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This study examined the relationship between different areas of family need and the utilization of home-based,
post-investigation services (HBPS) following a child protective services (CPS) investigation. The sample consisted
of 2598 families with children who remained at home after an initial CPS investigation between July 2006 and
April 2011. Family need was measured in three areas (concrete, clinical, and educational) using the Family As-
sessment Form (FAF), and families received one or more of the following HBPS: case management, concrete, ed-
ucational, and clinical services. Pearson chi-square analyses were utilized to identify significant areas of needs to
be included in a final multivariate logistic regression for each HBPS while controlling for demographic
characteristics.
Numerous areas of family needwere associated with receipt of services intended to address those needs. Specif-
ically, concrete need related to financial conditions was met with concrete services, educational need related to
child development (an indicator of parenting need) was met with educational services, and clinical need related
to interactions between caregivers (a potential indicator of domestic violence) was met with clinical services. In
contrast, caregivers with concrete need related to living conditions were less likely to receive both educational
and clinical services. Findings from the study highlight that matching concrete needs to related services is rela-
tively straightforward but that the match between educational and clinical needs to respective services is more
complex.We discuss the complexities ofmatching different areas of need andHBPS following a CPS investigation
and the importance of "bridging services" to engage families at risk of maltreatment in additional prevention
services.
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1. Introduction

Each year in the United States, child protective service (CPS) agen-
cies investigate millions of referrals for suspected child abuse and ne-
glect. Nationally, CPS agencies received an estimated 3.6 million
referrals in 2014 involving approximately 6.6 million children, which
represents nearly a 15% increase in referrals since 2010 (U.S.
Department of Health & Human Services [USDHHS], 2016). When
an investigation reveals thatmaltreatment has occurred or that the fam-
ily is at high risk of future maltreatment, CPS typically will open a case
and provide mandated services (Waldfogel, 2009). An alternative re-
sponse (also known as differential response) may be provided to fami-
lies that are at lower risk of abuse or neglect and do not meet the
threshold required for opening a CPS case (Conley, 2007; Conley &
Berrick, 2010). This response often involves a referral to a community-
based agency that offers voluntary, home-based, post-investigation ser-
vices (HBPS) designed to prevent maltreatment and re-referral to CPS.
rsity of Southern California, 669
Additionally, this alternative response (or differential response) allows
CPS agencies to triage their service response by targeting families in
greater need of CPS involvement while referring families at lower risk
of maltreatment for services offered by community agencies (Conley,
2007; Conley & Berrick, 2010; Waldfogel, 2009). Although exact num-
bers are unknown, due in part to variation in service definitions and ser-
vice provision, it is estimated that more than 1million families at risk of
maltreatment received HBPS in 2014 (USDHHS, 2016).

Despite the availability and receipt of services to prevent abuse and
neglect, less is known about families that receive HBPS following a CPS
investigation andwhether they receive servicesmatched to their needs.
National reports on childmaltreatment do not account for these families
once their CPS investigation is closed unless the families are re-reported
to CPS. Alarmingly, an estimated 22% to 38% of families reported to CPS
for the first time for alleged maltreatment are re-reported within
2 years (Fluke, Shusterman, Hollinshead, & Yuan, 2008; Needell et al.,
2015). Clearly, a referral for alleged maltreatment represents a critical
opportunity to prevent subsequent maltreatment given that children
and families have come to the attention of CPS agencies. Prior research
has indicated that matching needs and services is associated with posi-
tive child welfare outcomes such as decreased substance abuse, lower
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rates of maltreatment, and increased family reunification (Choi & Ryan,
2007; Ryan & Schuerman, 2004; B. D. Smith & Marsh, 2002). Despite
these positive findings, similar studies have shown that some needs
are commonly unmet or mismatched with services (Cash & Berry,
2002; Chambers & Potter, 2008; Choi & Ryan, 2007). Prior studies exam-
ining the match between needs and services tended to include families
with prior or current CPS involvement indicating thatmaltreatment has
already occurred (Bagdasaryan, 2005; Cash & Berry, 2002; Chambers &
Potter, 2008; Ryan& Schuerman, 2004; Staudt & Cherry, 2009). Further-
more, the match between needs and services has not been explored in
the differential response literature because these studies have focused
on outcomes (Conley, 2007; Kaplan & Merkel-Holguin, 2008; Ortiz,
Shusterman, & Fluke, 2008).

In response to the aforementioned empirical gaps, we are interested
in this population of children and families; that is, families that have not
experienced but are at risk of maltreatment and therefore are provided
HBPS. The purpose of our study is to advance empirical understanding
of the match between need and receipt of HBPS among families at risk
of maltreatment with no prior CPS history. Our specific aims were as
follows:

(1) Describe different areas of family need and the numerous HBPS
received following an initial child abuse investigation by CPS.

(2) Identify what areas of areas of need are matched with different
types of HBPS.

(3) Determine the statistical impact of different areas of family need
on four specific post-investigation service types to understand the
match between needs and services.
2. Background

2.1. Primer on home-based, post-investigation services

Around themid-1990s, CPS agencies began providing an alternative
response consisting of services to lower-risk families as a less adversar-
ial approach to engage families in HBPS and prevent further CPS in-
volvement (Conley & Berrick, 2010; Fuller, 2014; Kaplan &
Merkel-Holguin, 2008; Waldfogel, 2009). During the past few decades,
various terms have been used synonymously with HBPS, including
“family preservation,” “family-based,” “family support,” “familymainte-
nance,” and “community-based” services (see Pecora, Whittaker,
Maluccio, & Barth, 2000). As with the terminology, there has been con-
siderable variation in terms of what constitutes HBPS. Generally speak-
ing, HBPS are home-based services designed to strengthen families and
prevent maltreatment through the provision of multiple services in-
cluding case management, concrete, educational, and clinical services
(see Cash & Berry, 2002, 2003; Fraser, Pecora, & Haapala, 1991; Lewis,
1991; Pecora et al., 2000).

Case management services are designed to help families access and
navigate an array of services (Case Management Society of America,
2010; First 5 L.A., 2010a, 2010b, 2014; National Association of Social
Workers, 2013). Typically, these services include planning, seeking, ad-
vocating for, and monitoring a variety of services from different service
providers (Case Management Society of America, 2010; National
Association of SocialWorkers, 2013). Casemanagement services should
be provided in a timely manner to meet a client's comprehensive needs
and necessitate a collaborative process involving assessment, coordina-
tion, advocacy, and knowledge of available resources (Case
Management Society of America, 2010).

