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Abstract

Objective: To evaluate the SAFE Homes (SH) program, a short-term group care program for children between 3
and 12 years of age who enter care for the first time. The program aims to improve case outcomes by consolidating
resources to facilitate assessment and treatment planning.
Methods: The 1-year outcomes of 342 children who received SAFE Home services and 342 matched foster care
(FC) control children were compared. The 684 subjects used in this report were selected from a larger pool of 909
subjects using propensity score matching to control for hidden bias in treatment group assignment. We hypothesized
that SAFE Homes would result in greater continuity of care for children (e.g., fewer placements, more placements
with siblings and in towns of origin), identification of more relatives for substitute care when needed, reduced use of
high-cost restrictive care settings (e.g., residential, inpatient), and reduced rates of re-abuse through earlier detection
and provision of services to meet child and family treatment needs.
Results: Prior to the initiation of the SAFE Homes program, 75% of the children who entered care in the State
experienced three or more placements in the first year. The outcomes of both the SH and FC cases were significantly
improved over pre-SAFE Home State statistics. The FC group, however, had comparable or better outcomes on
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most variables examined. In addition, the total cost for out-of-home care for the children in FC was significantly
less, despite the fact that the two groups spent similar amounts of time in care (average time in care: 7 months).
This finding held when the total placement cost was calculated using the State reimbursement rate of $206.00 per
day for SAFE Home care (SH: $20,851± 24,231; FC: $8,441± 21,126,p< .001), and a conservative SAFE Home
program fee of $85.00 per day that only considered the child care and custodial staffing costs uniquely associated
with the program (SH: $13,314± 21,718; FC: $8,441± 21,126,p< .001).
Conclusion: Improvements in outcomes related to continuity of care can be attained through staff training. The
SAFE Home model of care is not cost-effective for first-time placements.
© 2005 Published by Elsevier Ltd.
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Introduction

Recent studies estimate that there are slightly over one-half million maltreated children in foster care
(FC) nationwide (DHHS, 2003), and approximately 6,400 children in foster or residential care in the
State of Connecticut (DCF, 1998). It is estimated that 50–75% of children who enter care nationwide will
return home (Barth, 1994; Committee on Ways and Means, 1991), but 20–40% of these children will re-
enter care within an year or two (Barth, 1995; Courtney, 1995; Wulczyn & George, 1992). Unfortunately,
many children who enter out-of-home care experience multiple placements and spend the majority of
their lives in “foster-care drift”—moving from one home to the next without ever obtaining a permanent
home (Kaufman & Zigler, 1996; Knitzer, Allen, & McGowan, 1978; Russo, 1991).

Multiple out-of-home placements are associated with several adverse child and adult outcomes
(McDonald, Allen, Westerfelt, & Piliavin, 1996). They increase the likelihood of the development of
depressive disorders in maltreated children (Kaufman, 1991), promote the development of behavior prob-
lems in children with few difficulties at placement onset and exacerbate pre-existing behavior problems
(Newton, Litrownik, & Landsverk, 2000), and are associated with problems in school achievement (Cook,
Fleishman, & Grimes, 1991). In adulthood, having had multiple placements as a child is associated with
fewer years of education (Cook et al., 1991; Zimmerman, 1982), greater housing instability (Meier, 1965),
lower rates of self-support (Zimmerman, 1982), increased risk of persistent violent antisocial behavior
(Widom, 1991), greater likelihood of early parenthood (Cook et al., 1991), and more severe parenting
problems caring for the next generation (Kaufman & Zigler, 1989; Zimmerman, 1982).

In light of the negative consequences associated with long stays in care and multiple changes in place-
ments, Congress passed the Adoption and Safe Families Act in 1997 (P.L. 105–89, 1997). This legislation
mandates, with some exceptions, that permanency be achieved for maltreated children who have been in
out-of-home care for 15 of the last 22 months. Connecticut and several other states require permanency
be achieved if children have been in out-of-home care for only 12 months. Permanency can be attained
via: (1) family reunification, (2) child adoption, or (3) long-term placement with kin or nonrelative foster
caregivers who are granted legal guardianship. The aim of permanency planning efforts is to maximize
the likelihood of children being wanted and having at least one adult that they identify as a psychological
parent (Goldstein, Solnit, Goldstein, & Freud, 1996), since the availability of a positive relationship with
one or more caregivers has been identified as one of the most important factors in ameliorating a host of
negative sequelae associated with child maltreatment (e.g.,Egeland & Jacobvitz, 1984).
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Coinciding with the passage of the Adoption and Safe Families Act (P.L. 105–89, 1997), the Com-
missioner of the Department of Children and Families (DCF), the child protection services agency in
Connecticut, reviewed state statistics and saw that the average school-aged child who entered out-of-
home care in Connecticut experienced four to five placements, with approximately 75% of the children
experiencing three or more placements within the first year (DCF, 1998). In addition, emergency place-
ments resulted in children being separated from their siblings approximately 70% of the time. About
equally often, children were placed an hour or more from their community of origin, because at the time
of the removal, no foster home could be identified in the child’s community of origin that could accom-
modate all the siblings (DCF, 1998). Consequently, when parent-child contact was clinically indicated,
it was often logistically impossible to achieve after children entered care. The Commissioner realized
that there were many ways in which the system’s response to protect maltreated children was further
compounding their trauma. In addition to having experienced events that warranted coercive state inter-
vention and removal from their biological parents, these children were unnecessarily separated from their
siblings, friends, schools, and all that was familiar to them.

