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NEGLECTED ISSUES IN RESEARCH ON IN-HOME SERVICES IN CHILD WELFARE: 
FINAL REPORT 

EXECUTIVE SUMMARY 

This study considers several previously unexamined issues that 
affect the delivery and outcomes of intensive, in-home services for 
families of abused and ne9lected children. In this report, we present 
new, empirical data on pairents' and other primary caretakers' readiness 
for change, their alliances (working relationships) with in-home 
services caseworkers, and the nature and extent of their substance use. 
we look at these issues--and at caretakers' tendencies to give socially 
desirable responses--in relation to change over time in caretaker and 
family functioning, housing and economic conditions, social support, 
child well-being, the recurrence of child maltreatment, and out-of-home 
placement. 

conducted as a supplement to a large evaluation of in-home 
services in child welfare (the Evaluation of Family Preservation and 
Reunification Services), ,our study includes 353 families who were 
referred for intensive family preservation services in Philadelphia 
county between March 1997 and June 1999. All of these families were the 
subject of at least one substantiated report of child abuse or neglect 
prior to referral. For purposes of the Evaluation of Family Preservation 
and Reunification Services (EFPRS), the families were randomly assigned 
to intensive, in-home family preservation services (FPS) or less 
intensive Services to Children in their Own Homes (SCOH). Longitudinal 
data were gathered by Westat, Inc. via interviews with primary 
caretakers and FPS/SCOH caseworkers, self-administered surveys of 
caseworkers and intake workers, and administrative databases. Interviews 
with caretakers were conducted at three points in time: within a few 
weeks of random assignment (Time 1), at approximately four months (Time 
2), and at one year after random assignment (Time 3). 

Most of the primary caretakers in the study are African-American 
(81%) women (95%) who were unmarried (90%) and unemployed (83%). At the 
time of referral, their average age was 32 (the range is 19 to 78) and 
they had 3.4 children on average. More than half (53%) of the caretakers 
were the only adult in their household. Approximately 70% were receiving 
TANF at referral; hence, most had annual household incomes under 
$l0,000. At least 20% had difficulty buying food for their families and 
paying rent. Nearly 40% reported difficulty paying electric and heating 
bills and buying clothes for their children. 

FPS and SCOH caseworkers were predominately women (70%) and two
thirds were African-American. Almost half had some graduate-level 

ducation. On average, the caseworkers had 9 years of social work 
:xperience and 6 years of experience in child welfare. 

unanticipated delays in the assignment of FPS and SCOH caseworkers 
to cases in the study affected service delivery and data collection. We 

ncountered more problems than expected with missing data, particularly 
:rom caseworkers and on alliances. 



Clients' Readiness for Change 

The popular stages of change model (Prochaska & DiClemente, 1984, 
1986, 1992) suggests that psychological and behavioral change occur in a 
series of discrete stages, whether within or outside of formal treatment 
and in relation to virtually any problem behavior. Using a modified 
version of the University of Rhode Island Change Assessment (URICA) 
scale, 

we do not find evidence of discrete stages of change in relation 
to parenting problems. 

Instead, we find two unrelated dimensions: Precontemplation (PC) 
is the opposite of problem admission and Contemplation/Action (CA) 
represents intentions or efforts to change. 

Two scales were used to represent these dimensions. Like other 
researchers, we also computed an overall "readiness" score from 
responses to the URICA. 

• At all three points in time, average PC scores were in the middle 
range on that scale, indicating ambivalence about the presence of 
parenting problems, and average CA scores were slightly elevated, 
indicating that caretakers wanted to improve their parenting. 

In our sample, both PC and CA are associated with several 
caretaker and family characteristics, but 

• PC and CA are not related to social desirability bias. 

• Younger caretakers and those with severe depression tend to admit 
problems more readily (have lower PC scores) and express greater 
intentions to change (have higher CA scores) than others. 

• Greater problem admission is also more common among caretakers 
with more recent negative life experiences and less social network 
support than others. 

The number of recent caseworker contacts is positively associated 
with caretakers' expressed intentions to change (CA). 

At baseline, caretakers with substance abuse problems are more 
likely to admit that they have parenting problems (have lower PC 
scores) and express readiness for change than others, although 
they are significantly less likely to admit that they have 
parenting problems four months later and their overall readiness 
for change appears to decline over one year. 

• Carecakers who were receiving TANF ac the outset showed greater 
problem admission within the next few months and more overall 
readiness for change at one year than other caretakers. 

High baseline PC scores predict increases in some caretaker and 
family problems during the first four months after referral, while high 
CA scores predict some improvements in family living conditions, social 
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support, and children's school problems. PC and CA scores are related to 
the likelihood of subsequent maltreatment reports and substantiation of 
these reports, but these findings are not consistent over the e,ntire 
observation period. PC and CA do not predict the likelihood of out-of
home placement. Hence, 

there is some evidence that PC and CA predict some changes in 
caretaker and family functioning, usually in the directions 
expected; inconsistent evidence regarding associations betcween PC 
and CA and further maltreatment; and no evidence that PC c~r CA 
predict placement. 

we find no clear advantages of an overall readiness score in terms 
of its predictive validity and it has less explanatory power than using 
the PC and CA scales separately. 

Alliance Formation 

A client's assessment of the quality of his or her alliance 
(working relationship) with a clinician has been a good predictor of 
outcomes in traditional psychotherapy (Horvath & Greenberg, 1994; 
Martin, Garske & Davis, 2000) and is thought to be important in 
intensive, in-home services in child welfare (Kinney, Haapala & Booth, 
l991; Dore & Alexander, 1996). Using Horvath's Working Alliance 
Inventory (Horvath, 1981; Horvath & Greenberg, 1989), we find t:hat 

caretakers and caseworkers in our sample tend to report very 
positive alliances. 

Caretaker alliance reports are associated with the number of 
caseworker contacts, social desirability bias, the caretaker's 
intentions to change, the number of substantiated reports of 
maltreatment prior to referral, and social network size. Specifically, 

More contacts with caseworkers predict more positive care-taker 
alliance rcportc. 

social desirability bias appears to inflate some carelake·rs' 
alliance reports. 

caretakers with higher baseline CA scores (intentions to change) 
tend to report more positive alliances than others at the 
beginning. 

caretakers with higher baseline CA scores, those with more 
previous substantiated reports of maltreatment, and caretakers 
with relatively small social networks tend to report more negaLive 
views of the alliance at four months than at baseline. 

caretakers who showed significant increases in overall readiness 
for change in the first four months had more positive alJLiance 
reports at one year. 

More positive caretaker alliance reports at baseline predict 
increases in caretaker reports of parenting probl~ms, depression, and 
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network size at four months. More positive alliance reports at four 
months predict more reported school problems, negative life events, and 
caretaker depression at one year. However, caretaker alliance reports do 
not predict changes in caseworker assessments of the adequacy of the 
caretakers' parenting skills. Hence, 

it is not clear whether caretaker alliance reports predict actual 
changes in functioning or changes in self-reports. 

More positive caretaker alliances predict significant reductions 
in the likelihood of further, substantiated reports of child 
ma1treatment. This finding is consistent over the entire 
observation period. 

We had relatively little alliance data from caseworkers. Available 
data indicate that caseworkers tend to report more positive alliances 
with old.er caretakers, those with housing problems, and caretakers who 
showed greater problem admission at the outset. At four months, 
caseworkers report more positive alliances with caretakers who had high 
baseline CA scores. More positive alliances were reported by female 
caseworkers, those with lower scores on a burnout scale, and caseworkers 
who felt. relatively well prepared for case planning and treatment tasks. 
Caseworker alliance reports are unrelated to their assessments of the 
caretaker's parenting skills and are not consistent predictors of 
subsequent maltreatment or out-of-home placement. 

• In sum, caretaker alliance reports predict increases in reported 
problems and significant reductions in further child maltreatment, 
while caseworker alliance reports do not predict outcomes. 