Concrete services are designed to meet the basic needs of families.
These servicesmay include, for example, food, clothing, furniture, emer-
gency shelter, financial assistance, transportation, babysitting, respite
care, child care, and legal aid (Cash & Berry, 2002, 2003; Chaffin,
Bonner, & Hill, 2001; Fraser et al., 1991; Pecora et al., 2000; Ryan &
Schuerman, 2004). Sometimes referred to as “hard” services, concrete
services are provided to meet a material need (Pecora et al., 2000).
Educational services, sometimes referred to as enabling services
(Cash & Berry, 2002), are designed to teach parents a particular set of
skills. They often target parenting attitudes, knowledge, and abilities,
as well as parent–child interactions (Gershater-Molko, Lutzker, &
Wesch, 2003). Agencies that provide educational servicesmay offer par-
enting classes and groups addressing child development, child disci-
pline, parent–child interaction, skill building for new mothers, family
planning, and guidance on obtaining additional resources (Cash &
Berry, 2002, 2003; Chaffin et al., 2001).

Finally, clinical services are those designed address the emotional,
mental health, and behavioral needs of caregivers and families (Cash
& Berry, 2002, 2003; Fraser et al., 1991; Pecora et al., 2000; Ryan &
Schuerman, 2004). Primarily therapeutic, these services may consist of
mental health treatment to address psychological problems, maladap-
tive behavior, and other family situations requiring counseling (Cash &
Berry, 2002; Palusci & Ondersma, 2012; Ryan & Schuerman, 2004). Ex-
amples of clinical services include therapy addressing depression, sub-
stance abuse, family violence, and anger management (Cash & Berry,
2003; Fraser et al., 1991; Palusci & Ondersma, 2012; Ryan &
Schuerman, 2004).

2.2. Family need and HBPS

Although case management is frequently provided, few studies on
this population have consideredwhether casemanagementmeets fam-
ily needs. Past studies examining how family needs are associated with
service receipt suggest that HBPS may not always align with family
needs unless they involve concrete needs (Cash & Berry, 2002; Ryan &
Schuerman, 2004). For instance, studies found that families with con-
crete needs related to transportation, housing, and income appropriate-
ly receive concrete services (Cash & Berry, 2002; Ryan & Schuerman,
2004). The picture is less clear with respect to whether educational
and clinical needs (i.e., needs related to parenting and mental health)
are adequately addressed by educational and clinical services,
respectively.

A handful of studies found that educational and clinical needs are at
least partially matched with related services (Cash & Berry, 2002;
Fernandez, 2007). Cash and Berry (2002) studied 115 families with an
open family preservation case and found that families with educational
needs related to parenting most often received educational services.
Families with relationship problems did receive clinical services, but
thosewith substance abuse and domestic violence problems did not re-
ceive these services. The authors of the study posited that this partial
match might be due to the nature of providing voluntary services, be-
cause families are not required to participate in all of the services
(Cash & Berry, 2002). Similarly, Fernandez (2007) found that families
with educational needs related to parenting receivedmore concrete ser-
vices and clinical services such as counseling, but were less likely to re-
ceive educational services. However, this study was limited
(particularly with respect to understanding at-risk families in the Unit-
ed States) by its relatively small sample of 51 families referred to a fam-
ily support program in Australia.

In addition to the aforementioned findings, results from several
studies hint that the educational and clinical needs of familymay go un-
matched or unaddressed altogether (Bagdasaryan, 2005; Cash & Berry,
2002; Chambers & Potter, 2008; Choi & Ryan, 2007). This appears partic-
ularly prevalent among families experiencing substance abuse, mental
health, or domestic violence problems, with few exceptions (see
Chambers & Potter, 2008). Bagdasaryan (2005) examined need–ser-
vices match among families receiving family preservation services and
found a large variation between caseworker-recommended services
and service receipt. Nearly one quarter of the families in the study in
need of educational services (i.e., teaching and demonstration) and
counseling (i.e., clinical) services did not receive recommended ser-
vices. Choi and Ryan (2007) found higher percentages of unmet need
ranging from 43% to 90% among substance-abusing mothers with co-



Table 1
Sample characteristics (N = 2598).

n Valid % M SD

Caregiver ethnicity 2581
African American 378 14.7
Caucasian 259 10.0
Hispanic 1944 75.3

Caregiver age 2575 30.9 7.6
18–25 673 26.1
26–35 1223 47.5
36–75 679 26.4

Caregiver education 2230
Less than high school 1423 63.8
High school or GED 452 20.3
College degree 355 15.9

Household income 2598 $8867 $12,593
Less than $10,000 1791 68.9
$10,000–$20,000 497 19.1
More than $20,000 310 11.9

Number of caregivers 2598 1.3 0.5
1 1827 70.3
2 or 3 771 29.7

Number of children 2460 2.7 1.5
1 687 26.7
2 or 3 1182 48.1
4 or more 621 25.2

Caregiver history of abusea 2549
No 1744 68.4
Yes 805 31.6

a History of abuse indicated by amean score ≥ 3 at baseline assessment on FAF Factor G.
As a reminder, although these caregivers had a history of abuse, they did not have any pri-
or CPS reports.
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occurring problems. The lowest matches occurred for education and
family counseling (13.2% and 18.3%, respectively). It should be noted
that the studies by Bagdasaryan (2005) and Choi and Ryan (2007) fo-
cused on outcomes related to a service match, as opposed to potential
predictors of a service match, such as family need.

In a study of open CPS cases, Chambers and Potter (2008) exam-
ined the match between different areas of need (referred to as clus-
ters) and various services for families. Families—all of which were
referred for child neglect (as opposed to some form of abuse)—were
separated into three needs clusters: (a) low needs, (b) substance
abuse, and (c) economic, domestic violence, and mental health.
They received services in one of four clusters: (a) low services, (b)
high services or economic or domestic violence services, (c) moder-
ate or home-based services, and (4) high services or substance abuse
or drug court services. The low needs groupwas found to have an ap-
propriate service match, as did families with substance abuse needs.
In contrast, there was a mismatch for the economic, domestic vio-
lence and mental health needs group. This group received high/do-
mestic violence services only a quarter of the time and low services
half of the time (despite being a high-needs group). Furthermore,
mental health services appeared to be delivered randomly with no
clear match between needs and services (Chambers & Potter,
2008). Although Chambers and Potter's (2008) study was strength-
ened by the statistical methods used to develop its needs and ser-
vices clusters, it was limited by the small sample of 160 high-risk
families that were solely reported for neglect (all other types of sub-
stantiated abuse were excluded).