To help promote stability for these children, and reduce the stress associated with the need for out-of-
home placement, the State of Connecticut developed the SAFE Homes (SH) program for children between
3 and 12 years of age. In Connecticut, younger children are placed in family settings. Unlike most prior
permanency planning efforts that were designed for children with extended histories of out-of-home care
(Clark et al., 1994; Fanshel, Finch, & Grundy, 1989; Fraser, Walton, Lewis, Pecora, & Waton, 1996; Katz,
1990; Lahiti, 1982; Miller, Fein, Bishop, & Murray, 1985), the SAFE Home program is unique, in that it
was designed for first-time placements.

Multiple private agencies have received contracts with the State to operate SAFE Homes. On average,
these programs have the capacity to serve approximately 12 children (range: 8–20 beds). Mandatory
staffing ratios are 1:4 for day, evening, and nighttime shifts, although most SAFE Homes provide greater
staffing during peak hours to provide age-appropriate recreational and therapeutic activities. In addition to
child care staff, all SAFE Homes have a range of clinical personnel. The SAFE Homes have the capacity
to accept admissions 24-hour per day, 365 days per week, and operate with a no reject, no eject policy. The
expected length of stay is 45 days. SAFE Home staff facilitate many of the responsibilities that in traditional
foster care are completed by DCF staff, including: scheduling evaluations, providing transportation to
appointments, supervising visitations, and providing a range of other case management and intervention
services. SAFE Home staff also attends interagency case planning meetings and are expected to testify
in court, when appropriate. In addition, SAFE Home staff provides modest after-care services for up to 2
months after discharge to facilitate the implementation of treatment recommendations—whether children
are returned home or placed again with kin, in a foster home, or in another community-based setting. In
traditional foster care, it is the DCF worker’s responsibility to coordinate assessments and provide case
management services, but these responsibilities are frequently difficult to achieve given competing child
protection duties.

Four of the most important features of the SAFE Homes are that they: (1) provide a consolidation of
resources to facilitate assessment and treatment planning; (2) are community-based permitting placement
of children in close proximity to birth families facilitating visitation, evaluation, and crisis-intervention
treatment; (3) allow siblings to stay together when placed; and (4) in most cases, allow children to continue
in their school of origin during the assessment and treatment planning process.

The SAFE Home program incorporates many of the features that prior permanency planning pilot
(Fanshel et al., 1989; Katz, 1990; Miller et al., 1985) and service demonstration (Clark et al., 1994;



630 A.D. DeSena et al. / Child Abuse & Neglect 29 (2005) 627–643

Fraser et al., 1996; Lahiti, 1982) projects have identified as critical for successful intervention, includ-
ing: (1) comprehensive assessment and treatment planning; (2) concurrent case planning (Katz, 1990,
1999), the simultaneous consideration of multiple permanency options (e.g., reunification, adoption,
kinship care/guardianship); (3) reduced caseloads; (4) use of intensive case management and refer-
ral services; and (5) ongoing agency involvement at time of return or change in placement. Given
that prior naturalistic follow-up studies have shown that the likelihood of returning home is greatest
in the first year after removal (Davis, Landsverk, Newton, & Ganger, 1996), the SAFE Home pro-
gram was designed for first-time placements, unlike most prior permanency planning efforts, which
as previously noted, were designed for children with extended histories of out-of-home care (Clark
et al., 1994; Fanshel et al., 1989; Fraser et al., 1996; Katz, 1990; Lahiti, 1982; Miller et al., 1985).
The SAFE Home programs were also designed to be community based, as several studies have
found reunification prospects are increased when parental visitation occurs at recommended intervals
(Davis et al., 1996; McMurtry & Lie, 1992).

