standards for subgroups, we did not consider any subgroup analysis when rating the design 
and analysis quality. However, we distinguished subgroups from "natural subsets" defined 
by circumstances that make the outcome applicable only to a portion of the sample (e.g., 
for a study that includes both separated and intact families, reunification as an outcome 
can only be measured on those families who were separated). Under our review protocol, 
natural subsets could receive a maximum rating of "high" design and analysis quality but 
studies that reported findings on subgroups only—not the full sample or a natural subset—
received the "cannot rate" designation.  

3. Confounding factors. A confound is any factor other than the intervention that is plausibly 
related to the outcome and completely or largely aligned with the intervention group or 
the comparison group. The factor may have a separate effect on the outcome that cannot 
be isolated from the intervention’s effect. The highest possible rating for a study with 
evidence of a potential confound was "low" design and analysis quality. 

4. Attrition. In RCTs, attrition refers to the loss of sample following random assignment. 
When overall attrition is high or differs greatly across the intervention and control groups, 
findings may be biased and may not reflect the true effect of the intervention. None of the 
studies we reviewed reported the information necessary to calculate differential attrition 
for the analytic sample and few reported overall attrition for the analytic sample. If 
attrition was not reported, the highest design and analysis quality rating a study could 
receive was "moderate."  

5. Baseline equivalence. In RCTs and QEDs, baseline equivalence refers to the statistical 
similarity of the intervention and comparison groups that form the analytic sample. When 
the study groups in the analytic sample are not sufficiently similar at baseline on 
characteristics related to the outcomes, findings may be due to pre-existing group 
differences rather than the intervention. A study that did not provide data on the 
equivalence of the analytic sample at baseline could receive a maximum rating of 
"moderate" design and analysis quality.  

6. Statistical model. To ensure proper estimates of an intervention’s effects, the Title IV-E 
Prevention Services Clearinghouse requires in some cases that statistical models include 
baseline covariates to adjust (control) for group differences at baseline. The maximum 
rating for a study that did not control for baseline characteristics as needed was "low." 

Direction of Prior Evaluation Findings 
When rating interventions' readiness based on its findings, the research team considered the 
statistical significance and the direction of the findings reported across all eligible outcome 
domains and all prior evaluations of the intervention. Thus, ratings reflect the combination of 
findings reported from all evaluations in all the four eligible outcome domains (permanency, 
child safety, parent substance use, and parent SUD treatment compliance). Exhibit A8 lists 
commonly observed outcome measures by domain.     
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Exhibit A8. Examples of Outcome Measures Reported by Studies Included in the Assessment 

Domain Measures 
Permanency Adoption 

Child achieves permanency 
Child protective services case closed 
Child protective services case opened  
Child protective services involvement 
Child remains in foster care 
Child remains in home (parent retains custody) 
Custodial rights returned to parent 
Number of placement settings 
Percent of out of home care spent with kin 
Placement in foster care (or kin care)  
Re-entry to foster care 
Reunification 
Time in foster care 
Time to adoption 
Time to permanency 
Time to reunification 

Child safety Recurrence of substantiated maltreatment (subsequent reports of child abuse/ neglect) 
Substance-exposed newborn 
Substantiated maltreatment 

Parent substance use Decreased substance use 
Substance use 

Parent SUD treatment compliance  Progress on treatment goals 
Time to SUD service receipt 
Time to treatment entry 
Treatment attendance 
Treatment completion 
Treatment duration 
Treatment engagement 
Treatment entry 

Assessment guidelines for the Direction of Prior Evaluation Findings are presented in Exhibit A7. 
The maximum readiness rating assigned to interventions without any statistically significant 
favorable findings across the eligible outcome domains was "neutral." The maximum rating for 
interventions with unfavorable findings across the eligible outcome domains was "mixed 
unfavorable and favorable."  

When an intervention's evaluation(s) reported unfavorable findings and neutral findings, with 
no favorable findings across all eligible outcome domain, the intervention received the "mixed 
unfavorable" designation.  

When evaluations did not report the statistical significance of findings and did not provide 
enough information for the reviewers to calculate, the intervention could not be rated on this 
criterion. As with the Quality of Design and Analysis factor, we could not assess subgroup 
findings or findings from a study with a potential confound.
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Appendix B: Intervention Profiles  

The tables that follow provide an overview of each intervention’s key characteristics, rationales 
for the ratings across the six evaluation readiness domains, and a summary of the research 
used to assess the intervention’s evidence. The sample sizes vary across outcomes and time 
points for some research studies. In these cases, the largest analytic sample size is displayed. 
Any research findings included in tables are author reported and their statistical significance 
could not be confirmed by our reviewers. Assessments are based on the available written 
reports or articles. 

The following abbreviations may be used in the intervention profiles:  

AOD = Alcohol and Other Drugs 
BE = Baseline Equivalence  
C = Control/Comparison Group  
CA/N = Child Abuse or Neglect  
CPS = Child Protective Services 
CW = Child Welfare 
FTC = Family Treatment Court/Family Drug Treatment Court 
N = Sample Size 
Neutral = No statistically significant differences between study groups (or "null" findings) 
QED = Quasi-experimental Design 
RA = Random Assignment 
RC = Recovery Coach  
RCT = Randomized Controlled Trial 
SUD = Substance Use Disorder 
T = Treatment Group 
TA = Technical Assistance 
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B.1: Arizona Parent-to-Parent 

Intervention Overview – Arizona Parent-to-Parent  
Locations: Maricopa County, Arizona 

Years in Operation: 2008 – present 

Developer: Terros Health 

Known Funding Sources: Regional Partnership Grant (2007 – 2012) 

Service Population: CW-involved families where SUD is a contributing factor to children being removed from the home or being at risk of removal. Families with substance 
exposed newborns and methamphetamine use prioritized. 

Settings: Developed across the CW and SUD treatment systems. Delivered in treatment facilities or the home. 

Intervention Description  

• Goals. The Arizona Parent-to-Parent Recovery program (AZ P2P) is a recovery coach and services model intended to increase the number of parents who 
access and benefit from treatment, increase utilization of support networks and community resources, increase family stability and functioning, and decrease the 
number of children removed from their homes and the recurrence of child maltreatment. Using Peer Recovery Coaches, AZ P2P aims to strengthen a parent's 
intrinsic motivation to address issues of life concern and increase self-sufficiency. 

• Components. AZ P2P is an enhancement of the pre-existing Arizona Families FIRST8 (AFF) treatment program available to child welfare-involved families 
statewide. The enhancements are: provision of recovery coach, prioritization of families with substance exposed newborns, and prioritization of families with 
methamphetamine use. After the Regional Partnership Grant terminated in 2012, AZ P2P was absorbed by AFF. AFF continues to operate statewide and offers 
peer recovery coach services in select counties. 

• Roles: Peer Recovery Coach roles include: engaging, encouraging, and assisting parents in navigating the child welfare system and the process of recovery, 
regularly engaging with the family, participating in the Family Team Decision Making case management meetings, and weekly one-on-one and group clinical 
supervision.  