Findings similar to those in Chambers and Potter's (2008) study
were obtained by Staudt and Cherry (2009), who examined 2109 family
child welfare cases from counties throughout the United States. Many
caregivers with mental health problems received appropriate clinical
services, whereas caregivers with substance abuse problems were less
likely to receive clinical services. Furthermore, about one quarter of
caregivers received educational and clinical services even though the
caregivers were not identified as having related problems. Staudt and
Cherry (2009) suggested that the mismatch among educational and
clinical need and respective services may have been a result of inaccu-
rate identification of problems by caseworkers. The authors also called
for more research to better understand why child welfare caseworkers
would offer services to caregivers when there appears to be no need
for the services. Although the study benefited from a large sample size
and the use of probability sampling methods, statistical analyses were
limited to bivariate analyses, so the effects of other areas of need on ser-
vice utilization were not taken into account.

In summary, the extent to which findings from past studies can be
generalized is uncertain given some of the aforementioned limita-
tions, particularly relatively small sample sizes (Cash & Berry,
2002; Chambers & Potter, 2008; Fernandez, 2007; Ryan &
Schuerman, 2004) and a focus on specific subgroups of children
and families, such as families referred for neglect (Chambers &
Potter, 2008). For our purposes, particularly problematic is the inclu-
sion in past studies of families with open CPS cases (Bagdasaryan,
2005; Cash & Berry, 2002; Chambers & Potter, 2008; Ryan &
Schuerman, 2004; Staudt & Cherry, 2009) because they typically rep-
resent high- or even very high-risk families, often with current or
historical child welfare involvement. However, the families that are
the focus of our study, namely families without an open CPS case,
typically represent high-risk families with no histories of child wel-
fare involvement that are just under the threshold of CPS involve-
ment. Our study adds to the existing knowledge base on child
maltreatment prevention by examining on three areas of family
need—concrete, clinical, and educational need. Given the complexity
of the relationship between different types of need and a services
match, an examination of the nature of this relationship, with a
large and culturally diverse sample of families with no prior histories
of maltreatment or CPS involvement, is warranted.
3. Methods

3.1. Overview

This analysis used data collected as part of a longitudinal study of the
Partnerships for Families (PFF) initiative in Los Angeles County—a com-
munity-based child maltreatment prevention program offering HBPS to
pregnant women and families with children aged 5 years or younger
who were at risk of child maltreatment (Brooks, Sessoms, et al., 2011;
First 5 LA, 2014). PFF is akin to a differential response model (Track 2)
in that families needed to be investigated by CPS to access community
services (see Conley & Berrick, 2010). To be eligible for PFF, target fam-
ilies must have had an initial CPS investigation that resulted in an un-
founded or inconclusive disposition and a determination of high to
very high risk of future maltreatment on the Structured Decision Mak-
ing risk assessment tool (Brooks, Cohen, et al., 2011; Budde et al.,
2011; Children's Research Center, 2008). Furthermore, families must
not have had any prior referrals to the local CPS agency for any of
their children (Brooks, Cohen, et al., 2011). These eligibility require-
ments were particularly important because PFF focused on families
that were at risk of maltreatment, not those that had actually experi-
enced maltreatment.

Families meeting all eligibility criteria were subsequently referred
by a CPS worker to a PFF agency. An in-home outreach counselor
(IHOC) then met with the family to offer PFF services. If the family
agreed to participate, the IHOC collaborated with the family to establish
treatment goals based on an assessment of the family's strengths and
needs. The IHOC visited the family at least twice a month for 6 to
12 months and engaged the family a variety of services as outlined in
the service plan. The case was closed once the IHOC determined that
the family had completed all of the goals agreed upon during the initial
assessment. If a family moved out of the area, refused services, or was
re-reported to CPS for alleged maltreatment, services were terminated
prematurely (Budde et al., 2011).



Table 2
Areas of need and services (N = 2598).a

n Valid
%

Sample
%

Concrete need 1334 51.4
Living conditions 688 26.7
Financial conditions 1018 39.4 51.4
Support to caregivers 736 28.6

Educational need 1201 46.9
Caregiver–child interactions 954 37.3 46.9
Developmental stimulation 955 38.4

Clinical need 1067 41.6
Interactions between caregivers 795 48.3
Mental health 592 23.1 41.6
Substance abuse 192 7.7

Any service received
Case management 1974 74.2
Concrete 1451 55.0
Educational 1784 66.7
Clinical 1692 62.7

Total number of services
One 585 22.5 22.5
Case management 330 56.4 12.7
Concrete 18 3.1 0.7
Educational 117 20.0 4.5
Clinical 120 20.5 4.6

Two 645 24.8 24.8
Case management and concrete 176 27.3 6.8
Case management and educational 88 13.6 3.4
Case management and clinical 101 15.7 3.9
Concrete and educational 39 6.0 1.5
Concrete and clinical 36 5.6 1.6
Educational and clinical 205 31.8 9.0

Three 626 24.1 24.1
Case management, concrete, and educational 200 31.9 7.7
Case management, concrete, and clinical 83 13.3 3.2
Case management, educational, and clinical 207 33.1 8.0
Concrete, educational, and clinical 136 21.7 5.2

Four 742 27.9 27.9
Case management, concrete, educational, and

clinical
742 100.0 28.6

a Need indicated by a mean score ≥ 3 at baseline assessment using the FAF.
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3.2. Participants

Our initial sample consisted of 3324 families who enrolled in PFF be-
tween July 2006 and April 2011. Of these families, 2813 had data on the
services they received between their initial and follow-up assessments.
Due to missing or incomplete data, 215 families were subsequently ex-
cluded. The final sample for this analysis consisted of 2598 CPS-referred
families, which represents 78% of families that initially enrolled in PFF
during the study period.