It was hypothesized that the SAFE Homes program would lead to a reduction in placement number and
costs through improved identification of mental health problems which other investigators have found,
if left untreated, can lead to placement disruption and the use of more restrictive and costly residential
and psychiatric inpatient utilization (Barth, 1996; Courtney & Wong, 1996; Festinger, 1996; Fraser et al.,
1996; Landsverk, Davis, Ganger, Newton, & Johnson, 1996; Potter & Klein-Rothschild, 2002). Children
who received SAFE Home services were also expected to be more likely to be placed with all or some of
their siblings and to be more likely to be maintained in their community origin. Through comprehensive
assessment and treatment planning, it was also predicted that more relatives would be identified as
placement options for children in the SH group, and that re-abuse rates would be lower for these children
through early identification and targeted treatments for parental problems that increase risk for future
incidents of child maltreatment.

The SAFE Homes program is currently in operation statewide, and several states have expressed an
interest in replicating the Connecticut service model for first-time placements. Child welfare is replete
with examples of widespread, costly implementation of service models that were untested prior to their
proliferation (Heneghan, Horwitz, & Leventhal, 1996). Therefore, the goal of the current investigation is
to examine the efficacy of the SAFE Homes program and determine the appropriateness of its widespread
dissemination.

Methods

This study was reviewed by the Yale University Human Investigations Committee and the Department
of Children and Families Institutional Review Board.

Sample

As the SAFE Homes program was implemented sequentially throughout the State, it was possible to
obtain a foster care comparison group from communities where the SAFE Home program was not yet in
operation. A sample of 684 children is included in this report: 342 children who received SAFE Home
services and 342 foster care matched comparisons. Data were collected on all available children who
received SAFE Home services between April 1, 1999, and December 31, 2000. April 1, 1999, marks the
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beginning of the SAFE Homes program, and December 31, 2000, represents the cutoff date for inclusion
that assured a minimum of 1-year follow-up for all study participants. Consistent with the eligibility
criteria for the SAFE Homes program, children in the study ranged in ages from 3 to 12 years at the time
of initial placement.

Inclusion/exclusion criteria

Children were included in the sample if: (a) the removal was the first placement for the child; (b) they
entered out-of-home care between the dates (inclusive) of April 1, 1999, and December 31, 2000; and (c)
they were between the ages of 3 and 12 years old at the time of entry into care. Children were excluded
from the sample if: (a) their case record was incomplete (.8% of eligible cases); (b) access to the case
record was denied for security reasons because the case involved relatives of DCF employees (2.5% of
eligible cases); or (c) FC children had siblings that had previously gone through SH services in another
community (1% of eligible cases).

Propensity score matching of subjects

The 684 subjects for this report were selected from a larger pool of 909 subjects using propensity
score matching. The original cohort of 909 children included 456 children who received SAFE Home
services and 453 foster care comparisons subjects. The 453 FC children were selected from a pool of
1,019 foster children, with each child in the original FC group matched by gender, age, and ethnicity
to a SAFE Home case. While the original cohort of 909 subjects were matched on these and compara-
ble on other demographic factors (e.g., parent’s marital status, welfare history, number of children), the
two cohorts were less well matched on several risk factors that might impact on case outcome. Specif-
ically, in the original cohort of 909 children, 7–10% more FC than SH cases had parents involved with
drugs and/or alcohol, siblings that were previously removed from the home, and parents with a criminal
history.

Propensity scores adjust for all covariates with a single score. They are derived using logistic regression
models (Rosenbaum & Rubin, 1983; Thomas, unpublished), and are used to control for hidden bias in
selection of treatment group assignment in observational studies.

Maltreatment variables and risk factors utilized in generating the propensity scores in this study are
outlined inTable 1. Following the methods delineated byRosenbaum and Rubin (1983), the original
cohort of 909 subjects was divided into five groups according to propensity score quintile to create five
groups of subjects with similar risk and maltreatment history profiles. When there was an excess of
children from one group included in a quintile, subjects from the other group were randomly removed
so that the final sample included an equal number of SH and FC cases in each quintile. This resulted in
a reduction of the original cohort of 909, to a sample of 684 propensity score matched subjects, with
the two groups now statistically indistinguishable on each of the 16 case characteristics included in the
propensity score.

Data extraction method and reliability

The data for this study were derived from the DCF LINKS system. LINKS is a computerized case record
that has replaced the written record in Connecticut. LINKS contains information on family demographics,
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Table 1
Maltreatment experiences and risk factors

SAFE Home (%),N= 342 Foster care (%),N= 342 Significance

Maltreatment types
Physical abuse 18 20 .41
Sexual abuse 2.9 4.4 .31
Physical neglect 79 81 .50
Educational neglect 7.6 5.8 .36
Medical neglect 9.6 7.6 .34

Risk factors
Preschool age child 37 41 .31
Basic needs not met 41 36 .18
Previous substantiated report 68 72 .28
Previous removal of other child 21 25 .08
Violent relationship 26 31 .12
Drugs/alcohol 46 51.9 .11
Criminal activity 30 33 .21
Inadequate supervision 66 67 .75
Risky behavior 33 34 .81
Unable to protect children 67 69 .62
Cognitive/physical disability 21 24 .31

all reports and investigations, placement history, and case notes. Data extracted from LINKS for the
present study are described below. To estimate inter-rater reliability, ten randomly selected cases were
independently coded by two researchers (AD, HD-P). Agreement between the two coders was 100% on
all measures described below.