• Intensity and duration. Peer Recovery Coaches are assigned to a family for approximately 60 days and generally discontinue contact after the parent has 
successfully engaged in SUD treatment (attending at least 4 treatment sessions). AZ P2P is typically delivered through at least monthly meetings over a period of 
two to three months. The contact varies in frequency and length depending on the family's needs, but decreases over time.  

• Qualifications of recovery coaches. Peer Recovery Coaches must be parents in recovery from SUD who have achieved reunification and permanency 
following CPS maltreatment allegations. They are required to complete training on peer mentoring, the child welfare system, and engagement approaches.  

 
8 Families In Recovery Succeeding Together (FIRST) 
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Evaluation Readiness Overview – Arizona Parent-to-Parent 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

High 

Rationale: Logic model 
clearly describes inputs, 
outputs, outcomes. 
Interim outcomes and 
multiple CW or SUD 
outcomes are identified. 
Connections among 
components are logical. 
Target population is clear. 

Low 

Rationale: Training 
materials and curriculum 
are referenced in the logic 
model but not available 
for review. Available 
materials give basic 
description of intervention 
components but have 
large gaps in content.  

Low 

Rationale: Training 
materials referenced in 
logic model. The 
developer continues to 
operate and may be 
available for TA.  

High 

Rationale: Currently 
active. Designed for and 
used in the CW system 
with families facing SUD 
and maltreatment 
allegations. Has a family 
focus. RCs liaise with the 
CW and SUD treatment 
systems.  

Low 

Rationale: QED. No 
information to establish 
BE on analytic sample. 
Analytic models do not 
control for baseline 
characteristics. 

Mixed Unfavorable and 
Favorable 

Rationale: Mix of 
favorable, neutral and 
unfavorable findings on 
eligible outcomes.  

Supporting Documents: Kappas et al., 2012; AZ P2P RPG program description; AZ AFF Audit Report 
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Research Base for Evidence Rating – Arizona Parent-to-Parent 

Study Study Sample  Study Design R3-Eligible Outcomes, their 
Domains, and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Kappas et al. 
(2012) 

n =681 parents or caregivers 
who had received in-home 
intervention services, had a 
history of methamphetamine 
use, and had or were at-risk 
of having children removed 
from their care. Compared to 
n=681 parents/caregivers 
referred to a treatment 
program by CPS because 
substance use was a 
contributing factor.  

 QED comparing standard 
child welfare SUD 
treatment program (AFF) 
with P2P-enhanced AFF. 
Propensity score-matched 
comparison group. 

Child Permanency:  
 Out of home placement 

(unfavorable) 
 Child remains in home 

(unfavorable) 
 Child remained in foster care 

(neutral) 
 Child achieved permanency 

(neutral) 
 Reunification (favorable) 
 Time to reunification (neutral) 
Child Safety: 
 Maltreatment recurrence (neutral) 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance: 
 Treatment completion among 

closed cases (unfavorable) 
 Treatment duration among closed 

cases (favorable) 

Low 

Eligible design, but no 
information to 
establish BE on 
analytic sample. 
Analytic models do not 
control for baseline 
characteristics. 

Mixed Unfavorable 
and Favorable 

Mix of neutral, 
statistically significant 
favorable, and 
statistically significant 
unfavorable findings. 
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B.2: Family Recovery and Reunification Program 
Intervention Overview – Family Recovery and Reunification Program 

Locations: Cook, Madison, and St. Clair Counties in Illinois 

Years in Operation: 2000 – present 

Developer: Treatment Alternatives for Safe Communities (TASC) 

Known Funding Sources: Illinois Department of Children and Family Services; Title IV-E Waiver Demonstration Grants (2000 – 2019) 

Service Population: CW-involved families where parents have SUD and children have been removed from the home. Clients must not be incarcerated at the time of 
referral or have severe mental health issues. There are no apparent restrictions on the age of children to be eligible for the program. 

Settings: Developed for CW system. Delivered in a variety of settings—e.g., home, work, or treatment facilities. 

Intervention Description  

• Goals. The Family Recovery and Reunification Program is a recovery coach model intended to increase access to substance use treatment, improve treatment 
outcomes, increase family reunification rates, and decrease risk of child maltreatment for substance-involved families. The Family Recovery and Reunification 
Program aims to engage parents in treatment, provide support and remove barriers, and provide case management coordinated with the child welfare system.  

• Components. The program is designed to serve parents in substance-involved families who are referred to the Juvenile Court Assessment Program (in Cook 
County) or screened by a recovery coach (in Madison and St. Clair counties) at the time of their Temporary Custody hearing or at any time within 90 (Cook 
County) or 180 (Madison and St. Clair) days of the hearing. Participants receive intensive case management and priority access to treatment services. 

• Roles. The recovery coaches provide clinical assessments, advocacy, case management, service planning, drug testing, outreach, visits to the home or 
treatment providers, and coordination with other agencies. FRRP outreach workers offer support and logistical assistance to ensure parents receive a timely 
assessment and are engaged (or re-engaged, as needed) with the program.  

• Intensity and duration. Recovery coaches make contact with parents at least two times per month and participate in all court hearings and family conferences. 
Recovery coach services are provided for the duration of the child welfare case, and may be continued after child welfare case closing.  

• Qualifications of recovery coaches. Lived experience is not required. Recovery coaches are preferred to have a Bachelor's degree, and must have an AOD 
certification (counselor or assessment and referral specialist) and at least two years of experience in child welfare, substance use, or related field. Recovery 
coaches receive training on addiction, relapse prevention, DSM-IV, service planning and case management, counseling, and assessment. 
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Evaluation Readiness Overview – Family Recovery and Reunification Program 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

Moderate  

Rationale: Clear 
descriptions of core 
components and target 
population. Multiple CW 
or SUD outcomes 
identified. Interim 
outcomes not clearly 
identified but could be 
assumed using context. 
No formal logic model 
available; connections 
among core components 
and outcomes are 
general. 

Moderate  

Rationale: No 
implementation manual 
but there are forms and 
procedures for intake, 
assessment, case 
management. Studies 
describe goals, activities, 
staffing, service 
frequency and duration. 

Moderate  

Rationale: No training 
curriculum or other 
materials that would 
support scaling efforts are 
available for review.  
Developer is in operation. 

High  

Rationale: Currently in 
use. Developed for CW-
involved families. RCs 
liaise with CW and SUD 
treatment systems.  

Moderate  

Rationale: Cluster RCT. 
Contrast is of the RC 
component. Most 
analyses included 
baseline covariates. 
Studies suggest low (or 
no) attrition; sample size 
and formation reported 
inconsistently.  

Mixed Favorable 

Rationale: Reports 
favorable findings on 
some eligible outcomes 
and no unfavorable 
findings. 