Table 1 displays the characteristics of the sample. Caregivers were
predominantly Hispanic (75%), almost half were between the ages of
26 and 35 (48%), and the mean age was 30.5 (SD = 7.7). Nearly 70%
of the caregivers had a household income of less than $10,000 a year
(M=$8839, SD=$12,596) and 64% had less than a high school educa-
tion. Most households consisted of one caregiver (70%), slightly under
half of the sample had two to three children (48%), and a little over
one third (32%) had a history of childhood stability or physical, sexual,
or substance abuse.

3.3. Measurement

We obtained data for our analysis from the local CPS agency and the
lead agency in the PFF network of community agencies. CPS provided
demographic data on the children and caregivers in each household.
PFF lead agencies provided additional demographic data and data relat-
ed to family functioning, service plans, contact notes, and closing sum-
maries (Children's Bureau of Southern California, 2011). These data
were collected using a web-based version of the Family Assessment
Form (FAF), a practice-based instrument designed to help service pro-
viders standardize the assessment of family functioning and service
planning for families (Children's Bureau of Southern California, 2011;
McCroskey & Meezan, 1997; McCroskey, Nishimoto, & Subramanian,
1991). The FAFmeasures family functioning usingmultiple items with-
in six factors (i.e., domains): (a) living conditions, (b) financial condi-
tions, (c) caregiver support, (d) caregiver–child interactions, (e)
developmental stimulation, and (f) interactions between caregivers.
The FAF also measures caregiver history and personal characteristics.
Prior research indicated that the FAF's subscales have interrater reliabil-
ity between 75% and 80% and high interitem reliability (Cronbach's
alpha) ranging from 0.68 to 0.93 (Children's Bureau of Southern
California, 2011; McCroskey, Sladen, & Meezan, 1997).

3.4. Areas of need

The IHOCutilized the FAF tomeasure family functioning in the afore-
mentioned FAF factors and on several itemswithin each factor. Each FAF
factor contains multiple items rated on the following five-point Likert
scale: (1) above average functioning, (2) generally adequate functioning,
(3) moderate problem functioning, (4) major problem functioning, and
(5) poor functioning (see Appendix for a shortened version of the FAF).
IHOCs could indicate indecision between two categories by using a
half-point such as 2.5 (McCroskey & Nelson, 1989).

For the present analysis, need was indicated by a mean score of 3 or
greater across all of the items within each factor because it indicated
moderate problem functioning (Brooks, Cohen, et al., 2011). These
scores were used to create dichotomous variables indicating need if
the mean FAF factor score was 3 or higher and no need if the mean
FAF factor score was less than 3. These scores were used to create indi-
cators of need in one of the following areas: concrete need (either Factor
A, B, or C), educational need (either Factor D, E, or F), or clinical need
(Factor H except item H3, which measures substance abuse). H3 was
measured separately (not included in Factor H) because prior research
indicated that item H3 does not appropriately discriminate the con-
struct of personal characteristics (Franke, Christie, Ho, & Du, 2013).
We included FAF FactorGmeasuring caregiver history as a demographic
characteristic rather than an indicator of need due to the historical na-
ture of the factor.

3.5. Home-based, post-investigation services

Families participating in PFF were offered a range of services that
were documented in the FAF case notes (see First 5 LA, 2014). Following
the baseline assessment and prior to the first follow-up assessment, the
IHOC recorded the various services thatwere provided.We used this in-
formation to create dichotomous variables indicating receipt or nonre-
ceipt of four types of HBPS: (a) case management, (b) concrete, (c)
educational, and (d) clinical services. Case management services
consisted of in-home support, system navigation, and access to other
support services. Concrete services addressed basic needs such as hous-
ing, food, clothing, financial assistance or income support, medical care,
and transportation. Educational services consisted largely of parenting
instruction that focused on child development and family support. Clin-
ical services generally involved receipt of one or more of the following:
child and family therapy, mental health treatment, domestic violence
treatment, and substance abuse treatment (First 5 LA, 2010a, 2010b).
It is imperative to note that the service receipt categories were not mu-
tually exclusive; that is, families often received more than one service
(see Table 2).

3.6. Caregiver demographic characteristics

We controlled for the following caregiver demographics obtained
from the FAF: (1) ethnicity (African American, Asian, and Hispanic vs.
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Caucasian); (2) primary caregiver's age (26–35 and 36 or older vs. 18–
25); (3) number of caregivers in the household (2 or 3 caregivers vs. 1
caregiver); (4) number of children (2 or 3 children and 4 or more chil-
dren vs. 1 child); (5) household income ($10,000–$20,000 and more
than $20,000 vs. less than $10,000); and (6) history of abuse (history
of abuse vs. no history of abuse). Although level of education was pro-
vided for descriptive purposes, it was not included in multivariate anal-
yses due to missing data.

3.7. Analytic strategy

We conducted univariate analyses to describe demographic charac-
teristics, family needs, andHBPS utilization. Pearson chi-square analyses
were utilized to identify significant demographic characteristics and
needs to be included in final, multivariate modeling—one for each
type of HBPS utilization (i.e., case management, concrete, education,
and clinical). For each model, we used multivariate logistic regression
analysis to determine the impact of different areas of family need on
the utilization of HBPS while controlling for caregiver demographic
characteristics. All statistical analyses were conducted using Stata ver-
sion 12.

4. Results

4.1. Areas of need and services received

Table 2 describes the different areas of family need (as indicated by a
FAF mean score of 3 or greater at baseline assessment) and the various
HBPS received. Slightly more than half of the caregivers had need in at
least one of the three areas of concrete need (51%). This ranged from
slightly more than one quarter for living conditions (27%) and caregiver
support (29%) to 40% for financial conditions. Almost half of the care-
givers (47%) had at least one of the two educational needs; this was
roughly 38% for caregiver–child interactions and developmental stimu-
lation. Slightly more than 40% had at least one of the three clinical
needs—nearly 50% for interaction between caregivers, 23% related to
mental health, and 8% related to substance abuse. The most prevalent
areas of need included clinical need related to interactions between
caregivers (48%), followed by concrete need related to financial condi-
tions (40%) and educational need related to developmental stimulation
(38.4%), an indicator of need related to parenting.