Demographics

The following data were extracted from the LINKS record at the time of removal for each child: gender,
date of birth, ethnicity, and town of origin. The following family data were also collected: parents’ marital
status, number of children and adults in the household, and public assistance status.

Number of maltreatment reports

The total number of substantiated reports of maltreatment was recorded. Number of reports of mal-
treatment prior to and subsequent to removal (e.g., re-abuse) was calculated separately.

Type of maltreatment

The DCF worker classified the experiences associated with each substantiated report according to
maltreatment type: physical abuse, sexual abuse, physical neglect, educational neglect, or medical neglect.
In some cases, more than one type of maltreatment was substantiated within a given report.
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Risk factors

Workers completed an 11-item DCF derived risk assessment checklist for each substantiated report of
maltreatment (seeTable 1). The 11 items, rated present or not present, were: (1) child victim is preschool
age; (2) primary caretaker is unable to meet basic needs: food, shelter, education, and/or medical care; (3)
previous substantiated report of abuse or neglect; (4) primary caretaker has previously had a child removed
from care due to abuse or neglect; (5) adult is in a relationship characterized by violence; (6) caretaker
or others in household are in contact with drugs and/or alcohol and suffer from impaired judgment; (7)
caretaker or others in household have been previously involved with criminal activities; (8) caretaker
provides inadequate supervision; (9) caretaker permits or allow others into the home who engage in risky
behavior; (10) caretaker does not take responsibility for the protection of the child; and (11) caretaker
has some form of cognitive or physical disability that impacts parental skills. Risk factors were recorded
at first placement, if that report was available, or the most recent report prior to the placement. If the
report being used was 3 months or more from the first placement, the data were checked against the
narrative/case notes. For SH and FC cases, approximately 70% of the risk data were gleaned from the
report at the first removal, 17% of the data were taken from a report within 3 months, and 13% of the data
were taken from a report 3 or more months from the removal and were checked against the narrative.

Number and duration of placements

Time of entry and discharge was recorded for all placements, and total time in care computed. All
placement information was recorded for both SH and FC cases through 1 year from the date of the first
removal.

Sibling status

The status of the children with respect to being placed with siblings for each placement was also coded
as one of five categories: (1) child placed with all of his/her siblings; (2) child placed with some of his/her
siblings; (3) child placed with none of his/her siblings and his/her siblings were placed elsewhere; (4)
child placed with none of his/her siblings and his/her siblings were not placed; and (5) not applicable,
only child.

Placement in community of origin

As one of the goals of the SAFE Homes program was to increase placement of children in their
community of origin, placement location was coded using a five point scale indicating if child was placed
in: (1) town of origin; (2) adjacent town; (3) same county; (4) other region of state; or (5) out-of-state
placement.

Type of placement

Type of placement was coded as one of the following six categories: (1) SAFE Home; (2) traditional
foster care (includes private nonrelative foster care services); (3) relative foster care; (4) residential care;
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(5) therapeutic/medically complex foster care; and (6) other, which most frequently indicated psychiatric
hospitalization.

Total placement costs

The total cost for each child’s out-of-home care was computed using the number of days the child
spent in each type of placement, and the average cost per day for that type of placement. The average
cost per day for each type of placement was as follows: $206.00 per day for a SAFE Home placement;
$23.12 for traditional foster care; $23.12 for relative foster care; $80.84 for therapeutic foster care;
$177.00 for residential care; and $885.00 per day for inpatient psychiatric hospitalization. These costs
are based on typical reimbursement to providers paid by the State during the years the study was conducted
(1999–2001).

Conservative total placement cost estimation

While the State reimburses SAFE Homes $206.00 per day per child, the $206.00 includes payment
for childcare and clinical staff. The clinical staff complete functions performed by DCF workers and
community providers for children placed in traditional foster care (e.g., case management services,
psychosocial evaluations). As these services were not systematically recorded for either group, it is
impossible to estimate their costs. However, some costs associated with the SAFE Homes are unique
to the program, such as residential advisor/child care staff and custodial personnel for the group home.
Estimating the costs for the SAFE Homes program using only these staffing costs, the cost would be
approximately $85 per day.