Supporting Documents: Douglas-Siegel & Ryan, 2013; Ryan, 2006; Ryan, 2017; Ryan et al., 2006; Ryan et al., 2008; Ryan et al., 2016; Ryan et al., 2017; Ryan & 
Huang, 2012; Program Service Documents; TASC Website and Fact Sheet 
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Research Base for Evidence Rating – Family Recovery and Reunification Program 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings  

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Douglas-
Siegel & Ryan 
(2013);  
Ryan (2006); 
Ryan et al. 
(2008); Ryan 
& Huang 
(2012); Ryan 
et al. (2006); 
Ryan et al. 
(2017); Ryan 
et al. (2016); 
Ryan (2017)  

n=3,440 substance-
affected families with 
children who have 
been placed in foster 
care. Referred at the 
time of their 
Temporary Custody 
Hearing or within 180 
days of the hearing.  

Sample sizes vary 
across reports due to 
rolling enrollment; 
largest analysis 
sample available 
from any report 
shown above. 

Cluster RCT comparing 
services as usual plus recovery 
coaching to services as usual. 

Child welfare offices were 
randomly assigned; unit of 
analysis (i.e., families, mothers, 
children) varies across reports. 

All studies focus on rolling 
Cook County sample. 

Child Permanency:  
 Reunification (favorable) 
 Time to reunification (favorable) 
 Adoption (neutral) 
 Time to adoption (neutral) 
 Re-entry to foster care (neutral) 
Child Safety:  
 Subsequent reports of CA/N (mixed 

favorable and neutral) 
Parent Substance Use: 
 Not measured 

SUD Treatment Compliance:  
 Time to SUD service receipt (favorable)  
 Treatment completion (favorable) 

Moderate  

Incomplete information 
about sample 
formation, sample 
sizes, and missing 
data.  

Mixed Favorable 

Mix of statistically 
significant favorable 
and neutral findings. 
No statistically 
significant 
unfavorable findings. 
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B.3: Massachusetts FRESH Start 
Intervention Overview – Massachusetts FRESH Start 

Locations: Hampden County, MA 

Years in Operation: 2008 – 2012  

Developer: MA Departments of Public Health and Children and Families; the Institute for Health and Recovery 

Known Funding Sources: Regional Partnership Grant (2007 – 2012) 

Service Population: Pregnant women and new mothers of infants under age 6 months who are substance-exposed or substance-affected and at risk of CW involvement 

Settings: Designed specifically for CW system. Delivered in the home (primarily) or other location of choice. 

Intervention Description  

• Goals. MA FRESH Start was a strengths-based peer mentor model designed to help pregnant women, new mothers, and their infants affected by SUD with 
recovery, child development, parenting, and child safety. Using Family Support Specialists, MA FRESH Start aimed to ensure stability, permanence, and well-
being for substance exposed and affected infants through nurturing and safe caregiving from birth parents whenever possible. 

• Components. Family Support Specialists provided home visiting services to support and resources to assist parents in maintaining or initiating treatment for SUD 
and other co-occurring disorders. Family Recovery Specialists—a separate role—worked closely with Family Support Specialists and provided treatment (clinical) 
services, as needed. MA FRESH Start also offered parenting supports and partnered with Early Intervention to obtain developmental assessments and services 
for children. 

• Roles. Family Support Specialists addressed a variety of client needs. Their roles were to engage and build trust with the parent, assist the parent in developing 
her/his own healthy goals; support the parent in navigating service systems and obtaining needed services; advocate for the parent in child welfare case 
conferences; teach new habits of sobriety; and provide parenting support and guidance throughout the treatment process. 

• Intensity and duration. Parents could participate in MA FRESH Start for up to one year. Frequency of Family Support Specialists’ contact with parents is not 
specified. 

• Qualifications of recovery coaches. Family Support Specialists were mothers in recovery who may have had lived experience with the child welfare system. 
They received training in working with families affected by SUD, domestic violence, and mental illness, motivational interviewing, stages of change, home visiting, 
and early childhood development. 
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Evaluation Readiness Overview – Massachusetts FRESH Start 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

High  

Rationale: Logic model 
clearly describes inputs, 
outputs, outcomes. 
Interim outcomes and 
multiple CW or SUD 
outcomes are identified. 
Connections among 
components are logical. 
Target population is clear. 

Low 

Rationale: No structured 
manual available for 
review. Program 
descriptions and 
brochures define the 
intervention components, 
goals, some activities, 
and staffing at a high 
level and with gaps in 
content. A few parent 
support checklists or 
parent support forms exist 
but without the context or 
detail needed for fidelity 
to the model. 

Low  

Rationale: Materials 
could provide a low level 
of implementation support 
but are general and lack 
information needed for 
successful 
implementation. 
Developer is in operation 
but is currently running 
modified version of the 
program.  

Moderate  

Rationale: No longer in 
operation. Designed for 
families at risk of CW-
involvement. RCs 
conduct some case 
conferencing with CW 
caseworkers. RCs have a 
family focus.  

Low 

Rationale: Pretest-
posttest study 

Cannot Rate  

Rationale: No 
significance tests 
reported and not enough 
information to calculate 
significance. Findings on 
eligible outcomes appear 
to trend in a favorable 
direction.  

Supporting Documents: Benham et al., 2012; Leutz et al., 2012; Logic Model for FRESH Start; "Attachments" provided by MA Dept. of Public Health; Email 
correspondence with MA Dept. of Public Health; Program brochure/ program description 



 Appendix B: Intervention Profiles 23 
 

Research Base for Evidence Rating – Massachusetts FRESH Start 

Study Sample Size Study Design R3-Eligible Outcomes, their Domains, 
and Findings 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Benham et al. 
(2012) 

n=93 parents 
(mothers) with SUD 
who are expecting a 
baby or have a child 
under the age of 6 
months. 

Pre-post and longitudinal study 
measuring outcomes for 
parents receiving FRESH Start 
services. Up to 4 time points for 
outcome measurement; varies 
by outcome. 

Child Permanency:  
 DCF involvement (appears favorable; 

no sig. test)  
 Foster or kin care (appears favorable; 

no sig. test) 
 Parent has physical custody of child 

(appears favorable; no sig. test) 
 DCF case opened for non-focal child 

(appears favorable; no sig. test) 
 DCF case closed for non-focal child 

(appears favorable; no sig. test) 
Child Safety: 
 Not Measured 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance:  
 SUD treatment engagement (post only) 

Low 

For child permanency 
outcomes, provides 
frequencies at two 
time points.  

For SUD treatment 
compliance outcomes, 
post-test only values. 

Cannot Rate  

No significance tests 
and not enough 
information to 
calculate 
significance. 

Findings presented 
appear to trend in a 
favorable direction for 
eligible outcomes.  
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B.4: Oregon Parent Mentor Program 
Intervention Overview – Oregon Parent Mentor Program 

Locations: Multnomah, Washington, Clackamas, Marion, Polk and Columbia counties in Oregon  

Years in Operation: 2011 - present 

Developer: Morrison Child and Family Services  

Known Funding Sources: Title IV-E Waiver Demonstration grant (2011 – 2016) 

Service Population: Families receiving in-home or out-of-home CW services due to parental substance use. 