When examining any service receipt, 74% of caregivers received case
management services, 55% received concrete services, 67% received ed-
ucational services, and 63% received clinical services.With regard to the
total number of services received, the samplewas almost evenly distrib-
uted in fourths, with roughly 25% receiving one, two, three, or four ser-
vices. The percentage of families receiving only one service ranged from
Table 3
Association between any area of need and HBPS by service type.a

Areas of need (Yes)a Home-based, post-investigation services (HBPS)

Case management Concrete

No (%) Yes (%)a χ2 No (%) Yes (%)a

Any concrete need
No 31.9 68.1 47.1⁎⁎⁎ 48.3 51.7
Yes 20.1 79.9 41.8 58.2

Any educational need
No 29.1 70.9 18.9⁎⁎⁎ 45.8 54.2
Yes 21.6 78.4 43.1 57.0

Any clinical need
No 26.8 73.2 3.1 45.3 54.7
Yes 23.7 76.3 43.6 56.4

Note. One degree of freedom for all Pearson chi-2 statistics.
a Need indicated by a mean score ≥ 3 at baseline assessment.
⁎ p b 0.05.
⁎⁎ p b 0.01.
⁎⁎⁎ p b 0.001.
3% (concrete services) to 56% (casemanagement services). The percent-
age of families receiving two services ranged from 6% for concrete and
clinical services to 32% for educational and clinical services. For families
receiving three services, services ranged from 13% for case manage-
ment, concrete, and clinical services to 33% for case management, edu-
cational, and clinical services. Slightly more than one quarter of
caregivers (28%) received all four services.

4.2. Association between areas of need and HBPS receipt

Table 3 displays the results of bivariate analyses examining the asso-
ciation between any area of need andHBPS by service type. Amatchwas
considered appropriate if it met its respective need, i.e., concrete ser-
vices for a concrete need, educational services for an educational need,
and clinical services for a clinical need. Because case management ser-
vices involved referral to additional services, no hypothesis was made
regarding a match. For most areas of need, more families with need re-
ceived services compared to families without the need. For example,
58% of families with a concrete need (i.e., any concrete need) received
concrete services compared to 52% of families without a concrete need
(χ2 = 47.1, df= 1, p b 0.001). Similarly, 69% of families with an educa-
tional need received educational services compared to 65% without an
educational need (χ2 = 5.3, df = 1, p b 0.05) and 68% of families with
clinical need received clinical services, compared to 59% of families
without a clinical need (χ2 = 26.3, df = 1, p b 0.001). This pattern
was similar for concrete need and educational need for case manage-
ment services. Concrete need had a reverse trend with educational
and clinical services; fewer families with concrete needs received
these services. Educational need was not associated with concrete ser-
vices, nor was clinical need for case management and concrete services.

Table 4 focuses on the association between the different areas of
need andHBPS by service type. As a reminder, significant bivariate asso-
ciations were examined to determine inclusion in the final multivariate
models. Results are presented by area of need per service type, and a
similar trend to Table 3 emerged whereby more families with need re-
ceived appropriate services relative to their need compared to those
without the need. However, interpretations should be made cautiously
because there was significant overlap among the areas of need.

All areas of concrete need and educational need were significantly
associated with the receipt of case management services. In contrast,
only one area of clinical need, substance abuse, was associated with
the receipt of case management services (χ2 = 4.2, df= 1, p b 0.05).

Concrete need (as indicated by financial conditions) was associated
with the receipt of concrete services (χ2= 29.1, df=1, p b 0.001). Sim-
ilarly, one area of educational need (developmental stimulation) was
associated with concrete service receipt (χ2 = 13.7, df= 1, p b 0.001).
Clinical need related to mental health and substance abuse was
Educational Clinical

χ2 No (%) Yes (%)a χ2 No (%) Yes (%)a χ2

10.8⁎⁎ 30.5 69.5 8.7⁎⁎ 35.3 64.7 4.1⁎

35.9 64.1 39.1 60.9

2.0 35.2 64.8 5.3⁎ 41.8 58.2 24.5⁎⁎⁎

30.9 69.1 32.3 67.7

0.7 35.1 65.0 5.7⁎ 41.5 58.5 26.3⁎⁎⁎

30.6 69.5 31.6 68.4



Table 4
The association between need and HBPS by service type.a

Areas of need (Yes)a Home-based, post-investigation services (HBPS)

Case management Concrete Educational Clinical

No (%) Yes (%)a χ2 No (%) Yes (%)a χ2 No (%) Yes (%) χ2 No (%) Yes (%) χ2

Concrete need
Living conditions
No 27.8 72.2 17.1⁎⁎⁎ 44.5 55.5 0.1 31.7 68.3 6.8⁎⁎ 35.5 64.5 10.8⁎⁎

Yes 19.8 80.2 45.2 54.8 37.2 62.8 42.6 57.4
Financial conditions
No 31.0 69.0 59.4⁎⁎⁎ 49.0 51.0 29.1⁎⁎⁎ 31.9 68.1 3.4 33.9 66.1 19.6
Yes 17.5 82.5 38.2 61.8 35.4 64.6 42.5 57.5

Support to caregivers
No 28.0 72.0 18.8⁎⁎⁎ 45.3 54.7 1.0 32.7 67.3 0.6 37.8 62.2 0.5
Yes 19.7 80.3 43.1 56.9 34.2 65.8 36.3 63.7

Educational need
Caregiver/child interactions
No 27.2 72.8 6.6⁎⁎ 44.2 55.8 0.1 34.5 65.5 3.5 40.6 59.4 20.0⁎⁎⁎

Yes 22.6 77.4 45.0 55.0 30.9 69.1 31.8 68.2
Developmental stimulation
No 28.4 71.6 22.8⁎⁎⁎ 47.4 52.6 13.7⁎⁎⁎ 35.1 64.9 4.4⁎ 40.9 59.1 16.6⁎⁎⁎

Yes 19.9 80.1 39.8 60.2 31.0 69.0 32.8 67.2
Clinical need

Interactions between caregivers
No 26.5 73.5 1.3 41.2 58.8 2.2 30.5 69.5 0.3 36.5 63.5 4.2⁎

Yes 24.0 76.0 44.8 55.2 29.3 70.7 31.7 68.3
Mental health
No 25.9 74.1 0.8 45.8 54.2 5.1⁎ 33.8 66.2 2.1 39.5 60.5 16.7⁎⁎⁎

Yes 24.2 75.8 40.5 59.5 31.1 68.9 30.2 69.8
Substance abuse
No 26.0 74.0 4.2⁎ 45.1 54.9 4.1⁎ 33.2 66.8 0.5 36.7 63.3 0.0
Yes 19.3 80.7 37.5 62.5 30.7 69.3 37.0 63.0

Note. One degree of freedom for all χ2 statistics.
Significant areas of need were included in the final multivariate models presented in Table 5.

a Need indicated by a mean score ≥ 3 at baseline assessment.
⁎ p b 0.05.
⁎⁎ p b 0.01.
⁎⁎⁎ p b 0.001.
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associated with the receipt of concrete services (χ2 = 5.1, df = 1,
p b 0.05 and χ2 = 4.1, df = 1, p b 0.05, respectively).