Substance Use and Abuse 

In this sample, very different estimates of the prevalence of 
substance abuse problems are obtained from different sources. At intake, 
Child Protective Services (CPS) workers reported that 52% of the cases 
had adults in the household with drug or alcohol problems, compared with 
38% identified by FPS/SCOH caseworkers, and 18% by caretakers. Although 
we expected some under-reporting of substance abuse among caretakers, 
none of our sources came close to the prevalence estimates of 80% to 90% 
that workers gave us at the beginning of the evaluation. 

Social Desirability Bias 

Social desirability bias is the tendency to avoid negative 
appraisals and present oneself in a favorable light. Average scores on a 
measure of social desirability bias are higher in our sample of 
caretakers than in samples of the general population. As expected, 
caretakers with higher social desirability scores tend to report more 
posicive alliances, good parenting practices, and positive behaviors in 
their children. On average, caretakers who have more children, those 
with older children, and single heads of households tend to have higher 
social desirability scores than others. Low social desirability scores 
are associated with caretaker depression and self-reported substance 
abuse. We use social desirability scores to control for this bias in 
other analyses. 
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Readiness, Alliance, Intervention, and Outcomes 

Preliminary analyses of interrelationships among readiness for 
change, alliance formation, intervention characteristics, and outcomes 
indicate that: 

Problem admission is not affected by service characteristics 
(number of caseworker contacts, concrete services, service 
information and referrals, and topics of discussion), but might 
increase with more positive caretaker alliance reports. 

caretakers' intentions/efforts to change (CA scores) appear to 
increase with discussion of a wider range of personal issues and 
more caseworker contacts, but do not seem to be affected by the 
range of concrete services or amount of referral information that 
caretakers receive. 

Baseline problem admission does not affect alliance formation or 
service characteristics. 

Greater intentions/efforts to change (high CA) at baseline predict 
weaker alliances at Time 2, discussion of more personal issues 
with caseworkers, and receipt of more referral information. 

The alliance is closely linked to four service characteristics; 
i.e., more positive caretaker alliances at Time 2 are predicted by 
the number of caseworker contacts, discussion topics, concrete 
services, and refeLLals received prior to that time. 

Discussion and Implications 

Clients' readiness for change, the formation of working alliances 
between clients and caseworkers, substance use and abuse, and social 
desirability bias are important and underinvestigated issues in research 
on child welfare services. Our study sheds some light on each of these 
topics and suggests directions for policy, practice, and further 
research. 

rt is not clear that psychological and behavioral change occur in 
stages. If readiness for change is an internal state (or set of states), 
its cognitive and affective components are not well-defined. Problem
specific and situational aspects of readiness ~o~ change have ~een 
largely ignored. Some of the problems that families face, particularly 
economic and housing problems (and, perhaps, some mental disorders), may 
have little to do with individual intentions or efforts to change. 
Readiness for change may depend on the nature of the problem and the 
perceived relevance and difficulty of solutions at hand. Therefore, 

currenL stage models and available measures of readiness for 
change are not adequate for assessment, treatment, or case 
decision making purposes. 

clinicians should evaluate clients' understandings of the nature 
of their problems and clients' intentions and efforts to change in 
light of clients' social, economic, and cultural contexts. 



Readiness for change should not be confused with readiness to work 
with a particular caseworker or participate in a specific program. 

Further research and conceptual work are needed to clarify the 
meanings and components of readiness for change in relation to 
different problems and social service contexts. 

Alliance formation appears to be important in in-home services in 
child welfare. 

The Working Alliance Inventory can be used to assess alliances in 
a child welfare sample. 

• Caretakers and caseworkers in our sample tend to report positive 
alliances. 

More positive alliances between caretakers and in-home services 
caseworkers predict increases in some problems reported by 
caretakers and significant reductions in subsequent, substantiated 
reports of child maltreatment. 

There is anecdotal evidence that alliance formation is facilitated by 
focusing on family strengths as well as problems, developing shared 
understandings of the situation, and offering hope that the situation 
can be improved. 

There is need for more systematic information on the development, 
role, and impact of alliances in in-home services and other child 
welfare settings. 

• Further research on alliance formation and the kinds of alliances 
that are most effective in child welfare settings is clearly 
warranted. Social desirability bias should be considered in these 
studies. 

Identification of substance abuse problems is not as 
straightforward as we would like. 

• Different sources produce wildly different estimates of the 
prevalence of these problems. 

In the absence of biologic measures or clear evidence of the 
negative impact of substance use on parenting, clinicians should 
use caution in evaluating potential substance abuse. 

Together with mounting evidence on the outcomes of intensive, in
home services in child welfare, our findings suggest that: 

More accencion should be paid co incervencion processes in 
relation to specific program objectives. 

As currently conceived, the goals of intensive, in-home services may be 
too broad. In-home services can be used for assessment, prevention, or 
treatment purposes, but different purposes call for different program 
designs (i.e., differences in the timing, intensity, length, and types 
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of service provided to families). The role of caretaker readiness for 
change and alliance formation may depend, in part, on the context and 
goals of intervention. 

• Policy makers and practitioners should experiment with more 
focused uses of in-home services. These should be carefully 
evaluated. 
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I. OVERVIEW 

Intensive, in-home services are provided for some families of 

abused and neglected children in attempt to ameliorate conditions that 

lead to child maltreatment, protect children from further harm and, if 

possible, keep them safe in their own homes. Previous research has 

focused on outcomes, client characteristics, and structural features of 

in-home services in child welfare. 

In the context of a large, controlled study of the effects of 

intensive, in-home services in Philadelphia County, we examine several 

issues that have not been addressed in previous research in this area. 

We assess pare~ts' and other primary caretakers' readiness for change, 

the development of alliances (working relationships) between caretakers 

and caseworkers, and the extent of substance use and abuse by 

caretakers and others adults in their households. We also examine the 

extent of social desirability bias in caretakers' self-reports. 

Readiness for change, alliance formation, substance abuse, and social 

desirability bias are then considered in relation to changes in parent 

and family functioning, housing and economic conditions, social 

support, child maltreatment, and out-of-home placement. 

Background 

In the last decade there has been a great proliferation of home

based services for families of abused and neglected children (General 

Accounting Office, 1997; National Evaluation of Family Preservation 

Services, 1995). Following th~ Child W~lfare and Adoption Assistauce 

Act of 1980 (P.L. 97-272), which compelled states to make "reasonable 

effortsN to preserve families, the initial intent of intensive, in-home 

services was to ameliorate conditions that led to child maltreatment, 
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enable families to provide adequate care for their children, and, thus, 

reduce the need for out-of-home placement. Federal funding for these 

"family preservation" services was first provided under the Omnibus 

Budget Reconciliation Act (OBRA) of 1993 [P.L. 103-66), which 

established funds for states to use for family preservation or family 

support services. Funding for these services was continued under the 

Adoption and Safe Families Act (ASFA) of 1997 (P.L. 105-89), which 

created the Safe and Stable Families {SSF) program (Title IV-E, Subpart 

b). Under ASFA, federal priorities shifted to an emphasis on child 

protection and "permanency planning" (i.e., the development of 

permanent living arrangements for children) rather than family 

preservation per se. Reauthorized with the Promoting Safe and Stable 

Families Amendments of 2001 (H.R. 2873), the SSF program provides funds 

for a range of services for children and families including in-home 

services for children in their families of origin. 

The 1993 OBRA made funds available for a rigorous evaluation of 

intensive family preservation services (FPS) Results of previous 

research on the effects of intensive, in-home services in cases of 

child abuse and neglect have been mixed (for reviews, see Blythe, 

Salley, & Jayaratne, 1994; Fraser, Nelson, & Rivard, 1997; Littell & 

Schuerman, 1995; Pecora, 1991; Rossi, 1992; Schuerman, Rzepnicki, & 

Littell, 1994). Controlled studies show that FPS have not resulted in 

dramatic reductions in subsequent child maltreatment or out-of-home 

placement. Recently, the Evaluation of Family Preservation and 

Reunificacion Services replicaced and excended previous research on che 

outcomes of FPS in cases of child maltreatment (Westat, 2001). 