Settings: Developed for CW system. Delivered in a variety of settings—e.g., home, treatment facilities, other community locations. 

Intervention Description  

• Goals. The Oregon Parent Mentor Program (OR PMP)’s primary goals are to prevent foster care placement, expedite reunification and timely permanency, and 
prevent repeat maltreatment by motivating, facilitating, and supporting engagement in services and the recovery process. 

• Components. OR PMP is implemented in collaboration with the Family Involvement Team (FIT) for Recovery program in Multnomah County and Addiction 
Recovery Teams (ART) in other counties. FIT and ART focus on helping PMP clients access SUD treatment as quickly as possible. OR PMP emphasizes parent-
driven goal setting and change with motivational interviewing by the parent mentor.  

• Roles. The parent mentor role includes: assistance attending treatment; regular phone calls, home visits, and other communication with the family; modeling 
recovery; help navigating the child welfare system and SUD treatment to achieve goals; elicitation of parent's own theory of change; and help identifying 
community resources and supports.   

• Intensity and duration. OR PMP is typically delivered through 4-10 hours of contact with a parent mentor each month. Parents receive consistent outreach when 
first assigned and then weekly contact (1/2 hour per week minimum, but ideally 1 hour per week) or biweekly contact (2 hours every two weeks). Duration is 
individualized.  

• Qualifications of recovery coaches. Parent mentors are state-certified peer recovery coaches who have lived experience with SUD and the CW systems. They 
are required to have maintained SUD recovery for two years or more, personal experience and knowledge of addiction issues, personal experience of a DHS 
TANF case (closed for a minimum of one year), personal experience of a DHS Child Welfare case (closed for a minimum of one year), and a high school diploma 
or GED. Parent mentors receive weekly supervision and ongoing training on the mentor role and advocating for parents in the CW system. 
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Evaluation Readiness Overview – Oregon Parent Mentor Program 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

High  

Rationale: Logic model 
clearly describes inputs, 
outputs, outcomes. 
Interim outcomes and 
multiple CW or SUD 
outcomes are identified. 
Connections among 
components are logical. 
Target population is clear. 

High  

Rationale: Detailed 
training curriculum, fidelity 
framework, and reporting 
tools available. Materials 
provide detail on program 
operations. Has been 
replicated in multiple 
jurisdictions in Oregon. 

High  

Rationale: Detailed 
training curriculum, job 
description, supervision 
plan, and other supports 
exist for scaling efforts. 
Developer is in operation.  

High 

Rationale: Currently in 
use. Developed for CW-
involved families. RCs 
have family focus and 
liaise with CW and SUD 
treatment systems.  

Moderate  

Rationale: Cluster RCT. 
Contrast is of the RC 
component. Analytic 
model adjusts for 
clustering and non-
equivalent groups at 
baseline. Incomplete 
information on sample 
sizes and baseline 
equivalence. 

Neutral 

Rationale: Reports 
neutral findings on eligible 
outcomes. 

Supporting Documents: Green et al., 2015; Fidelity Framework; Training Curriculum; Training Checklist; Supervisor slide deck and job description; Logic Model; Program 
websites 
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Research Base for Evidence Rating – Oregon Parent Mentor Program 

Study Sample Size Study Design R3-Eligible Outcomes, their Domains, 
and Findings 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Green et al. 
(2015)  

n=369 children of 
parents with new 
child welfare cases 
determined to be in 
need of substance 
use treatment. 
Number of parents in 
analytic sample not 
reported. 

Cluster RCT comparing 
services as usual plus Parent 
Mentor to services as usual. 

Services as usual includes 
multi-disciplinary team 
including case worker, 
outreach worker, and certified 
drug and alcohol counselor 

Child Permanency:  
 Days in foster care among closed cases 

(neutral) 
 Time to first permanency (neutral) 
 First permanent placement was 

reunification (neutral)  
 Placement in foster care (neutral) 
 Re-reentry after first permanency 

(neutral) 
Child Safety: 
 Substantiated maltreatment (neutral) 
Parent Substance Use: 
 Not measured 
SUD Treatment Compliance: 
 T group only 

Moderate  

Incomplete information 
on sample formation, 
sample sizes, random 
assignment 
probability, and 
baseline data for 
analytic sample.  

Neutral 

Neutral findings on all 
eligible outcomes. 

Author notes low 
power to detect 
effects. 
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B.5: Recovery Specialist Voluntary Program (RSVP) 
Intervention Overview – RSVP 

Locations: Seven juvenile court sites in CT 

Years in Operation: 2008 – 2018  

Developer: CT Dept. of Children and Families; Judicial Branch; Dept. of Mental Health and Addiction Services; Advanced Behavioral Services  

Known Funding Sources: State  

Service Population: Families where child has been removed due to parental substance use. Must have potential for reunification and parent may not be incarcerated more 
than 30 days. Children of any age. 

Settings: Developed as a component of family court system (within the CT Superior Court for Juvenile Matters). Delivered in treatment facilities and sometimes in the 
home.   
Intervention Description  

• Goals. Using Recovery Specialists, RSVP aimed to improve parent engagement and retention in treatment, increase family reunification rates, and when 
reunification was not possible, improve the timeliness of child placement. 

• Components. RSVP was based on the Sacramento STARS model, adapting it for use in a traditional family court. RSVP provided parents with priority access to 
substance use assessments, treatment services, and Recovery Specialist support. 

• Roles. Recovery Specialists connected the parent to a treatment program; monitored treatment attendance; offered coaching to increase the parent’s recovery 
capital; arranged for transportation as needed; addressed barriers that could impede recovery; conducted random drug screens; attended court proceedings and 
child welfare meetings; and prepared compliance reports for child welfare and the court. 

• Intensity and duration. RSVP provided parents with services on three tracks, 90 days each, for up to nine months. The frequency of face to face contact and 
drug testing gradually decreased over the course of the parent’s time in RSVP. Frequency ranged from twice per week during first 90 days to every other week in 
later tracks.  

• Qualifications of recovery coaches. Recovery Specialists were required to have at least an associate’s degree in human services or a related field and two or 
more years working in behavioral health services. Some Recovery Specialists had lived experience with SUDs or CW, but it was not required. Recovery 
Specialists received training in addiction and recovery, co-occurring disorders, the consequences of addiction for parenting, motivational interviewing, child 
welfare and court processes, culturally and gender-appropriate service delivery, and child development. 
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Evaluation Readiness Overview – RSVP 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

Moderate  

Rationale: Clear 
descriptions of core 
components and target 
population. At least one 
CW or SUD outcome 
identified. Logical 
connections among core 
components and 
intermediate and long-
term outcomes are 
general. 

Moderate  

Rationale: Staff 
Handbook provides goals 
and job responsibilities, 
staffing requirements, 
recommended service 
frequency and duration, 
and policies/procedures; 
information is outdated 
and not clearly organized.  