Concrete need related to living conditions was associated with the
receipt of educational services (χ2 = 6.8, df=1, p b 0.01). Likewise, ed-
ucational need related to developmental stimulation was associated
with the receipt of educational services (χ2 = 4.4, df = 1, p b 0.05). In
Table 5
Impact of need on the receipt of home-based, post-investigation services.a

Need Case management Concrete

(n = 2274) (n = 2291)

OR 95% CI OR

Concrete
Living conditions 1.15 0.86, 1.54 --
Financial conditions 1.72⁎⁎⁎ 1.34, 2.22 1.39⁎⁎

Support to caregivers 1.03 0.77, 1.39 --
Educational

Caregiver–child interactions 0.92 0.70, 1.21 --
Developmental stimulation 1.16 0.88, 1.55 1.22

Clinical
Interaction between caregivers -- -- --
Mental health -- -- 0.85
Substance abuse 0.99 0.65, 1.53 1.07

Model χ2 105.7 55.0
Pseudo R2 0.04 0.02

Note. CI= confidence interval; OR=odds ratios adjusted for all demographic characteristics ex
significant in bivariate models and thus excluded from final models (see Table 4).

a Need indicated by a mean score ≥ 3 at baseline assessment.
⁎ p b 0.05.
⁎⁎ p b 0.01.
⁎⁎⁎ p b 0.001.
contrast, no areas of clinical needwere associatedwith the receipt of ed-
ucational services.

Concrete, clinical, and educational need were all associated with the
receipt of clinical services at the bivariate level. Thiswas evident for con-
crete need measured by living conditions (χ2 = 10.8, df=1, p b 0.001)
and educational need measured by caregiver–child interactions and
Educational Clinical

(n = 2321) (n = 1515)

95% CI OR 95% CI OR 95% CI

-- 0.60⁎⁎⁎ 0.48, 0.76 0.47⁎⁎⁎ 0.34, 0.65
1.14, 1.69 -- -- 0.91 0.69, 1.21
-- -- -- -- --

-- -- -- 0.95 0.69, 1.32
0.99, 1.51 1.37⁎⁎ 1.10, 1.71 1.83⁎⁎ 1.30, 2.58

-- -- -- 1.37⁎ 1.04, 1.80
0.66, 1.10 -- -- 1.43 0.98, 2.08
0.75, 1.52 -- -- -- --

145.9 238.8
0.05 0.12

cept for level of education due tomissing data.Missing values (–) indicate variablewas not
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developmental stimulation (χ2 = 20.0, df=1, p b 0.001 and χ2 = 16.6,
df=1, p b 0.01, respectively). Clinical need related to caregiver interac-
tions emerged as significant for the receipt of clinical services (χ2= 4.7,
df=1, p b 0.05) as did clinical need related tomental health (χ2= 16.7,
df=1, p b 0.001). Substance abuse did not emerge as significantly asso-
ciated with the receipt of clinical services.

4.3. Impact of need on receipt of each HBPS

Table 5 examines the impact of different areas of need on service re-
ceipt, utilizing amultivariate logistic regressionwhile controlling for de-
mographic characteristics. As a reminder, areas of need that were not
significant in bivariate chi-square analyses were not included in the
final models. Results are presented by service type and then area of
need.

For case management services and concrete services, only one area
of need emerged as a significant predictor. Caregivers with concrete
need related to financial conditions were more likely to receive case
management services (OR= 1.72; 95% CI = 1.34, 2.22). Similarly, con-
crete need related to financial conditions was significantly associated
with increased odds of receiving concrete services (OR = 1.39; 95%
CI = 1.14, 1.69). No other areas of need were significantly associated
with either case management or concrete services.

For educational services, concrete need related to living conditions
(a proxy indicator of poverty)was associatedwith decreased odds of re-
ceiving educational services (OR = 0.65; 95% CI = 0.48, 0.76). Educa-
tional need related to developmental stimulation, that is, caregivers
who had difficulty understanding and facilitating child development
were more likely to receive educational services (OR = 1.37; 95%
CI = 1.10, 1.71). Clinical need was not significantly associated with
the odds of receiving educational services at the bivariate level and
therefore was not included in the final model.

Regarding clinical services, concrete need related to living conditions
was associated with decreased odds of receiving clinical services (OR=
0.47; 95% CI = 0.34, 0.65). Caregivers with educational need related to
development stimulation had an increased likelihood of receiving clini-
cal services (OR=1.83; 95% CI= 1.30. 2.58). Similarly, caregivers with
clinical need related to caregiver interactions were more likely to re-
ceive clinical services (OR=1.37; 95% CI= 1.04, 1.80). Clinical need re-
lated to mental health problems was not significantly associated with
clinical services, although it trended toward significance (OR = 1.43;
95% CI = 0.98, 2.08). Clinical need related to substance abuse was not
included in the final model because it was not significantly associated
with clinical services at the bivariate level.