Previous attempts to identify predictors of positive outcomes have 

not met with much success, but these efforts have focused on easily-
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measured case characteristics (see, for example, Feldman, 1991; 

Schuerman et al., 1994; Szykula & Fleischman, 1985) and the structural 

features of family preservation programs, rather than service delivery 

processes. A previous study (funded by the Smith Richardson Foundation) 

indicated that certain structural "hallmarks" of family preservation 

services--brevity, intensity, and a mixture of concrete and clinical 

services--do not appear to be related to overall outcomes (Littell, 

1997) or outcomes for specific subgroups of cases (Littell & Schuerman, 

in press). 

Another study (also funded by the Smith Richardson Foundation) 

showed that greater collaboration between caretakers and caseworkers in 

the development of treatment plans was associated with better 

caseworker ratings of caretaker compliance (i.e., attendance, 

completion of assigned tasks, and cooperation with caseworkers) Better 

compliance ratings predicted some outcomes (fewer new reports of 

maltreatment and fewer out-of-home placements) and not others (new, 

substantiated reports of maltreatment). It is not clear whether the 

link between compliance and outcomes is mediated by changes in 

caregiving behaviors or by casework decisions (Littell, 2001). In any 

case, caretaker participation in FPS appears to be affected by 

caseworker and program characteristics, as well as client 

characteristics, and by interactions among client, caseworker, and 

program variables (Littell & Tajima, 2000) 

Although intensive, in-home services are thought to have some 

benefits for some families, empirical supporc for chis assumption is 

lacking. There is little systematic information about the intentions, 

activities, and inte:ractions of caretakers and caseworkers in these 
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settings. Hence, there is need for greater attention to program 

processes in relation to specific objectives and outcomes. 

In this study we try t.o get inside the black box of intensive, in

home services in child welfare in several ways. We look at what the 

caretaker brings to these interactions in terms of her readiness to 

change. We examine the strength of the relationship between the 

caretaker and caseworker. We explore the extent of substance use and 

abuse in a population in which substance abuse is assumed to be 

rampant. We study the nature of readiness for change, alliance 

formation, substance abuse, and social desirability bias and their 

relationships with outcomes. These issues have not been adequately 

examined in prior research in child welfare settings (Dore & Alexander, 

1996; Dore, Doris & Wright, 1995; Gelles, 1996). 

Organization of the Report 

Our report is divided into several major sections. In Section II, 

we discuss the central issues in this study and the instruments we used 

to measure readiness for change, alliance formation, substance abuse, 

and social desirability bias. Section III describes our research 

methods and sample characteristics. In Section IV, we present findings 

on social desirability bias in caretaker reports. Section V considers 

substance use and abuse among caretakers and other adult household 

members in the study. Our analysis of data on caretaker readiness for 

change is presented in Section VI. Data on alliance formation are 

examined in Section Vll. Section Vlll presents preliminary analyses of 

interrelationships among measures of caretaker readiness for change, 

alliance formation, service delivery characteristics, and outcomes. In 

Section IX we summarize our main findings and discuss their 



implications for policy, practice, and further research. Section x 

describes our efforts to date and plans to disseminate results of the 

study. 

Appendices include our data collection instruments (Appendix A), 

explanation of analytic methods (Appendix B), tables (Appendix C), and 

a list of other products and presentations generated by this project to 

date (Appendix D). 

5 



~ -"' ~ 

~ 

~ 

~ 
#, 

~ 

tA ,, 
~ 
~ , ,, 
~ 
~ 
~ 
~ 
~ 
~ 
~ 
~ ,, 
~ ,, 
"1 ,, 
~ , , ,,, 
~ 
~ , 
~ 
~ 

II. ISSUES AND INSTRUMENTS 

Some parents and other primary caretakers (hereafter referred to 

as caretakers) of abused or neglected children become involved in child 

welfare services following official investigations of allegations of 

child maltreatment. Hence, they are not voluntary clients. While child 

abuse and neglect occur in all socioeconomic and ethnic groups, poor 

families, African Americans, young parents, and single-parent families 

are over-represented in the child welfare system. Even so, the families 

involved in child welfare services have diverse characteristics, 

interests, and needs. Some haLve problems with substance abuse, chronic 

mental illness, social isolation, skills deficits, or severe 

environmental deficits. Some families have a long history of 

involvement in child welfare and other social service systems; others, 

especially young mothers and those with acute problems, are new to "the 

system." 

Caretakers and caseworkers often have very different views of the 

nature of family problems and child maltreatment. Caretakers vary in 

terms of their interests in changing the behaviors or situations that 

led to their involvement in the child welfare system. Caretaker and 

caseworker dyads vary in terms o[ their ability to form a constructive 

working relationship. These issues--the severity and types of family 

problems, caretaker readiness for change, and the nature of the working 

relationship between caretakers and caseworker--are likely to affect 

the processes and outcomes of in-home services. 

Readiness for Change 

In cases of child maltreatment, parental motivation and readiness 

for change are of considerable interest to child welfare worke1s. 
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Caretakers who are ready to change abusive or neglectful practices are 

thought to pose less risk of future harm to children and are expected 

to be more responsive to treatment than those who are not ready to 

change. Hence, readiness for change is considered an important 

component of risk assessment, case planning, decision-making, and 

allocation of treatment and out-of-home placement resources in child 

welfare (Gelles, 1995, 1996, 2000). 

Some caretakers are open to learning new ways of coping with the 

demands of parenthood and daily living. Others see nothing wrong with 

their current parenting and coping styles. And there are caretakers 

whose judgement about their parenting and coping styles may be 

attenuated by their chronic addictions and other mental health 

problems, especially depression. For these latter two groups of 

caretakers, certain cognitive changes may be prerequisite to 

substantial behavioral changes in parenting and coping. In these cases, 

short-term, intensive, in-home services may have little impact on 

behaviors and conditions related to child maltreatment, but might be 

successful in helping caretakers acknowledge their addiction or mental 

health problems, become more aware of the effects of these problems on 

their children, and begin to take steps to deal with these problems. 

More substantial behavioral changes might be expected in the first 

group we mentioned: caretakers who are already open to change. In other 

words, the kinds of outcomes that can be expected in a short-term 

intervention may depend, in part, on caretaker's readiness for change 

ut the outset. Increased readiness for change may be a legitimate 

target of intervention and an important indicator of progress (a 

proximal outcome) in some cases. Hence, we view caretakers' readiness 
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for change as both a moderator of program outcomes and a proximal 

outcome in its own right. 

We expected caretakers who reported more readiness for change at 

the beginning to show more improvement in targeted outcomes and be more 

likely to maintain those gains. For those expressing little readiness 

for change at baseline, the major outcome of intervention may be to 

enhance the caretaker's readiness for change. These caretakers may 

require additional (aftercare) services to make and maintain positive 

changes. In this second group, we hoped to see some increase in 

readiness for change after referral for in-home services. 

The Stages of Change 

Client motivation or readiness for change has been conceptualized 

in a variety of ways. Readiness for change is a central component of 

the popular "stages of change" model developed by Prochaska, 

DiClemente, and their colleagues (Prochaska & DiClemente, 1984, 1986, 

1992). According to their Transtheoretical Model, readiness for change 

and behavioral change occur in a series of stages (Prochaska & 

DiClemente, 1984; 1986; 1992). Whether within or outside of formal 

treatment and in relation to virtually any problem behavior, this model 

suggests that people move from precontemplation (not thinking about 

change) to contemplation (thinking about change) to preparation 

(getting ready to change) to action (making changes) to maintenance of 

the desired change. If maintenance strategies fail, individuals may 

relapse, returning to a previous stage. 

The "stages of change" are considered to be an ordered sequence of 

discrete states. Although stugc stutus changes over time, at any given 

moment a person is assumed to be in a single stage; hence, the stages 
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are thought to be mutually exclusive (Martin, Velicer & Fava, 1996, p. 

69). Individuals "pass through each stage" in an orderly fashion 

(Prochaska, DiClemente, Velicer & Rossi, 1992, p. 825, emphasis in the 

original). This progression is not always linear; people relapse and 

may cycle through the stage- sequence more than once, but stage-skipping 

is not expected (Prochaska, DiClemente, Velicer & Rossi, 1992). 