Moderate 

Rationale: Staff 
Handbook provides 
training materials 
including course slides, 
checklists, and coaching 
information. Information is 
outdated and not clearly 
organized. TA and 
training provider in 
operation.  

Moderate  

Rationale: Intervention 
no longer in operation.  It 
was developed for use 
with CW-involved 
populations. RC liaises 
between CW and SUD 
systems. RC receives 
formal training on CW 
system. 

Low  

Rationale: Post-test only.  

Cannot Rate  

Rationale: Favorable 
trend-level findings on 
eligible outcomes 
compared to non-
matched statewide 
benchmarks. 

Supporting Documents: Ungemack et al., 2015; RSVP Staff Handbook 

Research Base for Evidence Rating – RSVP 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Ungemack et 
al. (2015) 

n=208 parents who lost 
custody of their children 
associated with their 
substance misuse, resided 
within a court area served 
by RSVP, had potential for 
reunification, and would 
not be incarcerated for 
more than 30 days. 

Post-program data only. 
Describes performance 
and outcomes for a 
sample of participants 
enrolled between 2009 
and 2012. 

Child Permanency: 
 Reunification (favorable trend compared 

to statewide benchmark) 
Child Safety: 
 Not measured 
Parent Substance Use: 
 Not measured 
SUD Treatment Compliance: 
 Treatment completion (favorable trend 

compared to statewide benchmark) 

Low  

Post-test only. 

Cannot Rate  

Favorable trends 
compared to non-
matched statewide 
benchmarks. 

Descriptive statistics 
only.  
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B.6: Santa Clara Mentor Parent Program 
Intervention Overview – Santa Clara Mentor Parent Program 

Locations: Santa Clara County, CA 

Years: 2007 – present  

Developer: Dependency Advocacy Center (DAC)  

Known Funding Sources: Regional Partnership Grant (2007 – 2012)  

Service Population: Pregnant women and parents whose children (ages 0-3) have been removed or are at risk of removal due to substance use disorder and documented 
abuse or neglect. 

Settings: Developed as a component of FTC system (i.e., the Santa Clara County Family Wellness Court for Infants and Toddlers (FWC)). Delivered in a variety of 
settings—e.g., home, treatment facilities, other community locations. 

Intervention Description 

• Goals. The Santa Clara Mentor Parent Program (MPP) aims to increase engagement with the dependency court system and provide parents with hope and 
motivation to engage in recovery services and reunify with their children as quickly as possible.  

• Components. MPP is part of a larger array of services provided by the FWC, including: intensive case management for family, evidence-based parenting 
programs, children’s screening and intervention services, home visiting, domestic violence services, and a trauma-informed court.  

• Roles. As part of a multidisciplinary Dependency Wellness Court (DWC)-FWC team, the Mentor Parent reviews the parent's court case plan, assesses the 
parent's strengths and challenges, creates a Mentor Action Plan (MAP), provides recovery resources, attends court hearings, connects the parent to community 
supports, and provides consistent one-on-one contact and support. Mentor Parents do not act as case managers. Mentor Parents are employed by a parents' 
attorney firm. As a result, their interactions with the parents they serve are protected by attorney-client privilege. 

• Intensity and duration. The Mentor Parent provides close support during the first 30 days of the program by attending 12-step meetings with the parent and 
helping them find a sponsor. The Parent Mentor typically meets in person with the parent twice per week in the first three weeks. The Mentor Parent attends all 
court hearings and statutory review hearings based on need, provides community support once per month for 30 minutes, and provides one-on-one contact in 
addition to court support for 30 minutes per week.  

• Qualifications of recovery coaches. Mentor Parents are required to be committed to a sober lifestyle and to raising healthy families. A Mentor Parent must be a 
successful graduate of DWC/FWC and must have reunited with their children (and had their dependency case dismissed). 
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Evaluation Readiness Overview – Santa Clara Mentor Parent Program 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

High  

Rationale: Logic model 
clearly describes inputs, 
outputs, outcomes. 
Interim outcomes and 
multiple CW or SUD 
outcomes are identified. 
Connections among 
components are logical. 
Target population is clear. 

Low 

Rationale: Manual and 
other materials provide 
some description of the 
intervention and its core 
components, but there 
are gaps in content 
needed for 
implementation with 
fidelity. 

Low  

Rationale: Developer is 
in operation. Materials 
mention RC training, but 
specifics not available.  

High  

Rationale: Currently in 
use. Developed for CW-
involved families. RC has 
a family focus and is 
required to have lived 
experience in CW/ FTC 
system. RC is part of 
multi-disciplinary team, 
and liaises with the CW 
and SUD treatment 
systems. 

Low  

Rationale: QED and 
pretest-posttest studies 
report on subgroupa 
analysis, do not test 
eligible outcomes, or 
have potential confounds.  

Study designs do not 
isolate the effect of the 
MPP apart from the FWC.   

Cannot Rate  

Rationale: Findings were 
reported for subgroupsa  
or were ineligible for 
assessment due to 
confounds.  

Supporting Documents: DAC website; MPP Program Description Policies/ Procedures; Drabble et al., 2015; Rubiaco et al., 2014; Golan et al., 2011; Vega et al., 2013; 
MPP Logic Model 
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Research Base for Evidence Rating – Santa Clara Mentor Parent Program 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Drabble et al. 
(2015) 

n=32 parents or 
pregnant women with 
children 0 to 3 who 
have a history of 
substance use 
disorder and are at 
risk/their children are 
in out of home 
placements.  

Pre-post data collected from a 
self-sufficiency instrument 
completed by Mentor Parent 
staff. Small pilot sample of 
parents enrolled in 2015. 

Child Permanency:  
 Not Measured 
Child Safety: 
 Not Measured 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance: 
 Not Measured 
 Note: Examined self-sufficiency 

Cannot Rate  

No eligible outcome 
examined  

Cannot Rate  

No eligible outcome 
examined 

Golan et al. 
(2011) 

n=72 parents or 
pregnant women with 
children 0 to 3 who 
have a history of 
substance use 
disorder and are at 
risk/their children are  
in out of home 
placements (n=101 
children). Compared 
with n=47 adults in 
traditional drug court 
prior to FWC/MPP 
(n=77 children). 

Note: Sample is a 
subset of that in 
Vega et al. (2013) 

QED comparing FWC and 
MPP vs traditional drug court 
and child protective services. 

Note: Report on 3 years of 
RPG (2008 – 2011). Used a 
within-county matched 
comparison group sampled 
from cases closed before MPP 
implementation. 

Child Permanency:  
 Child never entered foster care 

(favorable) 
 Child reentered foster care 

(unfavorable) 
 Child reunified in <12 months 

(favorable) 
 Parent retained custody of child 

(favorable) 
 Average days in foster care (favorable) 
Child Safety:  
 Recurrence of substantiated 

maltreatment (neutral) 
 Substance-exposed newborn (T group 

only; small N) 
Parent Substance Use: 
 Decreased substance use (T group only 

- subgroup) 
SUD Treatment Compliance:  
 Completed residential treatment 

(favorable) 
Completed out-patient treatment  (neutral) 

Low  

Eligible design with 
substantially different 
characteristics 
confound: Subgroups a 
of treatment families 
defined by treatment-
related factors (closed 
cases and/or a 
minimum level of MPP 
participation) 

Cannot Rate  

Substantially different 
characteristics 
confound 
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Research Base for Evidence Rating – Santa Clara Mentor Parent Program 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Rubiaco et al. 
(2014) 

n=84 parents or 
pregnant women with 
children 0 to 3 who 
have a history of 
substance use 
disorder and are at 
risk/their children are 
in out of home 
placements.  