This more conservative cost estimate for the SAFE Home program was generated by determining the
average child care staff required for 24-hour coverage for a group home that served 12 children, plus the
cost of one full-time custodial staff for the group home. Minimum salaries were used to estimate staffing
costs (e.g., $10 per hour), and fringe benefits were calculated at the rate of 30%. The conservative per
child per day SAFE Home cost was then derived by dividing the 1-week personnel costs by 12 (number
of children served by the staff) and 7 (number of days in the week).

Data analyses

Problems with missing data were minimal. Child demographic, maltreatment, and placement data
variables were recorded for 100% of the subjects. Welfare status was reported for 99% of the cases, and
the risk data were available for 96% of the cases. Parents’ marital status, however, was only recorded in
89% of the cases.

Data were entered into the SPSS Data Entry Builder Program, Version 3.0. Data were then imported
into SPSS, Version 10.0 or Version 8.0. Prior to performing any data analyses, variables were examined
for the presence of any data entry errors and their respective distributions were tested for normalcy.
Children received services from a total of 13 different SAFE Home sites. As there were no site effects
noted, data were summed across sites.

Group differences between SH and FC cases were examined using two-tailedt tests for continuous
variables and the chi-square statistic for categorical variables. For multiple comparisons, significance
values were corrected with a Bonferroni correction for related variables.
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Table 2
Demographic characteristics of the samples

Child characteristics SAFE Home,N= 342 Foster care,N= 342 pValue

Gender (M/F) 55%/45% 54%/46% .82
Ethnicitya 34%/32%/25%/9% 39%/26%/26%/9% .30
Mean age 7.3± 2.9 7.3± 2.9 .94
Age groupb 34%/29%/37% 33%/28%/38% .95

Family characteristics SAFE Home,N= 309 Foster care,N= 268 pValue

Marital statusc 20%/62%/18% 25%/59%/16% .59
Mean #children 1.6± 1.5 1.6± 1.5 .62
Mean #adults 1.6± .6 1.6± .5 .26
Proportion on welfare 45% 44% .79

a Order for ethnicity is as follows: Caucasian/African-American/Hispanic/other.
b Order for age group is as follows: 3–5 years/6–8 years/9–12 years.
c Order for marital status is as follows: married, single, cohabitation.

Results

Comparability of SH and FC propensity score matched cases

Demographic characteristics.The SH and FC samples were comparable on all demographic variables
(seeTable 2). Approximately 55% of both cohorts were male, and the samples were approximately evenly
divided by ethnicity. The mean age of the children was 7.3 years, and approximately one-third of the
children in both cohorts were between 3 and 5 years of age, one-third were between 6 and 8 years of
age, and one-third were 9–12 years of age. The samples were also comparable in terms of the proportion
of single parent families, mean number of children per family, mean number of adults per family, and
proportion of families receiving welfare.

Maltreatment experiences.The SH and FC children also had comparable maltreatment experiences,
with a similar number of substantiated reports of maltreatment documented prior to the children’s first
removal (SH: 1.84± 1.38; FC: 1.94± 1.35;p< .30). In addition, as indicated inTable 1, there were no
differences in the proportion of SH and FC children who experienced physical abuse, sexual abuse, or
physical, educational, or medical neglect prior to placement.

Risk factors.As indicated inTable 1, the SH and FC children were also well matched on risk factors. The
two groups had a comparable number of risk factors endorsed per family (SH: 7.88± 2.5, FC: 7.93± 2.7,
p= .84), and each of the risk factors was present approximately equally often in the two cohorts.

Outcome measures: SAFE Homes versus traditional foster care

Number of placements.Figure 1shows the number SH and FC children who experienced one, two,
three, or four or more placements in the first 12 months in care. Overall, SH children experienced a
greater number of placements than the FC children (SH: 2.15± 1.1, range: 1–8; FC: 1.68± 1.1, range:
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Figure 1. Percent of children experiencing one, two, three, or four or more placements. Note. As SAFE Homes was designed
as a short-term, treatment planning program, by definition, all children who were not reunited upon discharge from the SAFE
Home, experienced two or more placements. (*) There is a statistical difference in the proportion of SH and FC children who
experienced one or two placements.

1–10;p< .001). The differences in the mean number of placements for the two groups, however, is
largely attributable to the proportion of SH and FC children with one versus two placements. As SAFE
Homes was designed as a short-term, treatment planning program, by definition, all children who were
not reunited upon discharge from the SAFE Home, experienced two or more placements.

Duration in out-of-home care.Children spent an average of 7 months in out-of-home care. Those going
through the SH program spent approximately 3 weeks longer in care on average than FC children (days
in care: SH: 218± 145; FC: 196± 155;p< .07).