5. Discussion and implications

Our study adds to the knowledge base on HBPS by delving into the
complex relationship between need and the receipt of voluntary HBPS
among culturally diverse families at risk of maltreatment. Our findings
indicate that families tend to receive numerous types of HBPS following
a CPS investigation. Very few families only received concrete assistance
(b1% of the sample), indicating that families at risk of maltreatment re-
ceive more than just financial assistance. Families receiving only one
service mostly received case management, educational, or clinical ser-
vices. Beyond one service, a few services tended to group together
with respect to their frequency. For example, case management and
concrete often grouped together, as did educational and clinical ser-
vices. It is possible, therefore, that grouped services may have resulted
in increased parental engagement in additional services. This would
be consistent with the notion that bridging services—that is, services
that engage parents because they are not only helpful but because
they facilitate parental involvement (Kemp, Marcenko, Hoagwood, &
Vesneski, 2009)—are instrumental in engaging families in other ser-
vices. Bridging services are believed to enhance trust and the therapeu-
tic alliance between service providers and clients by helping families
meet basic needs, improving client satisfaction, and increasing parental
involvement (Faver, Crawford, & Combs-Orme, 1999; Kemp et al., 2009;
Marsh, Cao, Guerrero, & Shin, 2009; B. D. Smith &Marsh, 2002; Stevens,
Ammerman, Putnam, Gannon, & Van Ginkel, 2005). Whether the provi-
sion of bridging services is associated with the receipt of additional ser-
vices should be examined more directly in future studies given its
potential to engage families in voluntary services. Furthermore, social
workers should continue to provide an array of services to engage fam-
ilies with multiple needs.

Our study sought to understand the empiricalmatch between differ-
ent areas of need and the receipt of voluntary HBPS for families at risk of
maltreatment. Althoughmany studies have found that concrete services
meet concrete needs (Cash & Berry, 2002; Fernandez, 2007; Ryan &
Schuerman, 2004), few studies have predicted the receipt of case man-
agement services. Our results indicate that concrete need related to fi-
nancial conditions is met by both case management and concrete
services, because they were more likely to go to families that had finan-
cial difficulty. These results are particularly interesting considering their
statistical significance even after controlling for income. This suggests
that social workers should consider whether caregivers are having diffi-
culty paying bills as a better indicator of financial need, relative to in-
come alone, because some families may not be experiencing financial
stress even though they have low income.

With regard to educational and clinical need and HBPS, the match
between need and services appears to bemore complicated and related
to multiple areas of need. Educational need related to developmental
stimulation, an indicator of parenting need given that caregivers with
this need had difficulty understanding and facilitating child develop-
ment, was associated with the receipt of educational services, similar
to past studies (Bagdasaryan, 2005; Cash & Berry, 2002). However, care-
givers with concrete need related to living conditions, another indicator
of poverty, were less likely to receive educational and clinical services
than caregivers without need in this area. Concrete need related to liv-
ing conditions may affect basic safety needs, which if unaddressed can
affect a family's ability to receive additional services to address other
needs as posited by Maslow (1943). Alternatively, these caregivers
might have received services elsewhere that were not provided by
PFF. A reexamination of bivariate findings indicated that more care-
givers with concrete needs related to living conditions received case
management services but fewer caregivers received all other service
types. However, this relationship did not emerge as significant inmulti-
variate models, so this proposition is speculative at best. Future studies
should test whether having unmet concrete needs affects the provision
of educational and clinical services.

With respect to clinical services, we found that caregivers with clin-
ical need related to interaction between caregivers were more likely to
receive clinical services than caregivers without this clinical need. This
finding is contrary to other studies (Cash & Berry, 2002; Chambers &
Potter, 2008; Choi &Ryan, 2007). Considering that families experiencing
severe problems with interactions between caregivers tend to receive
an open case as opposed to prevention services, it is possible that care-
givers in our sample presenting with early indications of domestic vio-
lence (as measured by caregiver interactions) are more amenable to
services. If so, this highlights the importance of providing prevention
services to families with early signs of domestic violence because this
need is commonly unmet in studies involving caregivers for whom
this problem is more severe (Cash & Berry, 2002; Chambers & Potter,
2008; Choi & Ryan, 2007). Our findings also reveal that clinical need re-
lated to mental health problems was not significantly associated with
the receipt of clinical services, although it trended toward significance
and toward a match. Clinical need related to substance abuse need
was not significantly associated with clinical services in bivariate
models, so it was not included in the final multivariate model. Although
substance abuse did not emerge as significant, this might have been af-
fected by the fact that caregivers experiencing substance abuse tend to
receive an open CPS case as opposed to a referral to voluntary HBPS.



1 Please refer to http://www.familyassessmentform.com for more information about
the FAF.
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Bivariate findings indicate that caregivers experiencing substance abuse
were equally likely to receive clinical services regardless of need, which
might also have been affected by service availability. Prior studies have
found that an insufficient ratio between the number of preventive slots
relative to a community's need can affect service provision in some
high-need communities (Stanley & Kovacs, 2003; Wulczyn, Feldman,
Horwitz, & Alpert, 2014). Alternatively, caregivers with substance
abuse problems might have been difficult to engage in clinical service
due to cultural misunderstandings, stigma, coercion, and fear of CPS
(Altman, 2008; Faver et al., 1999; Kemp et al., 2009; Marcenko,
Brown, DeVoy, & Conway, 2010). Future studies should examine a
match more closely for caregivers affected by substance abuse.

Our results further indicate that caregivers who had educational
need related to development stimulation—that is, caregivers who had
difficulty understanding and facilitating child development—were
more likely to receive clinical services than caregivers without this
need. This finding is similar Fernandez' (2007) finding of a statistical as-
sociation between parenting need and receipt of clinical services. Other
studies have shown that parenting need is affected by clinical need. For
example, a caregiver's mental health has been associated with poorer
parenting skills, decreased parental availability and communication,
and difficulty maintaining healthy interaction with their children
(Barth, 2009; Baydar, Reid, & Webster-Stratton, 2003; M. Smith,
2004). Thus, it is possible that caregivers with parenting need were
more likely to receive clinical services because this might have helped
alleviate amental health problem that improved parenting. Future stud-
ies should explore how parenting and clinical need interact and how
this affects the receipt of different services.

Last, it is important to put this study and PFF in the context of the lit-
erature involving differential response and alternative response.
California's DR model varies per county but it broadly consists of a
three-track system in which services are assigned to one of the follow-
ing tracks: (1) a community response, (2) a community and child wel-
fare response, or (3) a child welfare response (Conley & Berrick, 2010).
Although Los Angeles County does not identify as having a differential
response model, PFF closely resembles Track 2 in that eligible families
receive services from community-based agencies following an investi-
gation by CPS (Conley & Berrick, 2010). Although caution should be
used when comparing PFF to DR models in other states that provide
DR in place of a traditional investigation (see Casey Family Programs,
2012; Fuller, 2014; Merkel-Holguín, Kaplan, & Kwak, 2006), results
from our study make an important contribution to understanding the
match between needs and services for this population. Prior DR studies
have not focused on the relationship between need and service receipt,
instead primarily focusing on outcomes associated with participation in
DR (Conley, 2007; Kaplan & Merkel-Holguin, 2008; Ortiz et al., 2008).