QED comparing eligible 
parents in the FWC that 
participated in MPP with 
eligible parents that elected not 
to participate in the FWC or in 
MPP.  

Child Permanency:  
 Reunification (favorable) 
Child Safety: 
 Not Measured 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance: 
 Not Measured 

Low 

Eligible design with 
substantially different 
characteristics 
confound: Subgroups a 
of treatment families 
defined by treatment-
related factors (closed 
cases and/or a 
minimum level of MPP 
participation) 

Cannot Rate  

Substantially different 
characteristics 
confound 

Vega et al. 
(2013) 

n=265 parents or 
pregnant women with 
children 0 to 3 who 
have a history of 
substance use 
disorder and are at 
risk/their children are 
in out of home 
placements.  

Quasi-experimental design 
comparing FWC and MPP vs. 
traditional drug court and child 
protective services. 

Note: Report on 4 years of 
RPG (2008 – 2012). Used a 
within-county matched 
comparison group sampled 
from cases closed before MPP 
implementation. 

Child Permanency:  
 Children remain at home (favorable) 
 Custodial rights returned (favorable) 
 Average length of stay in foster care 

(favorable)  
 Re-entered foster care (unfavorable) 
 Reunified in <12 months (favorable) 
 Permanency in < 24 months (neutral) 
Child Safety:  
 Recurrence of substantiated 

maltreatment (neutral) 
 Substance-exposed newborn (T group 

only; small N) 
Parent Substance Use: 
 Substance use (T group only - 

subgroup) 
SUD Treatment Compliance:  

Low  

Substantially different 
characteristics 
confound: Subgroups a 
of treatment families 
defined by a 
treatment-related 
factors (closed cases 
and/or a minimum 
level of MPP 
participation) 

Cannot Rate  

Substantially different 
characteristics 
confound 
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Research Base for Evidence Rating – Santa Clara Mentor Parent Program 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

 Completed residential treatment 
(neutral) 

 Completed out-patient treatment  
(neutral) 

a A subgroup is defined as being formed based on exogenous characteristics (e.g., race/ethnicity, gender, age) or endogenous characteristics (e.g., participated in treatment, received a minimum 
dose of treatment) that may be related to the outcome of interest. Although subgroups cannot be rated on promise, "natural subsets" defined by circumstances that make the outcome applicable only 
to a portion of the sample are eligible for ratings of minimal to strong promise. An example might be a study that includes both separated and intact families; reunification as an outcome can only be 
measured on those families who were separated. 
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B.7: Sobriety Treatment and Recovery Teams (START)  
Intervention Overview – START 

Locations: Multiple counties in KY (6), OH (46), IN (2), MD (13), and NC (1). 

Years in Operation: 2007 – present  

Developer: Kentucky Dept. of Community Based Services, adapted from 1997 Cleveland Ohio model 

Purveyor: Children and Family Futures 

Known Funding Sources: Regional Partnership Grants (2007 – 2017), Title IV-E Waiver Demonstration (2012 – 2014)  

Service Population: Families without current CW-system involvement at time of substantiated CA/N report, parental SUD as a primary risk factor, and at least one child 0-
5 years of age. Child may be at risk of removal. 

Settings: Developed specifically for CW system. Usually delivered in the home. 

Intervention Description  

• Goals. START is intended to reduce recurrence of child abuse and neglect, improve substance use disorder treatment rates, and build protective parenting 
capacities. START aims to integrate SUD services, family preservation, community partnerships, and best practices in child welfare and substance use treatment 
for families with co-occurring substance use and child maltreatment.  

• Components. START pairs family mentors with CPS workers, and the pair (“dyad”) shares a caseload of no more than 12-15 families. Other components of 
START are (1) quick access to SUD assessment and treatment services, (2) weekly case management, (3) in-home visits, and (4) cross-system collaboration. 
START is family-centered and views the family as the client. 

• Roles. Family mentors provide intensive recovery support for parents by escorting parents to meet with treatment providers, guiding them into recovery supports, 
and using their experiential knowledge to coach the parent on prevention of recurrence, sober parenting, and daily living.  

• Intensity and duration. The family mentor-CPS dyad conduct a minimum of weekly visits over a period that averages 14-15 months, but varies by case.  

• Qualifications of recovery coaches. Family mentors are required to have at least a high school diploma or GED, but no specific certification or training is 
required. They are required to be in long-term recovery from substance use disorders (at least 3 years of sustained sobriety) with experiences that sensitize them 
to child maltreatment and family SUDs. They must be employed, collocated, and supervised by Child Protective Services (CPS). 
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Evaluation Readiness Overview – START 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

High  

Rationale: Logic model 
clearly describes inputs, 
outputs, outcomes. 
Interim outcomes and 
multiple CW or SUD 
outcomes are identified. 
Connections among 
components are logical. 
Target population is clear. 

High 

Rationale: Chapter 1 of 
Manual is publicly 
available and 
clear/detailed. The full 
manual covers pre-
implementation planning, 
implementation phases, 
cross-system 
collaboration, team roles 
and responsibilities, and 
fidelity. TA is required for 
access to full manual. 

High 

Rationale: Detailed 
implementation supports 
are available. National TA 
and training provider 
available for ongoing TA, 
coaching, and 
consultation to leadership 
and front-line staff. 

Materials available 
through TA include 
checklists, practice 
guides, manual, and 
fidelity measures. 

High  

Rationale: Currently in 
use. Designed for CW-
involved families. RCs 
have a family focus and 
work with both CW and 
SUD treatment providers.  

Low  

Rationale: Uses QED to 
test the full START 
model. Not enough 
information to establish 
baseline equivalence. 
Analytic models do not 
control for baseline 
characteristics.  

Hall et al. (2015) has 
potential confound. 

Mixed Favorable 

Rationale: At least one 
favorable finding and no 
unfavorable findings on 
eligible outcomes. 

Supporting Documents: CEBC description; Children and Family Futures website; START Model: Implementation Manual; Logic model; Huebner et al. 2012; Huebner et 
al., 2015; Hall et al. 2015 
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Research Base for Evidence Rating – START 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Hall et al. 
(2015) 

n=153 children in 
families in one county 
with a substantiated 
CA/N report, 
substance use as a 
primary child safety 
risk factor, and at 
least one child 3 or 
younger. Compared 
with n=345 children 
in families meeting 
the same criteria in 
two contiguous 
counties. 