Widely used in health psychology (Weinstein, Rothman & Sutton, 

1998) and in the study and treatment of addictions (Davidson, 1992; 

Sutton, 1996), the stages of change model also appears in the 

literature on community-based mental health services (e.g., 

Mcconnaughy, Prochaska & Velicer, 1983; Mcconnaughy, DiClemente, 

Prochaska & Velicer, 1989; O'Hare, 1996a, 1996b), and intimate partner 

violence (Begun, Weinstein & Strodthoff, 1998). Most studies concern 

smoking cessation, drug and alcohol problems, or adult mental health 

problems. Readiness-for-change studies are also located within clinical 

drug trials involving persons with anxiety disorders, and in research 

on exercise acquisition, weight control, skin cancer prevention (via 

sun screen use), HIV risk reduction, adolescent delinquency, and the 

management of diabetes mellitus (for a review, see Littell & Girvin, 

2002). Although most studies focus on problem reduction, some 

investigators use the stages of change to describe the acquisition of 

problem behaviors, such as tobacco use. 

Most studies of the stages of change have been cross-sectional, 

although longitudinal evidence is beginning to appear, particularly in 

areas related to cancer prevention (smoking cessation and sun screen 

use) and substance abuse. Convenience samples (clinic attendees and 

volunteers) are used in all but a few studies. Sample sizes vary, but 
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most published reports involve over 200 subjects and several include 

well over 1,000 (Littell & Girvin, 2002). 

Proponents claim that there is strong empirical support for the 

stages of change across a wide range of populations and problems 

(Prochaska, DiClemente, Velicer & Rossi, 1992; Prochaska & Velicer, 

1997; Prochaska, V,elicer, Rossi et al., 1994; Velicer, Hughes, Fava, 

Prochaska & DiClemente, 1995; Velicer, Rossi, Prochaska & DiClemente, 

1996). However, the model has its critics (e.g., Bandura, 1997, 1998; 

Davidson, 1992, 1998; Sutton, 1996), and a recent review of over 150 

empirical studies suggests that there is reason to question the model's 

most basic assumpt:i.ons (Littell & Girvin, 2002). 

Child welfare professionals have suggested that the stages-of

change model can be used along with risk assessment tools to make 

important service and referral decisions (Gelles, 1996). In some 

states, the model has been used as a heuristic devise in training child 

welfare workers. To date, there are no published studies of the stages 

of change in child welfare samples. This project begins the process of 

empirically evaluating the applicability of the stages-of-change model 

in child welfare. 

We expected many of the caretakers in our study to score at the 

precontemplative or contemplative stages at the beginning of home-based 

intervention. It was hoped that most of them would move "up" a stage 

during in-home services. Because of the greater intensity and scope of 

the FPS intervention, we also expected more movement during this period 

However, we did not expect to find a simple, linear relationship 

between intensity of the intervention and progression through the 

stages-of-change. Rather, we thought more intensive services might be 
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productive in some cases and not others. Our study examines factors 

associated with readiness for change and the predictive validity of 

measures of caretaker readiness for change. 

University of Rhode Island Change Assessment (URICA) Scale 

The stages of change alre commonly assessed with an algorithm 

(i.e., a set of decision rules), based on yes or no answers to a few 

questions about current behavior and future intentions, or with the 

University of Rhode Island Change Assessment (URICA) scale or one of 

its variants. Compared with the algorithms, the URICA "is longer but 

has the advantage of being more subtle and less susceptible to 

misreporting in contexts ... where people may feel pressured to report 

that they are more prepared to take action" (Prochaska & DiClemente, 

1998, p. 40). It is assumed that either approach is appropriate for 

measuring the stages of change (Norman et al., 1998; Martin et al., 

1996; Prochaska, DiClemente, Velicer, & Rossi, 1992). 

Originally developed for use in research on psychotherapy 

(Mcconnaughy et al., 1983, 1989), the URICA has been used to assess 

readiness for change across a range of behaviors from weight reduction 

and smoking cessation to recovery from alcohol and cocaine addictions 

(Prochaska, DiClemente & No:rcross, 1994), and in a comparison of court

ordered versus voluntary clients in a community mental health center 

(O'Hare, 1996b). It is a se.lf-report scale, completed by the client. 

The instrument's four subscales are thought to correspond to stages of 

l:)Lt:coule1uµlcili.u11, cuulemplciL.ior1, cicti.uu, duu 1t1di.ult:11cil!Ce (LheLt: i.s no 

preparation subscale, becau:3e preparation was not viewed as a distinct 

stage when the URICA was developed). Items are rated on a 5-point scale 
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{from l=strongly disagree to 5=,strongly agree). Sample items from these 

subscales are shown below. 

Precontemplation: "As far as I'm concerned, I don't have any 

froblems that need changing," "I guess I have faults, but there's 

~othing that I really need to change," "I have worries but so does 

the next person. Why spend time thinking about them?" 

Contemplation: "I've been thinking that I might want to change 

something about myself," '"I have a problem and I really should 

¼Ork on it." 

Action: "I am actively working on my problems," "At times my 

problems are difficult, but I'm working on them," "Even though I'm 

not always successful in changing, Ia.mat least working on my 

problems." 

Maintenance: "I thought once I had resolved the problem I would be 

free of it, but sometimes I still find myself struggling with it," 

"I'm here to prevent myself from having a relapse of my problem," 

"After all I had done to try and change my problem, every now and 

a3ain it comes back to haunt me." 

There have been several criticisms of the construction of the 

URI CA. All i terns in eacl-1 scale are scored in the san-te direction, w11icl1 

increases the likelihood of response sets; some items are double

barreled; some items are worded using negatives, which requires 

formulation of a double negative for some responses; and there is 
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semantic overlap among items, which can inflate measures of internal 

consistency (Davidson, 1998; Jefferson, 1991). Further, the URICA was 

normed on middle-class, Caucasian subjects and may not perform well in 

other samples (Hutchison, 1996; Jefferson, 1991). 

In an initial study, the URICA subscales showed strong internal 

consistency (Chronbach's alphas ranged from .88 to .89) in a sample of 

psychotherapy clients (Mcconnaughy et al., 1983). However, the URICA 

and its variants seem to have somewhat uneven levels of internal 

consistency across samples and problems. Some studies reported 

Chronbach's alphas between .7 and .9 (Cady, Winters, Jordan et al., 

1996; Carney & Kivlahan, 1995; Elder, DeMoor, Young et al., 1990; 

Hilburger, 1995; Jefferson, 1991; O'Hare, 1996a; Mcconnaughy et al., 

1983, 19B9; Rollnick, Heather, Gold & Hall, 1992), while others found 

one or more alpha's under .7 (Belding, Iguchi & Lamb, 1996; Costa, 

1990; DiClemente & Hughes, 1990; Lerner, 1990; Lamb, Belding, & 

Festinger, 1995; Rosenbloom, 1991; Tsoh, 1995). 

Several kinds of analysis have been performed to test the 

construct: validity of the stage categories. Evidence from studies that 

performed factor analysis on the URICA items is mixed (Carey, Purnine, 

Maisto & Carey, 1999). While some of these studies generally confirm 

the four--stage structure (Carney & Kivlahan, 1995; DiClemente & Hughes, 

1990; Hi1burger, 1995; Lerner, 1990; Mcconnaughy et al., 1989; O'Hare, 

1996a; Rollnick et al., 1992), typically some of the expected factor 

loadings are weak and a few items load on the "wrong" factor (see, for 

example, llilburger, 199S; Mcconnaughy - ._ - , 
CL. Cl...L • , 1989). Cluster analysis 

has often been used to test the stage model, but studies using this 

approach have produced wildly varying results (for a review, see Littell 

& Girvin , 2 O O 2 ) . 
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Evidence for the URICA's predictive validity is also mixed. Some 

studies found no significant relationships between the stages of change 

and measures of treatment attendance, duration, or program completion 

(e.g., Cady et al., 1996; Hutchison, 1996; Isenhart, 1994; Kavanagh, 

sitharthan & Sayer, 1996; Lamb et al., 1995; Willoughby & Edens, 1996). 