5.1. Limitations

Despite the contributions of our study, several limitations should be
noted. Our data provide only a snapshot of the services obtained by fam-
ilies participating in PFF and do not indicate the specific type of service
received under the broad categories. Furthermore, our analyses focused
on data from the initial assessment conducted by IHOCs. Importantly, it
did not include data from subsequent assessments. Thus, our results il-
luminate thematch between need and early service receipt. Analyses not
presented indicated that some families that did not receive needed ser-
vices during the initial assessment received services by the time they
left the PFF program. Thus it is possible that the observedmatch only ap-
plies because the caregivers might have been ready to address some
needs early in the service continuum but not others. Alternatively, the
match might also represent what services the caregivers were willing
to accept to address their needs that they initially saw as a priority.

Another limitation of our study stems from missing data. As previ-
ously mentioned, one fifth of the initial sample did not have either
need or services data. Upon comparison of demographic characteristics
of our study sample to the caregivers whowere excluded, no significant
differences emerged. However, findings might have been different had
they been included in this study. Last, the sample size for the four ser-
vice models was reduced when running the logistic regression models
due to listwise deletion. In analyses not shown here, comparisons
were made between models with and without covariates that reduced
sample size. Results from these analyses were similar in magnitude
and direction for the covariates. We therefore are comfortable that
these missing data did not significantly affect our results but acknowl-
edge the potential limitation nonetheless.

6. Conclusion

The provision of voluntary HBPS tomeet the needs of families at risk
of maltreatment continues to be an important function of CPS agencies
in partnership with community-based agencies. Findings from this
study highlight that families receiving HBPS have multiple needs and
receive a multitude of services meant to address them. For example,
concrete need was appropriately matched with concrete services and
case management services when caregivers had trouble paying bills.
Similarly, caregivers with educational need related to developmental
stimulation, an indicator of parenting difficulty, were more likely to re-
ceive educational services and clinical services; caregivers with clinical
need related to caregiver interactions (a potential early indicator of do-
mestic violence) were more likely to receive clinical services. In con-
trast, caregivers with concrete need related to living conditions were
less likely to receive both educational and clinical services. These find-
ings highlight that matching concrete need related to financial condi-
tions is relatively straightforward, whereas the match between
educational and clinical need with respective services is more compli-
cated and appears to be related to multiple areas of need. Furthermore,
our findings suggest that caregivers with early indications of domestic
violence (asmeasured by caregiver interactions)might bemore amena-
ble to services following an initial CPS investigation and that matching
different areas of need with HBPS for families at risk of maltreatment
may be enhanced by providing “bridging services” to engage caregivers
in additional services.
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Appendix A. Family Functioning Factors and Items (Shortened
Version)1

FAF Rating Scale:
(1) Above average functioning
(2) Generally adequate functioning
(3) Moderate problem functioning
(4) Major problem functioning
(5) Poor functioning

Section A: Living Condition
A1 Cleanliness/Orderliness — Outside Environmental Conditions
A2 Cleanliness/Orderliness — Outside Home Maintenance
A3 Cleanliness/Orderliness — Inside Home Maintenance

Unlabelled image
http://www.familyassessmentform.com
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A4 Safety — Outside Environmental Conditions
A5 Safety — Outside Home Maintenance
A6 Safety — Inside Home Maintenance
Section B: Financial Conditions
B1 Financial Stress
B2 Financial Management
B3 Financial Problem Due to Welfare System/Child Support
B4 Adequate Furniture
B5 Availability of Transportation
Section C: Support to Caregivers
C1 Support from Friends and Neighbors and Community

Involvement
C2 Available Child Care
C3 Chooses Appropriate Substitute Caregivers
C4 Available Health Care
C5 Provides for Basic Medical/Physical Care
C6 Ability to Maintain Long-Term Relationship
Section D: Caregiver/Child Interactions
D1 Understands Child Development
D2 Daily Routine for Child(ren)
D3 Use of Physical Discipline
D4 Appropriateness of Disciplinary Methods
D5 Consistency of Discipline
D6 Bonding Style with Child(ren)
D7 Attitude Expressed About Child(ren)/Caregiver Role
D8 Takes Appropriate Authority Role
D9 Quality And Effectiveness of Communication (Caregiver to

Child[ren])
D10 Quality And Effectiveness of Communication (Child[ren] to

Caregiver)
D11 Cooperation/Follows Rules and Directions
D12 Bonding to Caregiver
Section E: Developmental Stimulation
E1 Appropriate Play Area/Things — Inside Home
E2 Provides Enriching/Learning Experiences for Child(ren)
E3 Ability and Time for Child(ren)'s Play
E4 Deals with Sibling Interactions
Section F: Interactions between Caregivers
F1 Conjoint Problem Solving Ability
F2 Manner of Dealing with Conflicts/Stress
F3 Balance of Power
F4 Supportive
F5 Caregivers' Attitude toward Each Other
F6 Ability to Communicate (Verbal and Nonverbal)
Section G: Caregiver History
G1 Stability/Adequacy of Caregiver's Childhood
G2 Childhood History of Physical Abuse/Corporal Punishment
G3 Childhood History of Sexual Abuse
G4 History of Substance Abuse
G5 History of Aggressive Act as an Adult
G6 History of Being an Adult Victim
G7 Occupational History
G8 Extended Family Support
Section H: Caregiver Personal Characteristics
H1 Learning Ability/Style
H2 Ability to Trust
H3 Current Substance Use
H4 Passivity/Helplessness/Dependence
H5 Impulse Control
H6 Cooperation
H7 Emotional Stability (Mood Swings)
H8 Depression
H9 Aggression/Anger
H10 Practical Judgment/Problem-Solving and Coping Skills
H11 Meets Emotional Needs of Self/Child
H12 Self-Esteem
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