QED comparing START with 
services as usual. Used a 
matched comparison group of 
families from two contiguous 
counties. 

Child Permanency:  
 Placement in state custody (neutral) 
 Re-entry into foster care (favorable) 

Child Safety:  

 Recurrence of substantiated 
maltreatment within 6 months 
(favorable)  

Parent Substance Use: 
 Not measured. 

SUD Treatment Compliance:  
 T group only  

Low  

Potential N=1 
confound: Treatment 
implemented in one 
county, comparison 
group in two counties, 
though the counties 
share the same 
providers. 

Incomplete information 
about baseline 
equivalence.  

Mixed Favorable 

At least one 
statistically significant 
favorable finding and 
no statistically 
significant 
unfavorable findings 
on eligible outcomes. 

Huebner et al. 
(2012) 

n=451 children in 
families with a 
substantiated CA/N 
report, substance use 
as a primary child 
safety risk factor, and 
at least one child 3 or 
younger. Compared 
with n=359 children 
matched from a 
statewide database. 

QED comparing START with 
services as usual.9 Method for 
formation of comparison 
groups not specified. 

Child Permanency:  
 Placement in state custody (favorable) 
Child Safety:  
 Not measured 
Parent Substance Use: 
 Not measured 
SUD Treatment Compliance:  
 Composite measure combining 

treatment attendance and progress on 
goals (T group only; subgroup of closed 
cases) 

Low  

Incomplete information 
on formation of 
comparison group, 
analytic model, and 
baseline equivalence.  

Mixed Favorable 

At least one 
statistically significant 
favorable finding on 
an eligible outcome 
and no statistically 
significant 
unfavorable findings. 

 
9 The family mentor component is one of several components of START, and the evaluations described here have not isolated the effectiveness of the family mentor component. 

However, the family mentor-case worker dyad is the central feature of the program design and theory of change; thus the evaluation team considered evaluations of the 
bundle of START components to reflect the effectiveness of the family mentor component. 
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Research Base for Evidence Rating – START 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Results of the 
statistical test for 
differences between 
groups are reported 
in Huebner et al. 
2017 rather than 
Huebner et al. 2012.  

Author notes the 
design does not 
support causal 
conclusions. 
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B.8: Specialized Treatment and Recovery Services (Sacramento STARS) 
Intervention Overview – Sacramento STARS 

Locations: Sacramento County, CA 

Years in Operation: 2001 – present  

Developer: Bridges Professional Treatment Services  

Known Funding Sources: Federal, state, and local funds 

Service Populations: Families whose children have been removed due to CA/N associated with parental SUD; also replicated with families w/ substance exposed infants 
at risk for out of home placement. 

Settings: Developed as a component of FTC system (Dependency Drug Court and Early Intervention Family Drug Court). Delivered in a variety of settings—e.g., court, 
home, treatment facilities, other community locations. 

Intervention Description  

• Goals. Sacramento STARS aims to assists parents in the process of recovery by removing barriers to treatment and providing support, encouragement and 
accountability. The intervention is designed for families whose children have been removed from their parent or caregiver's custody due to allegations of child 
abuse or neglect associated with parental substance use disorders (SUDs).  

• Components. In addition to face to face meetings with the Recovery Specialist, clients are required to (1) enroll in and attend a treatment program, (2) attend 
support group meetings, and (3) be regularly screened for alcohol and other drugs. The FTC also provides sanctions for non-compliance with AOD treatment 
requirements of the child welfare case plan.   

• Roles. Recovery Specialists administer AOD assessments; monitory parent’s attendance at AOD treatment services; develop a liaison role with CPS and other 
professionals; attend court meetings; provide monitoring of and accountability for the parent’s compliance with drug testing and other treatment requirements; 
supply CPS and the court with accurate and timely reports reflecting parents’ progress; and build a supportive relationship with parents based on motivational 
interviewing strategies. 

• Intensity and duration. STARS clients move through three tracks over nine months, each lasting 90 days. The intensity of contact decreases over time, starting 
with minimum 2 face to face contacts per week during the first 90 days, to minimum 1 per week the second 90 days, and so on. Clients move to Aftercare after 
graduating from the FTC and treatment services.  

• Qualifications of recovery coaches. Recovery Specialists are certified AOD counselors trained in motivational interviewing; they are closely supervised and are 
required to meet weekly with the clinical director, who is a licensed clinical social worker. Most Recovery Specialists are in recovery and have had some prior 
contact with the child welfare system, but lived experience is not required.  
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Evaluation Readiness Overview – Sacramento STARS 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

Moderate  

Rationale: Logic model is 
focused on the larger 
FTC and not the RC 
component (STARS). 
Clear description of 
STARS’ core components 
and target population. At 
least one CW or SUD 
outcome identified. 
Interim outcomes are 
identified. Connections 
are logical.  

Moderate  

Rationale: Policies and 
procedures document 
describes staffing 
requirements, RC role 
and responsibilities, 
referral and intake 
processes, and service 
frequency and duration. 
The document is detailed, 
but is written to be 
specific to Sacramento 
County.    

Low 

Rationale: 
Implementation supports 
are localized. There are 
no training materials, 
checklists, or other aids 
publicly available. Policies 
and procedures 
document lists RC 
trainings, but specifics not 
available. 

High 

Rationale: Intervention is 
specifically for families 
that are CW-involved and 
has a family focus. The 
intervention is currently in 
use. RC serves as liaison 
between CW and SUD 
providers and typically 
has lived experience with 
SUD and CW. 

Low  

Rationale: Uses a QED 
but the contrast does not 
isolate the effect of the 
RC component (STARS) 
apart from the FTC. 

Mixed Unfavorable and 
Favorable  

Rationale: Mix of 
favorable, neutral, and 
unfavorable findings on 
eligible outcomes. 

Findings pertain to the 
bundle of services, not 
STARS specifically.  

Supporting Documents: Boles & Young, 2010; Boles et al., 2007; Boles et al., 2010; Kubiak & Cooperrider, 2013; STARS Program Employee Policies and Procedures 
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Research Base for Evidence Rating – Sacramento STARS 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Boles & 
Young (2010) 

n=2,873 families 
whose children were 
removed from 
custody due to 
allegations of child 
abuse or neglect 
associated with 
parental SUDs. 
Compared with 
n=111 families who 
entered CPS prior to 
creation of the FTC 
and met the same 
criteria. 

QED comparing bundle of FTC 
services (including RC) with 
services as usual, using a 
historical comparison group. 

Examined 12-, 18-, 24-, and 
36- month follow ups. 

Child Permanency: 
 Reunification (favorable) 
 Time to reunification (neutral) 
 Re-entry to foster care (appears 

unfavorable; no sig. test) 
Child Safety: 
 Recurrence of maltreatment (appears 

favorable; no sig. test) 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance: 
 Entered treatment (favorable) 
 Completed treatment (favorable) 
 Time in treatment (unfavorable) 

(assumes more time is favorable) 

Low  

Contrast tests the 
combination of FTC 
services and RC. 

Incomplete information 
on analytic model. 