In others, high precontemplation scores predict drop-out (Smith, Subich 

& Kalodner, 1995), but sometimes in the "wrong 0 direction (i.e., high 

pc scores predict longer retention in treatment; Belding, Iguchi, Lamb, 

Lakin & Terry, 1995; Jefferson, 1991). Similarly, baseline stage has 

been predictive of outcomes in some studies (e.g., Beitman, Beck, 

Deuser, Carter, Davidson & Maddock, 1994; Crittenden, Manfredi, 

Warnecke, Cho & Parsons, 1998; DiClemente, Prochaska, Fairhurst, 

velicer, Velasquez & Rossi, 1991; Mcconnaughy, 1984; Wilson, Bell-Dolan 

& Beitman, 1997), but not others (Farkas, Pierce, Gilpin, Zhu, 

Rosbrouk, Berry & Kaplan, 1996; Farkas, Pierce, Zhu, Rosbrook, Gilpin, 

Berry & Kaplan, 1996); and there are mixed results within some studies 

(Belding, Iguchi & Lamb, 1997; Heather, Rollnick & Bell, 1993; Kavanagh 

et al., 1996; Reid, Nair, Mistry & Beitman, 1996; Tsoh, 1995). In their 

review of prospective studies of the stages of change, Belding, Iguchi, 

and Lamb conclude that "none clearly and consistently supports the 

predictive validity of the mode:1° (1997, p. 65). 

A search for other measures of clients' readiness for change 

yielded several instruments that were based on the URICA, 1 but none 

that were substantially different from the URICA or had performed 

better in field studies. 

1 Related instruments inc1ude the Stages of Change Readiness and 
Treatment Eagerness Scale (SOCRATES; Miller & Tonigan, 1996) and the 
Readiness to Change Questionnaire (Rollnick, Heather, Gold, & Hall, 

1992) · 
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We used a modified version of the URICA t:o assess caretakers' 

readiness for change. Beginning with a 24-item version of the scale 

(developed and tested by Carbonari, DiClemente, Addy, & Pollak, 1996), 

we revised the instructions so that the items refer to "problems you 

have in taking care of your children" (see Appendix A). After 

consulting with one of the developers of the URICA, 2 we dropped the 

maintenance subscale, reducing the 24-item sea.le to 18 items. 

Some authors have argued that readiness :Eor change develops in 

movement along a continuum, rather than a passage through discrete 

stages (Bandura, 1997; Sutton, 1996; Weinstein et al., 1998). Hence, 

some investigators have created overall readiness scores from URICA 

subscales (e.g., Carbonari et al., 1996; Hutchison, 1996; Tsoh, 1995) 

Typically, the overall score is the sum of the means of the 

contemplation (C), action (A), and maintenance (M) scales, minus the 

mean of the precontemplation (PC) scale (C+A+M-PC). In our study, the 

overall score is C + A - PC (because we did use a maintenance scale) 

Questions can be raised about whether either formula represents 

readiness for change (e.g., how well do the URICA items capture 

readiness for change? should each subscale be weighted equally?). we 

used the overall score in order to compare its performance with the 

URICA subscales. 

2 DiClemente noted that all of the items in the maintenance 
subscale are worded negatively (i.e., they focus on problems in 
maintenance and vulnerability to relapse, not maintenance of change 
itself) and told us that other researchers had dropped the maintenance 
scale if they thought that there would be few "maintainers" in a study 
population (Carlo DiClemente, personal communication, September 17, 
1996). The maintenance items did not appear to be relevant for our 
population. 
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Alliance Formation 

The therapeutic alliance, assessed early in treatment (between the 

3rd and 5th session in office-based treatment), has been one of the 

most potent predictors of favorable treatment outcomes for adults 

across a broad range of interventions, including behavioral and 

cognitive-behavioral therapies, and with a range of diagnostic groups, 

including people with depression and anxiety, substance abuse, 

borderline and antisocial personality disorders, and even schizophrenia 

(for reviews, see Horvath & Greenberg, 1994; Horvath & Luborsky, 1993; 

Martin, Garske, & Davis, 2000). Outcome measures with which the 

alliance has been positively associated include treatment 

participation, reduction in symptomatology, and some measures of 

functioning. A recent metanalysis indicates that the alliance has an 

overall effect size of .22 across instruments, data sources, and 

outcomes (Marcin et al., 2000). 

While the formation of an early positive alliance is thought to be 

important in all forms of treat:ment, it may be particularly important 

in short-term interventions (Gelso & Carter 1994; Koss & Shiang, 1994), 

including behavioral and cognit:ive-behavioral interventions (Raue & 

Goldfried, 1994), the predominant approaches used in FPS (Henggeler, 

schoenwald, Pickrel, Rowland & Santos, 1994). 

Despite conceptual and programmatic variation and differences in 

populations served among prevailing models of family preservation 

services (Henggeler et al., 1994; Nelson, Landsman & Deutelbaum, 1990), 

an essen.tial \...Vlll!:,JU1J.C11t of any of these interventions is the formation 

of an alliance between the caretaker and worker which may influence the 

process of change. The alliance is viewed both as a facilitative 

condition, providing a positive context for the enhancement of a 
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variety of interventions, and a beneficial therapeutic agent in its own 

right. Although the significance of the helping relationship is widely 

acknowledged by family preservation clinicianE: {e.g., Kinney, Haapala, 

& Booth, 1991) and implicit in the literature on treatment technologies 

(Dore & Alexander, 1996), there have been no empirical studies 

describing alliance formation in FPS or its relationship to outcomes. 

To date, most alliance investigation has occurred in clinical 

research settings, with mostly white, middle-class, voluntary clients, 

professional therapists, and in structured weekly sessions of standard 

length. How different concentrations and locat.ion of services--such as 

those found in FPS--affect alliance formation is unknown and are 

explored in this research. 

More recent alliance research in adult intensive case management 

and substance abuse has expanded the definitions of helper to include 

other service consumers (Solomon, Draine & Delaney, 1995) and drug 

counselors who do not have the formal credentials usually found in 

traditional psychotherapy studies (Luborsky, Barber, Siqueland et al., 

1996). As Bordin pointed out in 1979, there is no reason to expect that 

most of the widely used alliance measures cannot be applied equally 

well with professional and paraprofessional st:aff, an important 

consideration in FPS. Recent alliance research in adult intensive case 

management with entry-level workers in community settings has reported 

positive predictions between the alliance and some intervention 

outcomes (Chinman, Rosenheck & Lam, 2000; Nea:Le & Rosenbeck, 1995; 

Solomon et al., 1995), providing preliminary support for the predictive 

validity of the alliance in community-based services. 

If the alliance has similar positive predictive capacity in FPS, 

such knowledge might be used to refine FPS fo:r different subgroups of 
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families. A better understanding of and ability to influence the 

alliance formation process seems to be an important component in 

heightening the effectiveness of therapeutic interventions in general 

and needs to be examined in the context of FPS. Therefore, both to 

improve services to families anid to further evaluate efforts in FPS, a 

better understanding of this particular process variable, as yet 

unexamined in FPS, is both important and timely. 

Instruments that measure 1:he alliance typically assess two basic 

components: (a) a bonding or relational dimension; and (b) a 

collaborative dimension betweern therapist and caretaker. Typical items 

reflecting the bonding dimension are: "My therapist likes me;" "My 

therapist understands me;" and "I feel I can depend on my therapist." 

Typical items reflecting the collaborative dimension include those 

related to agreement on specific goals and tasks of treatment. For 

example, "My therapist wants me Lu ctchieve my goals," "I believe we 

have similar ideas about the nature of my problems," and "What I am 

doing with my therapist gives me new ways of looking at my problems." 

with modifications in wording (e.g., changing "therapistff to 

"caseworker"), these dimensions are highly compatible with FPS 

practice. Regarding bonding, the founders of Homebuilders, the premier 

FPS model, focus on the importance of "liking caretakers" and "helping 

caretakers like us" (Kinney et al., 1991, pp. 58-62). Regarding 

collaboration, they view caretakers as "colleagues in a joint venture 

of change" (1991, p. 65). 

working Alliance Inventory (WAI) 

There are now over a dozen different instruments, developed and 

tested in psychotherapy research settings, to empirically assess the 
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alliance. These instruments are beginning to be tested in community

based services and with populations similar to those found in the child 

welfare system. Most alliance instruments are short, direct caretaker 

and therapist self-report measures, with considerable, favorable 

reliability and validity assessment (Horvath & Greenberg, 1994; Horvath 

& Luborsky, 1993). 