Location at 1-year follow-up.Table 3shows the location of the children at 1-year follow-up. The children
in the SH group were less likely to be living with their birth parents, and more likely to be living with
relatives or placed in a therapeutic foster home or residential care facility at follow-up and at any point
during the year. After controlling for multiple comparisons, however, only the differences in proportion

Table 3
Location at 1-year follow-up

Place of residence SAFE Home
(%),N= 342

Foster care
(%),N= 342

Significance,
p< .05

Bonferroni
correc-
tion

Home 47 55 .05 ns
Foster care 26 32 .08 ns
Relative foster care 16 9 .005 Significant
Residential carea 4.7 2.0 .05 ns
Therapeutic/medically complex FC 3.5 1.2 .04 ns
Psychiatric hospitalizationb .3 .9 .32 ns

a SH children were more likely to be placed in residential care at some point during the year than FC children (SH: 6.7%, FC:
2.3%;χ2 = 7.60,p= .006, Bonferroni correction, significant).

b SH and FC children were equally likely to have a psychiatric hospitalization at some point during the follow-up (SH: 2.9%,
FC: 3.8%,χ2 = .41,p= .53).
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of children living in relative care and the proportion of children placed in residential care at some point
during the year were significantly different between the two groups (see Note on the bottom ofTable 3).

Placements with siblings.At the time of the first placement, children who received SAFE Home services
were significantly more likely to be placed with all their siblings (SH: 49%, FC: 28%,p< .05), and
almost two and a half times less likely to be placed without any siblings (SH: 9%, FC: 21%,p< .05).
The advantage of the SAFE Home program with regard to keeping siblings together, however, was not
retained at 1-year follow-up. Of the children with siblings who were still in care (SH = 181; FC = 154),
children who received FC were equally likely to be living with all (SH: 24%, FC: 29%,ns) or some (SH:
40%, FC: 44%,ns) of their siblings.

Placement in town of origin.At time of initial placement, children in the FC group were more likely to be
placed in their community of origin than SH children (SH: 24%, FC: 32%,χ2 = 12.0,p< .02). At 1-year
follow-up, among the children not returned to their birth parents or living with relatives, the children in
both groups were now equally likely to be placed in their town of origin or an adjacent town (SH: 40%,
FC: 57%,χ2 = 9.7,p= .14).

Rates of re-abuse.During the 1-year period of follow-up, almost 10% of the children experienced new
substantiated incidents of child maltreatment. Comparable rates of substantiated maltreatment were noted
in the SH and FC cohorts (SH: 8.8%, FC: 9.6%,χ2 = .14,p= .71).

Cost of out-of-home placements.While the SH and FC children spent a comparable time in placement,
the total cost for the out-of-home care of the children who were originally placed in SAFE Homes was
significantly greater than the total out-of-home care expenditures of the children who went initially
to traditional foster care because the SAFE Home program was not yet in operation in their com-
munity. The total placement costs of the SH group was significantly greater than the FC group when
costs were calculated using the State reimbursement rate of $206.00 per day for SAFE Home care (SH:
$20,851± 24,231; FC: $8,441± 21,126,p< .001), and when costs were estimated using the conservative
SAFE Home program rate of $85.00 per day that only considered the child care and custodial staffing
costs uniquely associated with the SAFE Home program (SH: $13,314± 21,718; FC: $8,441± 21,126,
p< .001).

Table 4shows the proportion of total dollars spent for out-of-home care for SH and FC cases. Over
$10,000,000 was spent for the out-of-home care costs of the combined sample. The entire out-of-home
placement costs for the FC group comprised less than 30% of the total expenditures. This includes all
out-of-home care costs associated with the FC group that on average spent a mean of 7 months in care.
When using the State reimbursement rate, the initial SAFE Home placement cost exceeded the total cost
for all the out-of-home placements of the FC group, even though the average length of stay for children
in the SAFE Homes program was only 48 days, and the average length of time in care for children in
the foster care group was 7 months. Using the more conservative fee of $85.00 per day for the SAFE
Home program, the initial average 48 day stay in the SAFE Home program still cost more than the initial
placement for children in the foster care group who were at their initial placement for an average of 116
days (SH: $1,438,795 vs. FC: $924,914).

Noteworthy are the inpatient hospitalization costs that were comparable for the two groups, but quite
substantial. As only 24 children in the two groups required inpatient psychiatric hospitalization, it is
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Table 4
Proportion of total expenditures utilized by SAFE Home and foster care cases for each type of placement (total expenditures:
$10,017,857)a

Type of placement SAFE Home cost, $ (%) Foster care cost, $ (%)

Initial placement (SH or FC) 3,486,962 (35) 924,914 (9.2)
Subsequent safe home 515,000 (5) –
Subsequent foster care 736,881 (7.4) 352,094 (3.5)
Subsequent relative foster care 384,832 (3.8) 188,960 (1.9)
Subsequent residential care 810,483 (8) 250,986 (2.6)
Subsequent therapeutic FC 182,537 (1.8) 73,483 (.8)
Subsequent psychiatric hospitalization 1,014,210 (10) 1,096,515 (11)