Mixed Unfavorable 
and Favorable 

Mix of statistically 
significant positive, 
neutral, and 
statistically significant 
unfavorable findings. 

Findings pertain to 
the bundle of 
services, not STARS 
specifically. 

Boles et al. 
(2007) 

n=573 families whose 
children were 
removed from 
custody due to 
allegations of child 
abuse or neglect 
associated with 
parental substance 
use disorders 
(SUDs). Compared 
with n=111 families 
who entered CPS 
prior to creation of 
the FTC and met the 
same criteria. 

QED comparing bundle of FTC 
services (including RC) with 
services as usual, using a 
historical comparison group. 

Examines 24 month follow up. 

Child Permanency: 
 Reunification (favorable) 
 Time to reunification (neutral) 
 Re-entry to foster care (neutral) 

Child Safety: 
 Recurrence of maltreatment 

(neutral) 
Parent Substance Use: 

 Not Measured 
SUD Treatment Compliance: 

 Entered treatment (favorable) 
 Completed treatment (neutral) 
 Time in treatment (unfavorable) 

(assumes more time is 
favorable) 

Low 

Contrast tests the 
combination of FTC 
services and RC. 

Analytic models 
control for baseline 
covariates. 

Mixed Unfavorable 
and Favorable 

Mix of statistically 
significant positive, 
neutral, and 
statistically significant 
unfavorable findings. 

Findings pertain to 
the bundle of 
services, not STARS 
specifically. 
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Research Base for Evidence Rating – Sacramento STARS 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Kubiak & 
Cooperrider 
(2013) 

n=892 families whose 
children were 
removed from 
custody due to 
allegations of child 
abuse or neglect 
associated with 
parental (SUDs). 
Compared to n=103 
families who entered 
CPS prior to creation 
of the FTC and met 
the same criteria. 

QED comparing bundle of FTC 
services (including RC) with 
services as usual, using a 
historical comparison group. 

Child Permanency: 
 Child remains at home (favorable) 
Child Safety: 
 Recurrence of maltreatment (appears 

favorable; no sig. test) 
Parent Substance Use: 
 Not Measured 
SUD Treatment Compliance: 
 Entered treatment (neutral) 
 Time to treatment entry (favorable) 
 Completed treatment (neutral)  
Time in treatment (favorable) 

Low  

Contrast tests the 
combination of FTC 
services and RC. 

Incomplete information 
to establish baseline 
equivalence. Missing 
information on analytic 
model. 

Mixed Favorable 

At least one 
statistically significant 
favorable finding and 
no unfavorable 
findings. 

Findings pertain to 
the bundle of 
services, not STARS 
specifically. 
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B.9: Summit County Collaborative on Trauma, Alcohol & Other Drug, & Resiliency-Building Services for Children 
& Families (Summit Co. STARS) 

Intervention Overview – Summit Co. STARS 

Locations: Summit County, OH 

Years in Operation: 2012 – 2017 

Developer: Summit Co. Collaborative  

Known Funding Sources: Regional Partnership Grant (2012 – 2017)  

Service Population: Families with open, court-involved CW case and identified concern on AOD assessment. Children of any age.  

Settings: Developed specifically for CW system. Delivered in a variety of settings—e.g., home, other community locations 

Intervention Description 

• Goals. Summit Co. STARS, was a multi-component intervention intended to collaboratively support the strengthening, functioning, and where possible the 
preservation of child welfare-involved families in which one or more members had a substance use disorder. Using recovery coach peer mentors, Summit Co. 
STARS aimed to increase family access to and engagement in supportive services to increase child safety, well-being, and parental health.   

• Components. Summit Co. STARS's goals were achieved through the following components: (1) In-home expedited substance use assessment; (2) trauma-
screenings and trauma-focused cognitive behavioral therapy for children; (3) STARS services coordinator; (4) STARS family outreach worker; (5) Recovery coach 
peer mentors; and (6) an evidence-based parenting program.  

• Roles. Recovery coach peer mentors served as a model of sober living and provided parents with resources, guidance, and emotional and social support. 

• Intensity and duration. Recovery coach peer mentors met with parents throughout the court process and for up to six months after the child welfare case was 
closed. Frequency of contact varied from every day to every two weeks.  

• Qualifications of recovery coaches. Recovery coach peer mentors were required to pass a certification exam; have lived experience of a substance use 
disorder, and where possible, past personal involvement with the child welfare system. 
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Evaluation Readiness Overview – Summit Co. STARS 

Theoretical Base  Replicability  Scalability  Applicability  
Quality of Prior 

Evaluation Design and 
Analysis 

Direction of Prior 
Evaluation Findings 

Moderate  

Rationale: Clear 
descriptions of core 
components and target 
population. At least one 
SUD or CW outcome 
identified. Interim 
outcomes are identified. 
Logical connections 
among core components 
and outcomes are 
general with some key 
interim steps missing. 

Low 

Rationale: Some 
program forms and 
guidance exist, but 
successful use of 
materials and 
implementation would 
require additional 
information.  

 

Low  

Rationale: No known 
scale up supports. One-
day training for RCs was 
provided by the state; 
implementation 
challenges during grant 
period may make this 
challenging to expand. 

 

Moderate  

Rationale: Not currently 
in use as designed. The 
intervention was 
developed for families 
that are CW-involved.  

 

Low  

Rationale: Uses a QED 
but contrast does not 
isolate the effect of the 
RC component apart from 
the other STARS program 
components.  

Only 10% of T group 
assigned a recovery 
coach due to 
implementation 
challenges.  

Mixed Unfavorable 

Rationale: Mix of neutral 
and statistically significant 
unfavorable findings on 
eligible outcomes. 

Supporting Documents: HSRI, 2019; HSRI, 2019 Appendix 
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Research Base for Evidence Rating – Summit Co. STARS 

Study Sample Size  Study Design R3-Eligible Outcomes, their Domains, 
and Findings b 

Quality of Prior 
Evaluation Design 

and Analysis 

Direction of Prior 
Evaluation Findings 

Human 
Services 
Research 
Institute 
(2019) 

n=329 parents with a 
SUD identified 
through AOD 
assessment and at 
least one child 
removed from the 
home. Compared 
with n=282 parents in 
a matched 
comparison group 
selected from a 
database. 

QED comparing bundle of 
STARS services (including RC) 
to services as usual.  

Child Permanency: 
Out of home placement (neutral) 
Out of home placement length 

(unfavorable) 
Percent of out of home care spent with kin 

(neutral) 
Number of placement settings (neutral) 
Time to reunification (unfavorable) 
Re-entry into out of home care (neutral) 
Child Safety: 
Recurrence of maltreatment (neutral) 
Parent Substance Use: 
 Self-report, T group only 
SUD Treatment Compliance: 
 Not measured 

Low 

Contrast is of RC 
bundled with other 
services including an 
evidence-based 
parenting program. 

Mixed Unfavorable 

Mix of neutral and 
statistically significant 
unfavorable findings 
on eligible outcomes.  
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