Our study employs the Working Alliance Inventory (WAI), a 36-item 

self-report alliance measure, which uses a 7-point, fully-anchored, 

Likert-type rating scale (l=never to ?=always) (Horvath, 1981; Horvath 

& Greenberg, 1989; Tracey & Kokotovic, 1989). This is probably the most 

widely used alliance measure in the research literature and it is used 

in the few studies of the alliance in community-based services. There 

are parallel versions for both the client and worker. We use both. This 

scale assesses three primary components of the caretaker-caseworker 

relationships: (a) goals and (b) tasks of treatment, comprising the 

collaborative dimension, and (c) bonds, which reflect a complex network 

of personal attachments between caretaker and helper, including mutual 

acceptance, liking, trust, and confidence. 

There is a large body of literature confirming the reliability of 

the WAI (Chronbach's alphas range from .84 to .93 for the whole 

instrument with slightly lower alphas for the subscales; test-retest 

reliability is .80 for the whole scale and between .66 and .74 for the 

subscales within a 3-week interval). There is also good evidence for 

its convergent and discriminant validity (for a review, see Horvath & 

Greenberg, 1994). In terms of predictive validity, eight studies 

relating the WAI to a series of treatment outcomes report an average 

effect size of .33 for the client-based measure. 
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Tracey and Kokotovic (1989) examined the factor structure of the 

WAI and found a general alliance factor plus 3 second-level factors 

corresponding to the bond, goal, and task scales. Numerous studies have 

shown that the three subscales are highly inter-correlated; hence, most 

investigations use the global score (Connors, Carroll, DiClemente, 

Longabaugh & Donovan, 1997). 

For purposes of the present study, we modified the original WAI 

items by changing the word "therapist" to "caseworker." Caretaker and 

caseworker versions of the modified WAI are shown in Appendix A. 

Substance Abuse 

It is estimated that 8.3 million children in the United States 

live in households in which at least one parent is either alcoholic or 

in need of substance abuse treatment (U.S. Department of Health and 

Human Services [HHS], 1999). Each year, approximately 221,000 infants 

are born after prenatal exposure to illicit drugs (HHS, National 

Institutes of Health, National Institute on Drug Abuse (NIDA], 1994, 

cited in HHS, 1999). Relatively few of these children come into contact 

with the child welfare system, but substance abuse is widely recognized 

as a significant problem in many child welfare cases, and families with 

substance abuse problems are often more troubled than other families in 

the child welfare system (HHS/Children's Bureau, 1997). 

Estimates of the prevalence of substance abuse in child welfare 

cases are inconsistent. These inconsistencies arise from variations in 

the populations studied, differences in how drug and alcohol "problems" 

are construed, and variations in the instruments and assessment methods 

used (HHS, 1999). Most studies report that between one third and two

thirds of children involved in the child welfare system come from 
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families in which substance abuse is a problem (HHS, 1999). For 

example, Merrick (1993, cited in Besinger, Garland, Litrownik & 

Landsverk, 1999) reports that alcohol and illicit substances were 

involved in 64% of a cohort of child maltreatment cases in the New York 

City Family Court. Famularo, Kinscherff and Fenton (1992) found 

evidence of substance abuse in 67% of a random sample of substantiated 

maltreatment cases brought before a juvenile court. Murphy, Jellinek, 

Quinn, Smith, Poitrast and Goshko (1991) found that 43% of the families 

in 206 juvenile court cases involving allegations of child maltreatment 

had documented problems with alcohol or other drugs. 

There is evidence that substance abuse i:s an important 

contributing factor to the maltreatment of children (Dore et al., 

1995) . Research indicates that the parenting ~;tyles of substance

abusing parents differ from those of parents with no history of drug or 

alcohol dependence in ways that leave children at greater risk (McMahon 

& Luthar, 1998). There are many theories about: the connections between 

child maltreatment and substance abuse (for a review, see Besinger, et 

al., 1999). Some argue that violent behaviors might result from the 

disinhibitory effects of alcohol and other substances (Mitchel & 

Savage, 1991, cited in Besinger et al., 1999). Alternatively, it may be 

that alcohol and some illicit substances have a sedating effect on 

users, resulting in their inability to respond to children's needs 

(Hindman, 1977, cited in Besinger et al., 1999). Others theorize that 

mediating factors such as stress, poverty, or maltreatment experienced 

by the parents might account for both substance abuse and the abusive 

or neglectful behaviors exhibited by some car<=takers (Orme & Rimmer, 

1981, cited in Besinger et al., 1999). Several researchers (e.g., 

Kearney, Murphy & Rosenbaum, 1994, cited in McMahon & Luthar, 1998) 
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have described often unsuccessful attempts of drug-dependent parents to 

balance their addiction with their responsibilities to care for their 

children. 

While both drugs and alcohol are linked to child maltreatment, the 

abuse of alcohol is more preva1ent among caretakers in the child 

welfare system than the abuse of illicit drugs (HHS, 1999). According 

to a 1993 report, among caretakers who abuse alcohol and/or drugs, 

alcohol was a problem for 77%, and was the most harm-causing substance 

for 64%; cocaine was the most harm-causing substance for 23% 

(HHS/National Center on Child ):..buse and Neglect [NCCAN], 1993) 

Of the 25 largest Metropolitan Statistical Areas (MSAs) in the 

u.s., Philadelphia ranked 6th in rates of alcohol use, 13th in illicit 

drug use, and 17th in cocaine use in 1991 through 1993 (Substance Abuse 

and Mental Health Services Adm:inistration [SAMHSA], September 1996). 

These SAMHSA estimates indicate that from 1991 to 1993, an average of 

59% of those age 12 and older :in the Philadelphia MSA reported use of 

alcohol in the past month, compared with SO% for the U.S. as a whole. 

In terms of illicit drug use, Philadelphia MSA residents were more 

typical of the U.S. population in general: 6% used illicit drugs and 1% 

reported use of cocaine within the past month. Data on drug dependence 

and treatment were also similar to figures for the U.S.: 1% of the 

Philadelphia MSA residents over 12 were dependent on illicit drugs in 

the past year; 3% dependent on alcohol. Less than 1% received treatment 

for drug or alcohol use (SAMHSA, September 1996). 

As in other cities, in Philadelphia parental substance abuse often 

leads to involvement with public child welfare services (Abraxas 

Foundation, 1995). The inclusion of cases of caretaker substance abuse 

in intensive, in-home services has been the subject of some controversy 
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in the U.S. Known substance abuse cases have been screened out of FPS 

in many jurisdictions because they are thought to be too difficult or 

because their treatment needs (e.g., in-patient treatment and group 

work) are considered incompatible with home-b.ased services. However, 

most of the FPS programs in Philadelphia were designed to deal with 

cases with substance abuse problems. 

Many, if not most, of the caretakers in the Philadelphia study 

were expected to have significant problems resulting from heavy 

substance abuse, particularly alcoholism and ,crack-cocaine addiction. 

DHS and FPS staff estimated that substance abuse problems were present 

in 80 to 90 percent of FPS cases, but there w,ere no hard data on the 

nature and severity of these problems prior to our study. 

We gathered information on the specific types of drugs that 

caretakers use, frequency and duration of use for each substance 

(including alcohol), and perceived effects of substance use on various 

aspects of psychosocial functioning in general and on parenting in 

particular. 