Total 7,130,905 (71) 2,886,952 (29)

Note. Even if the more conservative estimate of cost for the SAFE Home program is utilized (e.g., $85.00 per day), the initial
average 48 day stay in the SAFE Home program cost more than the initial placement for children in the foster care group who
were at their initial placement for an average of 116 days (SH: $1,438,795 vs. FC: $924,914).

a Percentages in table represent the percent of the total out-of-home care expenditures for the entire sample (N= 684). The
percent of the budget utilized for the SH children’s initial placement in the SAFE Homes program (mean length of stay = 48
days) was greater than the percent of the budget utilized for all the out-of-home placements of the FC group (mean length of
stay = 203 days).

incredible that the inpatient costs for these 24 children utilized over 20% of the total budget—or approxi-
mately $2,100,000. Clinical anecdotes suggest that the extended hospitalization of many of these children
was frequently due not to psychiatric need, but rather an absence of a place to go after discharge (average
length of stay = 85 days; range: 1–295 days; average cost: $885 per day).

Discussion

Prior to the establishment of the SAFE Homes program, the average school-aged child who entered
care in the State of Connecticut experienced four to five placements, and 75% of the children experienced
three placements within the first year (DCF, 1998). Since the initiation of the SAFE Home program,
the State is doing considerably better, with fewer than 25% of the children who enter care experiencing
three or more placements within the first year. These improvements, however, cannot be attributed to the
SAFE Homes program, per se, as the children who received traditional foster care services because the
SAFE Home program was not yet in operation in their communities of origin experienced a comparable
reduction in number of out-of-home placements.

Since the initiation of the SAFE Homes program, children are also more likely to be placed with
siblings and more likely to be maintained within their community of origin. These improvements again,
however, cannot be attributed to the SAFE Homes program, as the children who received traditional foster
care services because the SAFE Home program was not yet in operation in their communities of origin
were equally or more likely to have these outcomes.

The cost of the SAFE Home program is also prohibitive. When using the State reimbursement rate
of $206 per day, the initial SAFE Home placement costs exceeded the total cost for all the out-of-home
placements of the FC group, even though the average length of stay for children in the SAFE Homes
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program was only 48 days, and the average length of time in care for children in the foster care group was
7 months. The cost of care for the SAFE Home group was significantly greater than the cost of care of
children who received traditional foster care services, even when using the conservative rate of $85 per
day for SAFE Home care which only considers the child care and custodial staffing expenses uniquely
associated with the group home program.

Is the SAFE Homes program worth the cost? One goal of the SAFE Home program was to increase
the use of relative foster care through the completion of more comprehensive initial treatment planning
evaluations. The children in the SAFE Homes program were more likely to be placed with relatives at the
1-year follow-up. While this finding was statistically significant, the absolute difference was relatively
modest (16% vs. 9%). Additional legislative changes are likely required to increase the use of relative foster
care, including modifying licensure requirements for kin, providing greater financial support for children
in kinship care, and offering subsidized guardianship programs (Child Welfare League of America, 1994;
Testa, 2002).

Another goal of the SAFE Homes program was to reduce the use of high-cost restrictive settings
through the early identification of mental health problems, and the delivery of appropriate outpatient
services to address these problems. SAFE Homes children, however, were more likely to be placed in
residential treatment settings at some point during the year, with the residential treatment of the SH group
costing more than three times the residential treatment costs of the FC group. The SAFE Homes children
were also equally likely to require inpatient psychiatric care, with the inpatient psychiatric treatment costs
comparable for the two groups (average length of stay: 85 days, mean cost: $885 per day). Within the
total sample of 684 children, while only 24 children required psychiatric hospitalization, the inpatient
treatment costs for these 24 children utilized over 20% of the total out-of-home care expenditures for
the entire cohort of 684 children. As clinical anecdotes suggest that the extended hospitalization of these
children was frequently not due to psychiatric need, but rather an absence of a place to go after discharge,
it may be useful to explore the SAFE Home model as an alternative to extended inpatient hospitalization
for these high-cost users with a history of multiple out-of-home placements and/or significant mental
health service needs.

Another goal of the SAFE Homes program was to reduce re-abuse through comprehensive assessment
and treatment planning. The SAFE Home program was associated with a modest reduction in rates of re-
abuse—8.8% versus 9.6%—but this difference was not statistically significant. By all standards, both rates
are too high—especially because these officially substantiated cases likely represent an underestimation
of the actual number, since it is well documented that not all incidents of child maltreatment come to the
attention of the authorities (Finkelhor, 1984; Straus & Gelles, 1986; Wolfner & Gelles, 1993).

There are several limitations to the present study. Child protective services records are often incomplete
(Fantuzzo & Twentyman, 1986), and the data obtained for this study were not verified against external
sources. In addition, a retrospective record review does not allow us to obtain measures of child well-being
and service use, which are both important outcomes to consider in fully evaluating the cost-effectiveness
of any program. The cost and re-abuse data are compelling, however, and suggest the need for the
development of alternative intervention approaches.

The SAFE Homes program, like most child welfare programs nationwide, is a short-term intervention.
It may be time for a paradigmatic shift in how child welfare services are delivered. We have been using
an infectious disease model in our treatment approaches with maltreating families, operating under the
assumption that a quick course of antibiotics will cure the problem. It may be time to move to a chronic
disease model in child welfare—as our most successful prevention programs to date have not resulted
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from “quick fixes”—but from sustained, multifaceted interventions (Olds et al., 1998; Zigler & Berman,
1983).

Zeanah and Larrieu (1998)designed an alternative, longer-term model of intervention for infants and
toddlers removed from their parents’ care due to abuse and/or neglect. Briefly, children are maintained
in traditional foster care settings and provided supplemental assessment and intervention services. After
legal adjudication establishing that the child has been maltreated, there is a phase of intensive assessment.
The assessment phase comprises an average of 15–20 hours of face-to-face contact with children and all
their important caregivers. The assessment includes home- and clinic-based observations, structured
and unstructured interviews, and self-report questionnaires completed by the children’s parents. The
assessment is used to identify strengths and weaknesses in children and families, and to address the
overarching question of what interventions will be necessary to return the children safely to their parents.
The assessment phase culminates in a case conference for involved professionals, a feedback session for
parents, and a letter to juvenile court detailing specific findings and recommendations. Ongoing treatment
and case management services are then provided for up to 12 months. Distinct advantages of this program
include: (1) treatment planning assessments made by a specialized team of experts; (2) coordination
of parent and child assessments by a single team; and (3) ongoing intervention, evaluation, and case
management for up to 12 months—the same period of time set by the State to determine permanency
for children who enter out-of-home care. Preliminary data comparing cases and controls suggests that
the combination of expert assessment, active collaboration with protective services and the courts, and
sustained intervention is effective in reducing rates of re-abuse and promoting permanency outcomes in
maltreated infants and toddlers who enter out-of-home care (Zeanah et al., 2001).

As at least 50% of all child welfare cases involves substance abuse, with rates as high as 90% reported
in some parts of the country (National Center on Addiction and Substance Abuse, 1999), several states
have developed innovative approaches to help families involved with protective services that specifi-
cally addresses this problem. Given the time lines imposed by Adoption and Safe families Act (P.L.
105–89, 1997), unless substance abuse treatment is available promptly, the opportunity for interven-
tion may be lost (McAlpine, Marshall, & Doran, 2001). Some intervention approaches currently being
utilized to address parent substance abuse problems include: having adult addiction services liaisons
work in child welfare offices to facilitate client referral for treatment (McAlpine et al., 2001); hiring
substance abuse counselors to work in child welfare offices to perform on-site evaluations and iden-
tify appropriate resources for clients (Semidei, Radel, & Nolan, 2001); and establishing family drug
courts which provide a highly structured venue within which treatment services are offered, sanctions
are applied for noncompliance, and program progress is meticulously monitored allowing permanency
decisions to be made more quickly on the basis of better information (Semidei et al., 2001). Dialecti-
cal Behavior Therapy (DBT) programs for substance abusing parents may be an additional alternative
promising approach worthy of evaluation, as DBT programs have been found to be more effective than
treatment-as-usual for substance abusing patients with borderline personality disorder (Linehan et al.,
1999)—patients who exhibit many of the core difficulties observed among protective service clients (e.g.,
history of early childhood trauma, intense unstable relationships, difficulty tolerating distress, labile affect,
impulsiveness).

There is currently preliminary empirical support for several other permanency planning initiatives
(Horwitz, Owens, & Simms, 2000; Lutz, 2003; Martin, Barbee, Antle, & Sar, 2002). Like the programs
discussed above, these programs involve expert, comprehensive assessment, concurrent case planning,
multifaceted individualized treatments, and longer-term interventions.
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Conclusions

Child welfare is replete with examples of widespread, costly implementation of service models that
were untested prior to their proliferation. The architects of the SAFE Home program were well inten-
tioned. The model, however, is not cost-effective for children entering care for the first time. Through
rigorous evaluation of child welfare programs, the system of care for families involved with protective
services can be further improved. Child welfare cases represent some of the greatest clinical chal-
lenges. Refinement of practice parameters for this population requires a commitment of federal, state,
local, and private resources, and ongoing state agency and university collaborations. We can, and must,
do better.
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