Chemical Use. Abuse. and Dependence (CUAD) Scale 

The most widely used self-report measure of substance abuse, the 

Addiction Severity Index (ASI; McLellan, Luborsky, O'Brien & Woody, 

1980), was too lengthy for our study. The Chemical Use, Abuse, and 

Dependence (CUAD) scale (McGovern & Morrison, 1992) "has potential as a 

screening device in child welfare" because it is relatively brief, 

captures polydrug use, and can be administered with minimal t.1.a_;_u_;_u'::; 

(Dore, Doris, & Wright, 1995, p. 538). After consulting with one of the 

developers of the CUAD (Mark McGovern, personal communication, 

September 10, 1996), we made several modifications to this instrument. 
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Information on street drugs in use in Philadelphia was obtained in 

interviews with service providers that specialize in treatment of 

substance abuse in Philadelphia, and we substituted local street names 

for various drugs listed on the CUAD. We dropped questions about 

amounts and mode of drug use, since these items do not affect scoring 

of the CUAD. We adapted two qu,estions from the ASI on the perceived 

effects of drug and alcohol use on psychosocial functioning. We 

developed 22 items of our own on parents' perceptions of the effects of 

substance abuse on their parenting because we could find no available 

measures of this. The final version of our measurement tool for 

substance abuse--which includes portions of the CUAD, ASI, and our own 

items--is shown in Appendix A. 

Social Desirability Bias 

Social desirability bias is systematic distortion of responses, 

that results from the tendency to deny socially undesirable 

characteristics and claim socially desirable ones (Nederhof, 1985; 

Paulhus, 1984). Our early work on this project suggested that 

caretakers might provide socially desirable responses to certain 

questions. Analysis of data on the first 70 cases suggested that 

relatively few caretakers reported substance use (including alcohol 

use); most caretakers were ready for change, although few thought they 

had problems; and most were en~3aged in positive working relationships 

with their caseworkers. After several months of data collection, we 

began to assess caretakers' tendencies to give socially desirable 

responses. 

In decades past, social desirability bias was a subject of 

investigations in its own right:. After the development of measurement 
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instruments such as the Marlowe-Crowne Social Desirability Scale 

(Crowne & Marlowe, 1960, 1964) and the Edwards Social Desirability 

Scale (Edwards, 1957), this construct was extensively studied, 

especially in personality research (Nederhof, 1985). 

Paulhus (1984) showed that there are two components of social 

desirability bias: "Self-deception" occurs when the respondent actually 

believes his or her inflated s~lf-reports. "Other-deception" involves 

misrepresentation of the truth as a form of "impression management" and 

in order to avoid negative appraisals. Thus, social desirability bias 

has both personal and situational components. Paulhus (1984) thought 

researchers should be concerned with the potential effects of 

impression management on self-reports, rather than self-deception. 

Ross and Mirowsky (1984) suggested that impression management is a 

learned, adaptive strategy that is more common among persons of lower 

socioeconomic status, in groups that are relatively powerless, and in 

cultures that emphasize the importance of a proper image. 

In the last few decades, with growing awareness of sources of 

systematic bias that can affect the validity of social science 

research, investigators have assessed the impact of social desirability 

bias on self-report measures of a range of constructs (Reynolds, 1982) 

A review of the literature (searches of Psychinfo and Social Work 

Abstracts for the years 1986-2000) suggests that during the 1980s and 

'90s social desirability bias was examined as an adjunct measure in 

studies of a variety of problems and behaviors across different 

populations. Measures of social desirability bias have been ~sed, for 

example, to assess the validity of reports of depression among college 

students (Clark, Crewdson & Prudon, 1998), to explore counselor 

preferences among Mexican-American college students (Abreu & Gabarain, 
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2000), to assess the multicultural competence of counselors 

(Constantine, & Ladany, 2000), and to examine defensive under-reporting 

on the Minnesota Multiphasic Personality Inventory-2 in a sample of 

parents involved in custody dispute litigation (Bagby, Nicholson, Buis, 

Radovanovic & Fidler, 1999). Although social desirability bias was not 

the central focus of these studies, they offer examples of the range of 

areas in which this potential source of bias has been examined 

recently. Such investigations have rarely been conducted in child 

welfare samples. 

Although social desirability is considered one of the most common 

sources of bias in social scieince research (Nederhof, 1985), there have 

been few attempts to synthesizie information about the actual impact of 

social desirability bias on self reports. A recent metanalysis suggests 

that social desirability bias has low to moderate effects (mean r = -

.18) on reporting ot involvement in intimate partner violence (Sugarman 

& Hotaling, 1997). 

Several studies examined social desirability bias in relation to 

measures of parenting attitudes and behaviors. Robertson and Milner 

(1985) examined the construct validity of the Child Abuse Potential 

Inventory (CAP) lie scale by assessing its relationship to the Marlowe

Crowne Social Desirability Sca1e. Subjects (187 college students and 31 

parents) were instructed to complete the instruments three times: 

truthfully, in a socially desirable manner, and in a socially 

undesirable manner. Both the CAP lie scale and the Marlowe-Crowne were 

ust::ful .iJ1 d.i..scr .i.r11iuat..i.n':l LL uLh.f ul [ L0111 f abL ..i.cdleu L ~::;l-'uu::H::::;; ::;u1.:.idl 

desirability scores were lowest in "honestN responses, slightly higher 

for "undesirablen responses, and extremely high for "desirableN 

responses. 
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Ferguson and Schneider (1999) used the Marlowe-Crowne to assist in 

the development of the Test of Parenting Skills. The authors found that 

two of this instrument's subscales needed modification to reduce their 

correlations with the measure of social desirability bias. Ross and 

Hill (2000) used a short version of the Marlowe-Crowne in a study of 

the reliability and validity of the Family Unpredictability Scale. They 

reported that social desirability bias did not influence parents' 

responses on this Scale. 

In a study of parental stress and anxiety, LaFiosca and Loyd 

(1986) equated social desirability bias with "defensiveness." Their 

sample included mothers of children who were referred to a 

developmental evaluation clinic and mothers of "well-adjusted" children 

who were working up to their academic potential. In both the clinic and 

non-clinic samples, scores on the anxiety measures decreased as levels 

of defensiveness (as measured by the Marlowe-Crowne Social Desirability 

Scale) increased. The authors conclude that defensiveness is an 

important consideration in the interpretation of self-report measures 

of parental stress and anxiety. Similarly, Lovejoy, Verda and Hays 

(1997) examined the validity of three instruments which assess 

parenting efficacy and locus of control in a nonclinical sample of 

mothers. Correlations between the Marlowe-Crowne and two of the three 

instruments indicate that these measures may reflect parental distress 

and socially desirable responding as well as beliefs about parenting. 

While measures of social desirability bias appear in studies with 

a variety of populations, this construct has been undeY-studied in 

child welfare. We found only two studies that examined social 

desirability bias in samples of child maltreating parents. Shindler and 

Arkowitz (1986) used the Marlowe-Crowne scale in a comparison of 
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abusing and non-abusing parents. Contrary to the authors' expectations, 

results indicated that abusing mothers were significantly less likely 

to portray themselves in a socially desirable light than non-abusing 

mothers. In another study of both maltreating and non-maltreating 

parents, Hansen, Pallotta, Christopher, Conaway and Lundquist (1995) 

found that social desirability bias (measured with the Edwards Social 

Desirability Scale) was negatively correlated with the Eyberg Child 

Behavior Inventory, the Hassles Scale, and one of the Parental Anger 

Inventory scales (Pearson's rs< -.4, p < .01), suggesting that 

parents' assessments of their children's behaviors and daily problems 

and coping skills were excessively influenced by socially desirable 

response styles. Parents with high social desirability scores tended to 

report fewer child behavior problems, hassles, and situations in which 

they were angry at children. At: the same time, the authors reported no 

significant differences between maltreating and non-maltreating parents 

in social desirability bias. 

Several studies examined relationships between self-reported 

readiness for change and social desirability bias. Although none of 

these studies were conducted in child welfare samples, all found that 

stage of change assessments were not related to social desirability 

bias as assessed with the Marlowe-Crowne scale. For example, in a study 

of physical exercise acquisition among 235 adult volunteers, Cardinal 

(1997) found that the stages of: change were not associated with social 

desirability bias. Using the Stages of Change, Readiness, and Treatment 

Ea91::L.11e::;s Scctlt: (SOCRATES), I::;euhctLL (19941 Iuumi HU ::;.i~11.i£.i.cctul 

differences among three "motivational subtypes" (Arnbi valent, 

uninvolved, and Active subjects) in an inpatient sample of 165 

substance abusers. Similarly, Willoughby and Edens (1996) identified 
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two clusters, which represent Precontemplation and Contemplation

Action, in a sample of 141 patients entering an alcohol treatment 

program; there were no significant differences between the groups on 

the Marlowe-Crowne scale. 

We know of no studies that assess social desirability bias in 

relation to reports of the therapeutic alliance. 

Studies cited above provide examples of the range of problems and 

populations in which the role of social desirability bias has been 

explored. As a whole, these studies reflect concern about the potential 

impact of systematic response biases on the validity of self-report 

measures. Results of these studies suggest that, across problem and 

population, respondents may tai1or their responses to avoid disapproval 

or place themselves in a positive light. In particular, several studies 

demonstrate the influence of social desirability bias on some measures 

of parenting attitudes, beliefs,, and stress. However, we know of no 

evidence that maltreating parent:s are more likely than others to offer 

socially desirable responses. 

Marlowe-Crowne Social Desirability Scale 

The Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 

1960, 1964) is easily the most popular measure of social desirability 

bias in both psychological and sociological research (Nederhof, 1985) 

It describes behaviors that are "culturally sanctioned and approved, 

but improbable" (Crowne & Marlowe, 1964). The original Marlowe-Crowne 

::;t.:dle i.::; t.:ul1t1,>Li.::;ec1 of 33 i.Le111::;, ct11u uses a true/false response format. 

Socially desirable responses are counted and scores range from o to 33, 

with means of about 14 or 15 in most samples of normal subjects (Crowne 

& Marlowe, 1960; O'Grady, 1988; Reynolds, 1982). 
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Reynolds (1982) developed short forms of 11, 12, and 13 items to 

stimulate the use of this instrument in social and psychological 

research. The 13-item Marlowe-Crowne demonstrates an acceptable level 

of reliability (Kuder-Richardson formula 20 reliability=.76), and 

compares favorably with the reliability of the standard 33-item form. 

strong concurrent validity is reported between the 13-item Marlowe

Crowne and the 33-item version (Reynolds, 1982). Reynolds reported a 

mean of 5.67 (sd=3.2) on the 13-item scale in a sample of 608 

undergraduate students. 

We used the 13-item version of the Marlowe-Crowne Social 

Desirability Scale (Reynolds, 1982). Like the original version of the 

scale, the short form has two subscales (see Appendix A). The "deny

bad" subscale includes 8 statements that reflect negatively on the 

respondent, but are likely to be true for most people (a false response 

is considered the socially desirable one). The "agree-good 0 subscale is 

comprised of 5 items that reflect positively on the respondent, but are 

probably not true. Subscale scores and a total score are created by 

dividing the number of socially desirable responses by the number of 

valid responses. 

Although attempts have been made to distinguish between 

attribution (agree-good) and denial (deny-bad) responses, Paulhus 

(1984) and others have shown that the denial and attribution subscales 

are essentially equivalent measures of the same construct. The Marlowe

crowne is thought to be a better measure of other-deception than self-

deception, making it a useful t.ool for detecting social desirability 

bias in social science research (Nederhof, 1985; Paulhus, 1984). 

criticisms of the Marlowe-Crowne have centered its use of dichotomous 

response categories, rather than ordinal scales, and on the development 
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and validation of the scale on a small, homogenous sample of 

undergraduate psychology students (Nederhof, 1985). 
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III. METHODS 

Our longitudinal study of 353 child welfare in-home services cases 

was conducted in conjunction with the Evaluation of Family Preservation 

and Reunification Services (EFPRS), funded by the U.S. Department of 

Health and Human Services (HHS) and conducted by Westat, Inc. and its 

subcontractors, the Chapin Hall Center for Children and James Bell 

Associates. Although the EFPRS was conducted in several states, our 

study was limited to Philadelphia County. In this section we provide an 

overview of the design and implementation of the EFPRS in Philadelphia 

(for additional information, see Westat, 2001). We then describe the 

design and methods used in the present study. 

The EFPRS in Philadelphia 

Between March 1997 and June 1999, staff of the Philadelphia 

Department of Human Services (DHS) identified 362 cases of child abuse 

and neglect in which there was thought to be some "moderate risk" of 

further maltreatment and need for in-home services. 3 For purposes of 

the EFPRS, these families were randomly assigned (by Westat) to 

intensive family preservation services (FPS) or less-intensive Services 

to Children in their Own Homes (SCOH). DHS then referred cases to FPS 

or SCOH programs in selected private agencies. Two private agencies 

provided FPS and three private agencies provided SCOH services to cases 

in the evaluation. 

Some cases did not receive the services to which they were 

randomly assigned (see Table 3-1 in Appendix C). Four cases that were 

3 In Philadelphia, "high risk" cases typically involve the 
removal of a child from the home, while "low risk" cases often do not 
receive further intervention. 
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assigned to SCOH received FPS; 63 cases originally assigned to FPS 

received "minimal services," wh:ich were roughly equivalent to SCOH. 

Nine cases were classified (by 11estat) as inappropriate referrals and 

are not included in our analysis. 

Westat collected extensive data on cases in the EFPRS, including 

information about the nature of family problems and strengths, 

caseworker characteristics and attitudes, services provided, changes in 

caretaker and family functioninq over time, new reports of child 

maltreatment, and out-of-home placements. Westat obtained these data 

from primary caretakers, public and private agency caseworkers, and 

administrative records. 

Three in-person interviews were conducted with primary caretakers 

over a one-year period followinq random assignment. These interviews 

usually occurred in the caretaker's home. On average, initial (Time 1) 

caretaker interviews occurred 4 weeks after random assignment, interim 

(Time 2) interviews occurred at 16 weeks, and follow-up (Time 3) 

interviews were conducted at one year after random assignment (Westat, 

in preparation). Response rates were 75% at Time 1, 74% at Time 2, and 

64% at Time 3 (N=353). Most (aa:t) of the caretakers in the study 

participated in at least one interview; 172 (49%) participated in all 

three interviews. 

The EFPRS design called for telephone interviews with the private 

agency FPS or SCOH caseworker who was assigned to the case at Time 1 

and Time 2. However, due to case coordination and staff turnover 

problems in the agencies, there were often delays in assigning FPS or 

SCOH caseworkers to the families in the study. In SCOH cases, the 

delays were substantial: it was not unusual for 7 or 8 weeks to elapse 

between random assignment to the SCOH group and the initial meeting 
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between family members and a SCOH caseworker. Similar delays were also 

problematic in one of the family preservation programs in the study. In 

addition to the practical concerns these delays created, the EFPRS was 

affected because it was not always possible to get initial data on the 

case from the worker. If the caseworker had not seen the family within 

the first three weeks, Westat srathered initial data from the caretaker 

and later attempted the interim interviews with the caseworker and 

caretaker. 

On average, initial caseworker interviews occurred 5 weeks after 

random assignment and interim interviews with caseworkers occurred at 

18.5 weeks (thus, caseworker interviews tended to follow caretaker 

interviews by an average of one week at Time 1 and 2.5 weeks at Time 

2). Caseworker interviews were obtained for 46% of the cases at Time 1 

and 71% at Time 2. At least one caseworker interview was available for 

253 of the study cases; 3 cases had Time 1 interviews only, 90 cases 

had Time 2 interviews only, and both caseworker interviews were 

completed in 160 cases. In 17 of these cases, a new caseworker was 

assigned to the family between Time 1 and Time 2; hence, the two 

interviews were completed by different caseworkers. 

FPS and SCOH caseworkers were expected to complete a one-page 

checklist every time they had in-person contact or significant 

telephone contact with a family member in an EFPRS case. This "contact 

report" documents the location and duration of contact, presence of 

family members and others, specific topics discussed, and types of 

111c1Ler ic1l did c1nd oLher. services provided. One or more contact report.s 

is available for 209 (59%) of the 353 cases in the study. It appears 

that many contacts were not reported. 

3-1 






































































































































































































































































































































































































































































































































	Neglected Issues in Research on In-Home Services in Child Welfare: Final Report
	tmp.1620148387.pdf.xRHRz

